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of  treatment  adopted,  I  would  refer  them  to  the  Journal  of 
Obstetrics  ami  GyniFCology  of  the  Briihsh  Empire  for  July,  1905, 
where  they  will  find  the  record  of  a  consecutive  aeries  of  fifteen 
cases  successfully  treated  by  the  same  method. 

I  am  deeply  indebted  to  Dr.  John  Lindsay  for  the  reports  on 
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and  to  Dr.  James  Adam  for  notes  of  a  case  of  Phthisis,  Mv  thanks 
are  also  due  to  Dr.  W.  Ernest  Thomson  for  the  two  drawings 
of  the  eye,  to  Professor  McPhail  for  several  other  drawings,  and 
to  my  various  house-surgeons  for  their  assistance  in  preparing 
reports  of  cases,  specially  to  Dr,  Joseph  White  for  a  number  of 
photographs  taken  by  him, 

R.  J. 

Olasoow«  W.,  190r>, 


vn 


PREFACE  TO  THE  FIRST  EDITION 


For  difBcult  obstetrical  cases  no  hospital  in  the  United  Kingdom 
can  compare  with  the  Glasgow  Maternity  Ho^pitaL  During  the 
eleven  years  that  I  have  been  on  the  staff  my  experience  in 
obstetrics  has  been  both  varied  and  extensive.  I  have  en- 
deavoured to  make  use  of  these  exceptional  opportunities,  and 
the  results  of  my  experience  will  he  found  in  the  following  pages. 

I  think  it  will  be  generally  admitted  that  the  chnical  teaching 
of  midwifery  in  our  schools  and  universities  is  in  a  most  unsatis- 
factory condition.  While  clinical  medicine  and  surgery  rightly 
receive  a  large  amount  of  attention,  the  teaching  of  midwifery 
is  almost  entirely  systematic.  The  attendance  on  twelve^  or 
even  twenty,  labours  cannot  be  considered  a  sufficient  clinical 
training.  The  fact  is,  graduates  have  to  gain  their  clinical 
experience  in  midwifery  after  they  have  become  quahficd.  This 
is  not  as  it  should  be,  and  it  is  high  time  for  attendance  in  the 
wards  of  a  maternity  hospital  for  some  months  to  be  made  com- 
pulsory. 

In  1B9H  a  very  heated  discussion  was  carried  on  in  the  British 
Medical  Journal,  initiated  by  a  paper  of  mine  on  ''  Aseptic 
Midwifery/'  The  views  upheld  in  that  paper  were  severely 
criticised  by  several  members  of  the  profession,  but  not  a  single 
teacher  raised  his  voice  against  them.  For  the  benefit  of  my 
critics  and  others,  I  wish  to  state  that  an  extensive  later  experi- 
ence has  most  fully  demonstrated  the  superiority  of  aseptic 
to  all  other  methods.  What  asepsis  has  done  for  surgery  it 
can  and  will  do  for  midwifery,  and  I  trust  that  the  day  is  not 
far  distant  when  every  practitioner  or  midwife  who  takes  upon 
himself  or  herself  the  responsibility  of  attending  women  in 
labour  will  realize  this,  and  act  accordingly.  Then,  and  only 
then,  will  puerperal  septicaemia  become  rare.     It  is  terrible  to 
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think  that  this  frightful  scourge  is  still  so  deadly,  when  all  that 
is  required  to  check  its  ravages  is  perfect  cleanliness. 

The  illustrative  cases  given  have,  with  very  few  exceptions, 
been  treated  by  myself.  I  have  given  a  fairly  large  number  in 
connection  with  cardiac  disease,  in  order  to  illustrate,  as' far  as 
possible,  the  different  lesions.  This  condition  is  very  inade- 
quately dealt  with  in  most  text-books,  and  I  have,  therefore, 
treated  of  it  at  some  length.  As  regards  eclampsia,  I  have  given 
full  records  of  twenty-one  cases,  so  that  each  reader  may  be  able 
to  form  his  own  conclusions.  In  my  hands  the  treatment  by 
saline  infusions  has  given  very  satisfactory  results,  and  I  can 
with  confidence  recommend  it. 

I  am  deeply  indebted  to  Dr.  W.  E.  Fothergill  for  his  kindness 
in  allowing  me  the  use  of  so  many  of  his  plates  ;  to  Dr.  W.  S. 
Playfair,  Sir  J.  Halliday  Groom,  and  Dr.  Berry  Hart,  also  for 
the  use  of  plates  ;  to  Dr.  John  Lindsay  for  many  admirable 
drawings  ;  to  Messrs.  J.  Gardner  and  Son  and  Messrs.  A. 
Young  and  Son  for  the  illustrations  of  instruments  ;  to  Dr. 
G.  Balfour  Marshall  for  photographs  of  the  application  of  forceps  ;. 
to  Professor  McPhail,  of  St.  Mungo's  College,  for  the  water-colour 
drawing  of  the  liver  ;  to  Drs.  John  Brownlee  and  James  Todd 
for  notes  of  fever  cases  ;  to  Dr.  James  Adam  for  notes  and  plates 
of  his  interesting  case  of  exstrophy  of  the  bladder ';  to  my  various, 
residents  who  have  so  carefully  reported  the  cases  ;  and  to 
Dr.  Carstairs  C.  Douglas  for  his  kindness  in  examining  and 
reporting  on  specimens,  and  also  in  reading  the  proofs  with  me. 

R.  J. 

Glasgow,  JanHary,  1903. 
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Posterior  parietal  presentations,  250, 

251 
Pregnancy,  denial  of,  15 

mistaken,  15 
Prolapse  of  uterus,  415 
Prolapsed  cord,  126 
Prolonged  gestation,  215 
Pseudocyesis,  16 
Puerperal  insanity,  465 
Purpura  haemorrhagica,  42 
Pyo-nephrosis  with  renal  calculus,  33 
Pyosalpinx,  old  double,  437 

Renal  calculip,  33,  34 
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of  the  chorion,  285 
Retroflexion  of  uterus,  75,  77 
Rupture  of  cervix,  410,  411 
of  uterus,  complete,  374 

from  pressure  of  promontory, 

375,  376 
incomplete,  188 
spontaneous,  381 
of  vagina,  366 

iSapraemia,  424 

Sarcomatous  enchondroma  of   pelvis, 

265 
Scarlet  fever  (premature  labour  and 

abortion),  99,    100 


Scurvy,  42,  459 
Septicaemia,  ante-partum,  441 
and  pyaemia,  428 
arising  from  an  old  ulcer  of  the 

stomach,  442 
infection  from  drains,  419 

poisoned  finger,  432 
treated  by  antistreptococcic  serum, 
426,  427 
Small-pox  (abortion  and  miscarriage), 

92,  93 
Spina-bifida,  560 
Spontaneous  rupture  of  uterus,  381 

version,  300 
Suppression  of  urine,  396-398 
Symphysiotomy,  506,  507 
Syncope,  417,  448 
Syphilis,  57,  89 

Tetanus,  445 
Twins,  locked,  308 
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complete abortion),  93,  94 
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rupture,     188,     374, 

381 
subseptus,  365 
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Vagina,  rupture  of,  366 
Vaginismus,  225 
Varicose  veins,  46 
Venereal  warts,  225 
Version  in  posterior  paorietal  presenta- 
tions, 250,  251 
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The  science  of  inediciiie  haa  made  immense  progress  during  the  last 
hundred  years,  and  in  no  department  is  this  progress  more  marked 
than  in  that  of  obstetrics.  Such  men  as  Ainand,  Gregoire,  La  Motte, 
Manningham,  Moss,  Sniellie,  Roederer,  and  the  Hunters  certainly  did 
ranch  for  this  branch  of  the  profession  in  the  eighteenth  century,  a 
period  which  saw  the  end  of  the  midwives'  furious  opposition  to  the 
practice  of  midwifery  by  men.  The  introduction  of  the  phantom  in 
teaching,  the  employment  and  improvement  of  the  forceps,  the  dis- 
covery of  the  decidua  reflexa,  the  researches  on  the  pkcenta,  and  the 
publication  of  the  atlas  of  the  gravid  uterus  were  uudcmhted  gains. 
But  puerperal  fever  remained  the  same  terrible  scourge  that  it  had 
been-  For  obstetricians  in  their  maternity  hospital  work  it  pos- 
sessed the  same  terrors  fchat  hospital  gangrene  and  erysipelas  had  for 
surgeons. 

The  year  1847  is  a  memorable  one  in  the  annals  of  obstetrics.  During 
that  year  two  discoveries  were  made  which  have  robbed  childbed  of 
two  of  its  greatest  terrors.  These  discoveries  were  the  use  of  chloro- 
form, and  the  nature  of  puerperal  fever.  No  man  can  estimate  the 
amount  of  suffering  which  Sir  James  Y.  Simpson^s  discovery  has  been 
the  means  of  alleviating.  The  second  discovery,  that  of  the  nature  of 
puerperal  fever,  has  saved  the  lives  of  many  parturient  women.  It  is 
to  a  Hungarian  named  8emmelweis  that  we  owe  this  great  boon.  He 
was  assistant  to  the  First  Midwifery  Ciininue  in  Vienna.  In  the 
Second  Midwifery  Clinique  the  women  were  attended  by  students, 
while  in  the  First  they  were  entirely  under  the  care  of  midwives.  He 
noticed  that  the  death-rate  among  the  students'  cases  was  very  much 
higher  than  among  the  midwives'.  In  seeking  for  an  explanation  of 
this  fact  light  was  suddenly  thrown  upon  the  subject  by  the  tragic 
death  of  the  Professor  of  Medical  Jurisprudence,  who  had  pricked  his 
finger  at  a  post-mortem  examination,  and  died  of  blood-poisoning. 
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Seoimehveis  recognised  that  his  colleague  hatl  died  of  the  very  same 
disease  that  was  causing  havoc  among  parturient  women.     He  came 
to  the  conclusion  that  the  so-called  puerperal  fever  was  nothing  mor&J 
or  less  than  blood-poisoning  in  a  puerperal  woman,  and  that  the  poisouf 
gained  entrance  to  the  system  through  some  part  of  the  genital  tract  J 
during  labour  or  the  puerperium.     The  explanation  of  the  high  mor- 
tality among  the  students'  cases  appeared  plain.     The  men  were  con- 
veying infection  on  their  hands  to  their  patients  from  the  post-mortem 
and  dissecting  rooms,  where  they  were  working.     The  theory  was  put 
to  the  proof  by  making  the  men  wash  their  hands  in  solutions  of 
chlorine  or  chloride  of  lime,  with  the  result  that  the  death-rate  quickly 
fell  lower  than  that  among  the  midwives'  cases. 

One  would  imagine  that  such  an  important  discovery  would  have 
been  hailed  with  sat isf action »  but  unfortunately  this  was  not  the  case. 
Some  accepted  it,  but  the  fathers  of  the  profession  did  not  relish  being 
told  that  they  had  been  conveying  infection  to  their  patients  on  their 
dirty  hands.  It  suited  them  better  to  ascribe  outbreaks  of  puerperal 
fever  to  the  hand  of  Providence.  Benimelweis  was  abused  and  his 
discovery  scoffed  at.  He  unfortunately  was  not  an  essentially  strong 
man  like  Simpson.  Disappointed  and  embittered,  he  was  driven  from  i 
Vienna,  and,  becoming  insane,  died  in  an  asylum  at  a  comparatively 
early  age.     By  the  irony  of  fate,  his  death  was  due  to  blood-poisoning. 

To  him  belongs  the  honour  of  having  discovered  the  nature  of  puer- 
peral fever,  and  also  of  having  adopted,  in  a  crude  way,  the  aseptic 
methods  which  are  so  largely  used  at  the  present  time.  The  bacterio- 
logical investigations  of  recent  years  have  confirmed  his  views.  By 
their  means  sources  of  infection  of  which  he  probably  knew  nothing 
have  been  made  plain  to  us,  but  this  does  not  in  any  way  detract  from 
the  importance  of  his  discovery. 

Antiseptic,  and  latterly  aseptic,  methods  have  completely  revolu- 
tionized surgical  practice,  both  in  hospital  and  private  work.  In 
midwifery  hospital  work  the  results  have  been  equally  good,  so  that 
septicsemia  is  practically  banished  from  all  well-conducted  maternity 
hospitals.  About  private  work,  judging  from  the  returns  of  the 
Registrars-General,  the  same  cannot  be  said.  Puerperal  fever  is  still 
far  too  common.  The  mortality  from  it  is  much  as  it  was  many 
years  ago.  While  the  mortality  is  high,  the  morlndity,  as  gynaeco- 
logists can  testify,  is  also  very  great.  If  puerperal  sepsis  were  com- 
pletely banished,  a  great  deal  of  gynaecological  work  would  be  done 
away  with-  If  surgeons  are  able  to  prevent  sepsis  in  the  vast  majority 
of  their  cases,  there  seems  no  reason  why  obstetricians  should  not  be 
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Ible  to  dy  the  same.  They  hav^e  done  it  in  the  maternity  hospitals, 
which  at  one  time  were  hotbeds  of  ifLfeotion,  and  they  shoiihl  be  able 
to  do  the  same  in  private  work  as  successfully  as  the  surgeons  have 
done.     That  this  is  not  the  case  is  not  to  the  credit  of  the  profession. 

One  reason  why  the  results  in  surgery  are  so  good  is  because  the 
great  bulk  of  the  work  Ls  done  by  speciatifits.  Very  few^  general  prac- 
titioners do  much  surgery,  but  almost  all  the  midwifery  in  Seatland 
is  done  by  them.  In  England  a  very  large  amount  of  this  work  is 
m  the  hands  of  mid  wives,  many  of  whom  are  quite  untrained.  If 
midw^ifery  w^ere  done  by  specialists,  as  surgery  is,  no  doubt  there 
w^ould  be  a  great  improvement.  In  cities  this  might  be  possible,  but 
not  in  country  districts.  In  the  hurry  of  general  practice  there  may 
be  difficulties  in  the  way  of  carrying  out  absolutely  aseptic  methods, 
such  as  are  found  necessary  in  hospital  w^ork,  but  this  is  certainly  no 
excuse  for  the  abandoning  of  ordinary  cleanliness. 

The  act  of  parturition  may  be  said  to  be  a  physiological  one.  Among 
primitive  people  this  is  perfectly  true,  and,  so  long  as  the  process  is 
left  to  nature,  they  experience  very  httle  difficulty,  and  have  few 
cases  of  sepsis.  Among  civilised  women,  however,  in  very  many 
instances,  it  borders  dangerously  on  the  pathological.  Civilization 
has  introduced  many  faetor^i  into  our  lives  w^hich  people  living  in  a 
state  of  nature  do  not  have  to  reckon  with.  Nature  is  not  a  hard 
task*mistress,  but  if  w^e  infringe  her  laws,  we  must  be  prepared  to  pay 
the  penalty. 

The  study  of  the  bacteriokjgy  of  the  vagina  has  of  late  years  thrown 
much  light  upon  a  few  points,  and  undoubtedly  much  more  will  be 
learned  from  it.  It  is  of  the  utmost  importance  to  decide  w^hether 
the  vagina  is  septic  or  aseptic  at  the  onset  of  labour.  If  it  is  septic, 
one  would  naturally  endeavour  to  render  it  aseptic,  and  if  it  is  aseptic, 
one's  efiorts  should  be  put  forth  to  keep  it  in  that  condition  during 
labour  and  the  puerperium.  Many  experiments  have  been  carried 
out  and  much  written  on  the  subject.  After  a  large  number  of 
elaborate  experiments,  the  following  are  the  conclusions  to  which 
Dr.  Whitridge  Williams  of  Johns  Hopkins  College,  Baltimore,  has 
come  :* 

**  L  We  agree  with  Kronig  that  the  vaginal  secretion  of  pregnant 
women  does  not  contain  the  usual  pyogenic  cocci,  having  found  the 
Staphylococcus  epidermidis  albus  only  twice  in  ninety-two  cases,  but 
never  the  Streptococcus  pyogenes  or  the  Staphytococem  aurem  or 

♦  Americttn  Journal  oj  Ohaietric&^  vol  jatxviiL,  p,  46S. 
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"  2.  The  discrepancy  in  the  reBults  of  the  various  investigatorfl  is 
due  to  the  technique  by  which  the  secretion  is  obtained, 

''3.  As  the  vagina  does  not  contain  pyogenic  cocci,  auto-infection 
with  them  is  impossible  ;  and  when  they  are  found  in  the  puerperal 
uterus  they  have  been  introduced  from  without. 

'"^  4.  The  gonococcus  is  occasionally  found  in  the  vaginal  secretions, 
and  during  the  puerperium  may  extend  from  the  cervix  into  the 
uterus  and  tubes. 

*'  5.  It  is  poBsibie,  but  not  yet  demonstrated,  that  in  very  rare 
instances  the  vagina  may  contain  bacteria,  which  may  give  rise  to 
saprsemia  and  putrefactive  endometritis  by  auto-infection. 

''  G.  Death  from  puerperal  infection  is  always  due  to  infection  from 
without,  and  is  usually  due  to  neglect  of  aseptic  precaution  on  the 
part  of  the  physician  and  nurse. 

"  7.  Puerperal  infection  is  to  be  avoided  by  limiting  vaginal  exami- 
nations as  much  as  possible,  and  cultivating  external  palpation.  When 
vaginal  examinations  are  to  be  made,  the  external  genitalia  should 
be  carefully  cleansed  and  disinfected,  and  the  hands  rendered  as 
aseptic  as  if  for  a  laparotomy-  Vaginal  douches  are  not  necessary, 
and  are  probably  harmful." 

We  may  take  it  that  at  the  onset  of  labour  the  vagina  is  usually 
aseptic.  It  is  bathed  with  mucus  from  the  cervical  glands,  and  serum 
transuded  from  the  vaginal  bloodvessels.  No  pathogenic  organisms 
are  found  in  the  fluid,  but  many  different  forms  of  bacteria  are  present. 
These  bacteria  may  be  looked  upon  as  scavengers  of  the  passage,  as 
they  have  been  shown  to  possess  the  power  of  destroying,  in  a  short 
time,  such  virulent  organisms  as  strepto-  and  staphiflocorci.  They  play 
a  very  important  part  in  preventing  sepsis.  It  is  perfectly  evident 
that  septic  organisms  must  often  be  introduced  into  the  vagina,  e.j., 
with  every  act  of  coitus,  and,  unless  stringent  aseptic  precautions  are 
taken,  every  time  an  examination  is  made.  Under  ordinary  condi- 
tions no  harm  results,  as  the  protecting  bacteria  quickly  deal  with 
the  intruders  and  cut  their  careers  short.  Nature  has  thus  provided 
a  means  of  protecting  women  from  sepsis.  If  it  were  not  so»  there 
would  be  great  risk  of  septic  mischief  travelling  up  into  the  uterus  at 
every  menstrual  period,  and  thus  gaining  access  to  the  system  through 
the  denuded  surface  of  the  interior. 

Except  with  a  macerated  foetus,  the  uterine  contents  are  aseptic. 
In  the  cervical  canal  there  is  usually  a  plug  of  mucus,  known  as  the 
operculum.  It  has  been  elaborately  described  as  consisting  of  three 
layers.     The  upper  or  uterine  one  contains  no  bacteria,  and  is  there- 
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fore  aseptic.  The  middle  one  contains  dead  bacteria  and  quantities 
of  leucocytes  which  act  as  phagocjrtes,  and  it  is  therefore  antiseptic. 
The  lower  layer  next  the  vagina  swarms  with  bacteria  which  in  the 
vast  majority  of  cases  are  non-pathogenic — the  or(Jinary  vaginal 
bacteria  ;  but  in  cases  where  the  vagina  is  septic  they  will  be  patho- 
genic. Gonococci  are  said  to  be  the  only  organisms  which  can  force 
their  way  through  this  cervical  plug. 

If  we  have  an  aseptic  uterus  and  an  aseptic  vagina  at  the  onset  of 
labour,  and  that  has  been  pretty  conclusively  shown  to  be  the  case, 
our  whole  aim  should  be  to  keep  these  parts  in  that  condition  during 
labour  and  the  puerperium.  Nature  is  able  to  do  this  under  natural 
conditions,  where  absolutely  no  interference  takes  place.  Our  whole 
aim  must  be  to  assist  Nature  in  hex  own  way,  and  not  try  to  supersede 
her  methods  by  our  own  The  methods  to  be  adopted  will  be  fully 
described  in  subsequent  chapters,  but  the  whole  may  be  summed  up 
in  a  few  words — viz.,  absolute  cleanliness  and  as  little  interference  as 
possible 


CHAPTER  II 

SYMPTOMS  AND  SIGNS  OF  PREQNANCY 

Suppression  of  Menstruation — Morning  Sickness — Bladder  Symptoms — Ptyalism 
— Quickening — Foetal  Movements — Indefinite  Symptoms — Changes  in  the 
Breasts — Changes  in  the  Abdomen — Palpation  of  the  Abdomen — Height 
of  the  Fundus — Ballottement — Changes  in  the  Vagina  and  Cervix — Auscul- 
tation— Fcetal  Heart — Funic  Souffle — Diagnosis  of  Pregnancy — Pseudo- 
cyesis — Duration  of  Pregnancy. 

The  indications  of  pregnancy  may  be  considered  under  two  headings 
— viz.,  subjective  and  objective  indications. 

The  symptoms  or  svbjective  indications  are  those  which  the  patient 
experiences  herself,  such  as  suppression  of  menstruation,  morning 
sickness,  quickening,  etc.  You  cannot  observe  these  indications,  but 
must  depend  upon  the  patient's  statement,  and  as  she  may  wilfully 
or  unintentionally  deceive  you,  you  must  have  something  more 
definite  to  found  a  diagnosis  upon. 

The  signs  or  objective  indications  can  be  seen,  felt,  or  heard  by  you, 
such  as  enlargement  of  the  abdomen,  the  areolae  round  the  nipples, 
ballottement,  the  movement  of  the  foetal  parts,  and  the  beating  of 
the  foetal  heart.  These  signs  are,  therefore,  by  far  the  most  valuable 
indications,  and,  when  taken  in  conjunction  with  the  symptoms,  will 
enable  you  to  diagnose  the  condition. 

The  Symptoms  or  Subjective  Indications. 

Suppression  of  Menstmation.— This  is  usually  the  first 
indication  a  woman  has  that  she  is  pregnant.  It  is  known  as  physio- 
logical amenorrhoea,  and  is  a  very  constant  symptom  ;  but  in  a  fair 
number  of  cases  menstruation  occurs  a  few  times  after  impregnation, 
and  in  very  rare  cases  it  continues  throughout  pregnancy.  One  or  two 
cases  have  been  recorded  where  menstruation  only  occurred  during 
pregnancy.     On  the  other  hand,  it  must  be  constantly  borne  in  mind 
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that  amenorrhcea  may  arise  from  various  other  causes,  such  as  aiuetaia, 
phthisis,  nervous  depression,  etc.  The  menopause  may  also  lead  a 
woman  to  suppose  that  she  is  pregnant.  In  some  cases  pregnancy 
has  occurred  before  menstruation  has  been  established,  and  in  others 
after  the  menopause.  Menstruation  is  usually  suppressed  during 
lactation,  but  this  does  not  always  prevent  pregnancy.  In  unmarried 
women  who  have  had  intercourse,  the  dread  of  pregnancy  having 
occurred  may  suppress  the  flow,  for  a  short  time  at  all  events.  As  a 
nile,  when  a  woman  is  in  good  health,  and  has  been  previously  regular 
in  her  periods,  the  sudden  stoppage  indicates  pregnancy,  if  she  has 
been  indulging  in  intercourse. 

Case. — Coticeptwu  during  Amenorrhwa. — A  well-nourished  young 
woman  consulted  me  on  account  of  amenorrhcea  of  twelve  months* 
duration.  A  year  previously  she  had  been  very  anii?mic,  and  had 
taken  a  course  of  Blaud's  pills.  When  I  saw  her  there  was  no  evidence 
of  ancemia,  and  I  was  struck  with  her  plump  appearance.  .She  stated 
that  she  had  got  very  much  stouter  lately,  not  only  in  the  abdomen, 
but  all  over.  Her  breasts  were  very  large,  and  there  was  a  distinct 
areola.  Palpation  of  her  abdomen  revealed  feetal  parts  and  distincfc 
movements,  and  auscultation  gave  ftetal  heart'Sounda  and  a  uterine 
bruit.  She  was  about  seven  months  pregnant.  Conception  had 
occurred  during  the  amenorrha'a  from  anaeniia.  She  was  delivered 
of  a  full-time  child  some  two  months  later, 

Moming  Slclmess  or  Vomiting  of  Pregnancy.— This 

is  a  pretty  constant  symptom.  It  may  commence  immediately  after 
conception — more  usually  after  the  tirst  period  has  been  missed — 
and  may  last  until  about  mid-term,  but  in  some  cases  it  lasts  through- 
out the  whole  time,  while  in  others  it  may  not  come  on  until  the  later 
months. 

It  usually  occurs  on  rising  in  the  morning — hence  the  name  :  but 
it  may  occur  at  any  time  during  the  day.  It  will  be  more  fully  dis- 
cussed as  a  disorder  of  pregnancy.  I  have  one  patient  who  always 
menstruates  for  at  least  three  months  after  conception,  but  is  able 
to  recognise  that  she  is  pregnant  from  the  severe  sickness  which 
attacks  her  from  the  very  first. 

Bladdor  SymptoniB^— In  the  early  months  most  women  are 
troubled  with  frefpiency  of  micturition,  from  the  enlarging  uterus 
pressing  on  the  bladder.  As  a  nde  this  passes  off  when  the  uterus 
rises  above  the  brim  of  the  pelvis,  but  it  may  recur  in  the  later  months* 
It  is  not  peculiar  to  pregnancy,  as  any  tumour  in  the  pelvis  may 
cause  it. 
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Ftyallsm. — This  is  not  a  very  common  indication*  but  may  be 
very  troublesome.  The  secretion  of  saliva  may  amount  to  several 
pints  per  day, 

Qmckening  or  Stlrrage. — This  is  the  first  indication  that  a 
woman  has,  of  life  in  the  fostus.  It  is  usual ty  felt  about  the  sixteentii 
week,  but  I  have  known  it  to  occur  as  early  as  the  twelfth  week. 
The  movements  first  felt  cause  a  sensation  much  like  fluttering. 
They  become  stronger  as  the  fetus  grows,  and  in  some  cases  they 
are  so  violent  as  to  cause  considerable  discomfort  in  the  later  months 
of  pregnancy,  while  in  others  they  are  scarcely  felt  at  all  If  the 
foetus  dies,  the  movements  of  course  cease,  but  very  fret|uently  they 
cease  for,  it  may  be,  days,  and  then  begin  again,  so  that  the  cessa- 
tion of  movements  for  a  day  or  two  cannot  be  taken  as  an  indication 
of  the  death  of  the  foetus.  In  a  thin  woman,  in  the  later  months,  the 
movements  can  easily  be  seen,  provided  there  is  not  very  much  liquor 
anmii  in  the  uterus.  In  most  cases  you  can  easily  feel  them — a  most 
important  sign  of  pregnancy. 

In  cases  where  menstruation  has  been  in  abeyance  at  the  time  of 
conception,  or  where  it  has  recurred  several  times  after  conception, 
it  is  important  to  ascertain  the  date  of  quickening,  as  from  it  an  idea 
can  be  gained  when  labour  is  due.  It  will  only  give  you  an  approxi- 
mation, but  taken  in  conjunction  with  the  size  of  the  uterus  it  will 
enable  you  to  come  within  a  week  or  so  of  the  date. 

FCBtal  MOTemeiits  are  a  most  important  indication  of  preg- 
nancy if  you  can  feel  or  see  them,  but  you  must  not  place  much 
dependence  upon  statements  made  by  the  patient  herself.  8he  may 
wilfully  mislead  you,  or,  on  the  other  hand,  she  may  herself  be  misled 
by  movement  of  gas  in  the  bowels,  giving  her  a  similar  sensation, 
when  she  is  not  pregnant.  Women  who  are  the  subjects  of  pseudo- 
cyesis  invariably  maintain  that  they  feel  foital  movements,  and  it  is 
exceedingly  difficult  to  convince  them  of  error. 

Indefinite  Symptoms.— Shooting  pains  in  the  breasts, 
especially  in  the  left  breast,  are  often  complained  of.  Some- 
times cravings  occur  for  unusual  articles  of  diet.  There  may  be 
disturbances  of  the  nerv^ous  system,  such  as  neuralgic  pains, 
restlessness  and  irritability,  insomnia,  etc.  These  indefinite  indi- 
cations may  occur  regularly  during  the  various  pregnancies  ui  a 
woman. 

Signs  of  Pregnancy* — As  you  can  observe  these  for  yourself 
by  inspection,  palpation,  or  auscultation,  they  are  the  most  im- 
portant indications. 
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Changes  In  the  Breast.— These  are  usually  quite  evident  by 
the  third  month.  The  breasts  increase  in  size,  and  the  veins  can  be 
observed  tlirough  the  skin.  The  nipple  beconiea  much  darker  in 
colour,  and  round  about  it  the  areola  deepens  in  colour  and  increases 

.  area.  The  colour  of  the  areola  differs  according  to  the  complexion 
Df  the  patient,  from  a  pinkish  colour  in  a  fair,  to  dark  brown  or  nearly 
black  in  a  dark,  person.  Surrounding  the  nipple  will  be  seen  a  number 
of  small  papilla? — Montgomery's  tubercles — about  the  size  of  a  split 
pea.  By  squeezing  the  breasts  a  few  drops  of  milk  can  be  expressed. 
As  the  breasts  enlarge  ''  stria?  "  are  formed  on  them,  from  the  deeper 
layers  of  the  skin  giving  way. 

Of  the  breast  signs  of  pregnancy,  the  darkening  of  the  areola  is  the 
most  important,  especially  in  a  first  pregnancy.  All  the  others  may 
be  present  without  pregnancy,  or  they  may  be  wanting  although 
pregnancy  exists. 

Changes  in  the  Abdoman.— In  some  eases,  especially  in 
multipara\  the  abdomen  begins  to  enlarge  after  the  first  period  is 
missed,  but  in  the  majority  there  is  no  enlargement  until  after  the  third 
month.  In  fact,  in  many,  the  lower  part  of  the  abdomen  becomes 
flattened,  from  the  increased  weight  of  the  uterus  causing  sinking  of 
that  organ  in  the  pelvis.  By  the  end  of  the  third  month  the  fundus 
is  at  the  brim  of  the  pelvis,  and  from  that  time  onwards  it  steadily 
rises  in  the  abdomen  and  causes  distention.  Some  women  show^  very 
little  distention,  even  at  full  time,  while  others  become  enormously 
stout.  This  depends  upon  the  build  of  the  patient,  the  laxity  of  the 
abdominal  muscles,  and,  of  course,  the  size  of  the  child,  and  amount 
of  liquor  amnii  in  the  uterus.  In  multiple  pregnancies,  the  abdomen 
will  be  much  larger  than  with  a  single  child. 

As  the  abdomen  enlarges  and  the  skin  stretches,  the  striw  gravidarum 
begin  to  show  similar  to  those  on  the  breasts,  but  more  distinct.  The 
fresh  ones  are  pinkish  in  colour,  while  the  older  ones  are  w^hite.  In 
some  cases  they  are  very  numerous  towards  the  end  of  pregnancy, 
and  they  can  often  be  seen  on  the  upper  parts  of  the  thighs.  They 
are  not  peculiar  to  pregnancy,  as  a  tumour,  or  dropsy,  or  even  adipose 
tissue,  wUl  cause  them.  In  rare  cases  very  few  are  seen.  They 
remain  afterwards  as  white  streaks,  and  show  distinctly  that  the 
abdomen  has  been  distended  at  some  time,  but  not  necessarily  by 
pre-gnancy. 

Besides  these  streaks,  you  will  observe  a  general  darkening  of  the 
skin  of  the  abdomen,  especially  in  dark  women,  and  a  distinct  dark 
line,  the  linea  nigra^  extending  down  the  centre  of  the  abdomen,  from 
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the  ensiform  cartilage  to  the  top  of  the  symphysis  pubis-  It  is  usually 
most  distinct  at,  and  below,  the  umbilicus.  This  deposit  of  pigment 
is  not  confined  to  the  abdominal  wall,  but  may  be  seen  on  the  face* 
giving  it  a  blotched  appearance,  and  also  on  the  labia. 

Inspection  of  the  abdomen  during  the  first  three  months  will  not 
usually  reveal  much  enlargement,  and  in  some  cases  there  will  be 
slight  flattening.  From  the  third  month  onwards  enlargement 
becomes  apparent,  and  progresses  steadily  until  it  reaches  its  maxi- 
mum during  the  ninth  month.  During  the  last  two  or  three  weeks 
of  pregnancy  the  fundus  of  the  uterus  sinks  somewhat*  but  this  is 
not  very  apparent  to  the  eye.  The  contour  is  regular  in  outline. 
The  umbilicus,  which  is  at  first  depressed,  gradually  comes  flush 
with  the  surface,  and  during  the  last  two  months  it  usually,  though 
not  invariably,  projects  somewhat.  If  the  abdominal  muscles  are 
relaxed,  as  in  multipara\  the  enlarged  uterus  will  tend  to  fall  forward 
and  form  a  pendulous  abdomen.  With  a  contracted  pelvis  this  wiU 
be  very  marked,  especially  if  there  is  any  lordosis.  If  the  abdominal 
walls  are  thin,  the  movements  of  the  fcetus  will  be  distinctly  seen. 

Palpation  of  the  Abdomen*— After  the  fundus  has  risen 
alK)ve  the  brim  of  the  pelvis — <.*\,  after  the  fourth  month — it  can  be 
palpated  through  the  abdominal  wall.  The  patient  should  be  lying 
on  her  back,  with  her  knees  drawn  up.  The  warm  hand  or  hands 
should  be  placed  flat  upon  the  abdomen,  and  firm  pressure  be  made 
with  the  fingers.  The  patient's  attention  should  be  distracted  from 
what  is  being  done  by  engaging  her  in  conversation,  so  that  she  wOl 
relax  her  abdominal  muscles  as  nmch  as  possible.  If  the  muscles 
are  kept  tense,  you  may  not  be  able  to  feel  the  uterus  at  all.  The 
uterine  tumour  will  be  felt  somewhat  round  and  smooth.  The  size 
will,  of  course,  vary  w^ith  the  time  of  pregnancy. 

From  the  sixth  month  onwards,  or  even  somewhat  earlier,  the 
foetal  parts  and  movements  may  be  felt.  If  the  hand  is  kept  on  the 
abdomen  for  a  little  time,  a  distinct  hardening  of  the  uterus  will  be 
felt,  followed  by  a  softening.  This  intermittent  contraction  is  never 
felt  in  any  other  tumour  except  a  soft  fibroid,  ao  that  it  is  a  very 
valuable  indication  of  pregnancy.  The  feeling  of  the  fcetal  parts  and 
movements  is  a  positive  indication  of  |>regnancy. 

Height  of  the  Fundus  at  Differ ent  Periods.— There  are 
three  points  or  landmarks  at  which  the  fundus  should  he  felt  at  three 
periods  of  pregnancy.  At  the  end  of  the  third  month  the  fundus  is 
just  rising  above  the  brim — that  is,  it  lies  level  with  the  top  of  the 
symphysis  pubis  *  at  the  sixth  month  it  reaches  the  level  of  the 
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umbilicus  ;  while  at  the  end  of  the  ninth  month  it  may  be  felt  at  the 
tip  of  the  ensiform  cartilage.  During  the  last  fortnight  or  ao  it  falls 
.^mewhat.  As  the  rate  of  growth  is  regular,  the  time  of  pregnancy 
may  be  fairly  accurately  judged  by  the  height  of  the  fundus. 

BaUottement.— This  is  a  valuable  sign.  It  may  be  got  by 
external  palpation  of  the  abdomen  with  two  liamls,  moving  a  part 
of  the  fti^tus,  such  as  the  head,  between  thern.  The  usual  method 
of  getting  it,  is  by  passing  the  fore  or  fore  and  middle  fingers  into 
the  vagina,  and  placing  their  tips  against  the  anterior  fornix.  A 
sudden  push  upwards  of  the  fingers  will  cause  the  foetus  to  bob  up, 
as  it  were,  in  the  liquor  amnii,  and  in  a  few  seconds  it  will  fall  again 
on  the  top  of  the  fingers,  with  a  gentle  tap.  The  best  position  for  the 
patient  to  be  in  is  a  half-sitting  one.  This  movement  is  best  felt 
between  the  fourth  and  seventh  months*  when  there  is  plenty  of 
room  for  the  foetus  to  move  about  in  the  liquor  amnii.  It  is  a  very 
valuable  sign  of  pregnancy,  as  there  is  practically  no  other  condition 
which  will  give  it. 

Changes   whicli  may  be   observed  in  the  Vagina 

and  CerviJE. — Frooi  about  the  third  month  onwards  the  niucous 
membrane  will  be  noticed  to  be  of  a  bluish  colour.  The  labia  will 
also  be  seen  to  have  considerable  pigment  deposited  in  them,  and 
their  veins  will  often  be  noticed  to  be  varicose,  especially  in  the 
later  months.  The  mucous  discharge  from  the  vagina  will  usually 
be  abundant.  These  changes  are  due  to  the  pressure  of  the  en* 
largiag  uterus. 

A  digital  examination  will  reveal,  in  the  early  months,  that  the 
uterus  is  somewhat  low  in  the  pelvis.  The  cervix  will  feel  soft.  At 
one  time,  shortening  of  the  cervix  was  supposed  to  occur,  and  to 
the  examining  finger  this  may  seem  to  be  the  case,  but  as  a  matter 
of  fact  it  retains  its  full  length  until  about  the  last  two  weeks  of  the 
pregnancy,  when  it  is  taken  up  into  the  uterine  cavity,  or  dilates 
from  above.  In  the  anterior  fornix  the  enlarged  body  of  the  uterus 
will  be  felt,  and  there  will  be  very  distinct  arterial  pulsation.  The 
lower  uterine  segment  will  be  felt  to  be  distinctly  softened.  This  is 
Hegar's  sign  of  pregnancy.  The  best  way  to  feel  this  is  by  passing 
the  thumb  into  the  vagina  and  a  finger  into  the  rectum,  and  then 
pressing  the  fundus  downwards  with  the  other  hand  on  the  abdominal 
wall,  so  that  you  can  grasp  the  lower  uterine  segment  between  the 
finger  and  thumb.  The  segment  will  feel  soft  and  almost  as  if  there 
were  no  connection  between  the  fundus  and  the  cervix.  The  fundus 
above  will  feel  globular.     This  is  a  very  reliable  sign,  and  can  b« 
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obtained  from  the  second  month  onwards.  After  the  fundus 
risen  well  into  the  abdomen,  this  softening  of  the  lower  uterine  seg- 
ment can  be  distinctly  felt  through  the  abdominal  wall  by  pressing 
the  tipa  of  the  Engers  deeply  in,  just  above  the  symphysis  pubis.  In 
the  later  months  the  presenting  part  can  usually  be  felt  distinctly, 
espeeially  if  it  be  the  head.  The  external  os  may  admit  the  tip  of 
a  finger,  especially  m  multiparse.  The  cervical  cavity  will  be  filled 
with  a  plug  of  mucus.  In  many  cases,  towards  the  end  of  pregnancy, 
the  external  os  will  admit  one  finger  or  even  two. 

AuscultatioiL  of  the  Uterus.— C'ertain  sounds  may  be  heard, 
on  listening  over  the  uterus.     The  most  audible  is  a  loud  blowing^j 
heard  best  at  the  sides  of  the  uterus.     This  is  the  uterine  souffle  or 
bruit,  sometimes  erroneously  called  the  placental  souffle  or  bruit.     It 
is  caused  by  the  blood  rushing  through  the  curling  arteries  of  the 
utenis,  and  not  by  the  blood  in  the  placenta.     You  cannot,  therefore, 
diagnose  the  situation  of  the  placenta  from  the  point  of  maxinmm 
intensity  of  the  sound.     It  is  heard  also  in  uterine  fibroids,"  so  it  is 
not  distinctive  of  pregnancy.     In  rate  it  corresponds  with  the  mother'Ej 
pulse.     In  many  cases  the  pulsations  of  the  abdominal  aorta  can  alaoi 
be  distinctly  heard. 

FCBtal  Heart^Soiinds. — If  the  fcetus  is  alive,  its  heart  can  be 
heard  beating,  from  the  fourth  month  onwards.  At  first  it  is  a  faint 
double  sound,  not  unlike  the  ticking  of  a  watch  heard  through  a  pillow 
or  clothing.  You  must  be  sure  there  is  no  watch  in  the  bed,  lest  you 
be  misled-  As  the  pregnancy  advances  the  sound  grows  strongerJ 
It  beats  at  a  rate  of  from  120  to  140,  In  listening  to  it,  have  your 
finger  on  the  patient's  wrist  to  feel  her  pulse  at  the  same  time.  If 
her  pulse  should  be  very  quick  you  might  mistake  it  for  the  foetal 
heart,  as  you  hear  it  in  the  abdominal  aorta.  The  foetal  pulse  should 
be  much  quicker  than  the  mother's.  The  position  of  maximum 
intensity  varies,  according  to  bow  the  ftjctus  lies  in  tUero.  Near 
term  it  is  usually  best  heard  about  two  inches  below,  and  to  the  left 
of,  the  umbilicus,  as  the  fietus  most  frequently  lies  head  downwarda 
with  back  towards  the  left  side.  When  the  bead  presents,  it  is  usually' 
heard  best  below  the  umbilicus,  and  to  whichever  side  the  back  is 
turned.  When  the  breech  presents,  it  will  be  heard  best  above  the 
umbilicus,  and  in  transverse  cases  below  the  umbilicus,  nearer  the 
pubis  than  in  head  presentations.  As  a  rule,  if  the  fcetus  is  aUve, 
the  heart  can  be  heard,  but  this  is  not  invariably  the  case  (see  Case  IV., 
p.  52)  ;  a  sudden  change  in  the  rate  will  indicate  danger  t'O  the  child* 
In  difficult  labours  the  fcetal  heart  should  be  auscultated  from  time 
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to  time,  and  if  the  rate  is  found  to  have  increased  greatly,  or  to  have 
become  slower  or  intermittent,  interference  is  called  for  in  the  interests 
of  the  child.  If  you  can  make  out  two  fcptal  hearts  beating  at  difierent 
rates  you  know  you  are  dealing  with  twins,  or  if  you  find  two  points 
of  maximum  intensity  at  different  parts  of  the  abdomen,  although 
there  may  be  no  appreciable  difference  in  the  rates,  it  will  probably 
be  a  case  of  twins.  With  twins,  however,  you  do  not  always  hear 
both  hearts,  as  one  child  may  lie  directly  behind  the  other. 

Funic  Souffle. — On  listening  over  the  abdomen  you  will  occa* 
fflonally,  but  very  seldom,  hear  a  whizzing  sound,  synchronous  with 
the  foetal  heart-  It  is  caused  by  the  blood  rushing  through  the  cord, 
and  can  only  be  heard  when  the  cord  is  wound  round  the  child. 

Foetal  movements  can  usually  be  distinctly  heard  and  sometimes 
felt  through  the  stethoscope.  In  a  case  of  suspected  death  of  a 
fcetus,  I  was  able  to  assure  the  patient  that  the  foetus  was  still  alive, 
as  I  both  heard  and  felt  it  move,  although  I  could  not  make  out  any 
foetal  heart. 

SlagHOBls  of  FregHaJtCy.^ — ^During  the  early  months  this  is 
very  difficult.  The  following  conditions  will  point  eo  it  :  Amenorrha?a» 
morning  sickness,  frequent  micturition,  discomfort  in  the  breasts, 
increase  in  their  size,  the  presence  of  a  clear  fluid  in  them,  and  darken- 
ing of  the  areola  in  primtparse.  The  woman  may  be  able  to  indicate 
other  symptoms,  such  as  cravings  for  unusual  forms  of  food,  etc., 
which  she  has  experienced  in  former  pregnancies. 

On  making  an  examination,  in  some  cases  there  may  be  some  dis- 
tension of  the  abdomen,  but  in  many  it  will  be  flattened  for  the  first 
two  months.  The  vagina  will  be  dusky  in  colour,  the  cervix  soft  to 
the  touch,  and  the  uterus  wdl  be  felt  to  be  enlarged  and  slightly 
lower  in  the  pelvis  than  usual.  Distinct  pulsation  will  be  felt  in  the 
anterior  fornLx,  and  by  passing  a  finger  into  the  rectum  and  the  thumb 
into  the  vagina  and  grasping  the  lower  uterine  segment  it  will  be  found 
to  be  soft  (Hegar's  sign).  A  bimanual  examination  will  reveal  the 
size  of  the  uterus,  and  this  should  correspond  with  the  supposed  period 
of  gestation.  If  you  are  in  doubt  do  not  give  a  definite  opinion,  but 
wait  for  a  month  or  so,  when  you  will  probably  get  more  certain  indica- 
tions. 

From  the  fourth  month  onwards  you  will  be  able  to  test  ballotte- 
ment  and  to  hear  the  fcetal  heart.  By  the  sixth  month  some  of  the 
symptoms,  such  as  morning  sickness,  may  have  disappeared,  but 
others  will  have  become  plainer.  In  addition,  the  abdomen  will  have 
enlarged,  strife  will  be  beginning  to  form,  and  the  linea  nigra  to  show. 
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The  fundus  of  the  uterus  will  be  felt  about  the  umbilicus.  The  patient 
will  also  be  able  to  tell  you  if  she  feels  movements. 

On  palpating  the  abdomen  the  enlarged  uterus  will  easily  be  felt, 
and,  in  many  cases,  the  fa?tal  oiovemeuts.  Intermittent  contractions 
will  be  apparent,  and  through  the  abdominal  wall  you  wUl  be  able 
to  make  out  the  softening  of  the  lower  uterine  segment.  Ausculta- 
tion should  reveal  the  uterine  souffle,  and  if  the  child  is  alive  should 
enable  you  to  perceive  the  sound  of  its  heart.  By  a  vaginal  examina- 
tion you  will  notice  the  bluish  discoloration,  the  softening  of  the 
cervix  and  lower  uterine  segment,  the  enlargement  of  the  uterus,  and 
perhaps  you  may  feel  the  head  if  it  is  presenting.  Ballottement  will 
be  easily  got. 

At  the  sixth  month  a  definite  diagnosis  can  usually  be  made,  as 
you  can  then  hear  the  foetal  heart  and  feel  the  foetal  parts,  both  of 
whicli  indications  are  absolute. 

For  the  first  two  or  three  months  it  is  very  difficult  to  distinguish 
a  pregnant  from  a  subinvoluted  uterus.  With  subinvolution  the 
cervix  is  not  softened,  and  amenorrhoea  is  not  generally  present ;  but, 
on  the  other  hand,  you  may  have  menstruation  along  with  early 
pregnancy.  One  must  be  guided  a  good  deal  by  the  history.  It  is 
a  safe  rule  never  to  pas.s  a  sound  in  an  enlarged  uterus  where  there 
is  the  slightest  chance  of  pregnancy: 

In  an  extra-uterine  gestation  the  uterus  will  be  enlarged  and  softened, 
but  a  careful  bimanual  examination  should  reveal  the  gestation  sac 
lying  near  the  uterus  and  attached  to  it. 

The  diagnosis  between  a  tumour  and  pregnancy  is  not  always  easy, 
and  the  two  not  infrequently  co-exist.  With  an  ovarian  cyst  you  will 
get  no  intermittent  contractions,  no  fa*tal  parts,  no  foetal  heart-sounds, 
and  no  uterine  souflfle.  With  a  soft  fibroid  you  may  get  intermittent 
contractions  and  a  uterine  souffle,  but  no  foetal  parts  or  heart-sounds. 
With  a  hard  fibroid  there  will  be  no  contractions,  but  a  uterine  souffle, 
and  of  course  no  foetal  parts  or  heart-sounds.  With  fibroids  profuse 
menstruation  will  be  the  rule. 

Near  full  time  the  diagnosis  of  pregnancy  is  usually  easy.  The 
foetal  parts  should  be  easily  felt,  and,  if  the  child  is  alive,  the  heart 
should  be  easily  heard.  The  presenting  part  can  generally  be  easily 
felt  through  the  v^agina. 

Never  venture  an  opinion  without  making  a  thorough  examination, 
and  do  not  say  a  woman  is  pregnant  unless  you  are  absolutely  sure 
of  your  diagnosis. 

The  following  case  will  illustrate  this  :  A  single  young  woman  had 


Sl^fPTOMS  AND  SIGNS  OF  PREGNANCY 


15 


run  the  risk  of  conception,  and  although  menBtruation  continued,  she 
noticed  that  she  was  increasing  in  size.  After  some  months  of  terrible 
anxiety  she  consulted  a  doctor,  who,  without  examining  her,  said 
that  he  had  no  doubt  she  was  pregnant  and  nearing  lull  time.  She 
felt  so  distressed  that  she  contemplated  suicide,  but  her  sister  for- 
timately  reasoned  her  out  of  this.  All  preparations  were  made  for 
the  birth,  and  she  went  to  a  mirse^s  house  for  the  confinement.  When 
the  nurse  palpated  the  patient's  abdomen  she  could  make  nothing 
out,  so  asked  me  to  examine  her-  I  found  there  had  been  a  consider- 
able deposit  of  fat,  and  the  abdomen  was  certainly  distended,  but 
the  uterus  was  a  normal  size.  There  was  no  indication  of  pregnancy, 
and  I  could  hardly  convince  the  patient  that  there  was  nothing  wrong 
with  her. 

In  dealing  with  unmarried  women  one  must  be  exceedingly  careful. 
They  will  sometimes  try  their  uttermost  to  deceive  you.  often  to  the 
extent  of  absolutely  denying  having  had  connection.  In  one  case,  a 
girl,  who  had  not  menstruated  for  seven  months,  consulted  me  as  to 
her  condition.  She  had  all  the  signs  and  symptoms  of  pregnancy, 
and  as  I  distinctly  felt  foetal  movements,  and  heard  the  fcetal  heart, 
I  told  her  she  was  seven  months  pregnant.  I  w^as  indignantly  told 
this  was  quite  impossible.  Xext  day  her  mother  called  on  me,  furious 
that  I  had  dared  to  say  such  a  thing  about  her  daughter.  As  I  was 
absolutely  sure  of  my  diagnosis,  I  advised  her  to  wait  a  couple  of 
months,  and  then  to  come  and  discuss  the  matter  with  me.  About 
two  months  later  I  was  called  to  see  the  girl  one  night  by  the  indignant 
mother,  who  had  been  diligently  poulticing  the  daughter's  abdomen 
for  cramp  until  a  child  had  been  expelled,  rupturing  the  perineum  in 
its  exit.  The  girl  had  kept  up  the  farce  to  the  very  end,  and  com- 
pletely deceived  her  mother,  until  the  arrival  of  the  infant  made 
further  deception  impossible. 

Fsendocyesls  or  Spurloas  Pregnanoy.-'This  condition 
usually  occurs  in  hysterical  women  who  are  very  desirous  of  bearing 
children,  and  especially  in  women  near  the  menopause,  McTistruation, 
as  a  rule,  will  be  entirely  absent,  or  very  scanty  and  irregular.  The 
abdomen  and  breasts  enlarge,  and  the  patient  will  usually  complain 
of  all  the  ordinary  symptoms,  such  as  morning  sickness,  etc.,  and  will 
profess  to  have  quickened,  and  to  feel  the  movements  regularly.  In 
her  own  mind  she  will  be  tirnily  convinced  that  she  is  pregnant.  8he 
may  make  all  preparations  for  her  confinement,  and  have  her  nurse 
in  attendance.  In  some  cases,  a  spurious  labour  will  come  on,  and 
the  patient  will  profess  to  feel  the  ordinary  pains  of  labour,  but  the 
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result  will  he  even  less  than  that  of  the  proverbial  travailing  moun- 
tain. 

Many  of  these  cases  are  not  correctly  diagnosed  until  the  patient 
supposes  she  is  in  labour,  and  others  again  only  after  her  supposed , 
full  time  has  been  passed,  simply  because  no  examination  has  been 
made  by  the  medical  attendant.  When  a  woman  engages  you  to 
attend  her,  you  naturally  believe  her  statement  that  she  is  pregnant, 
and  you  do  not  examine  her  before  labour,  unless  there  is  some  reason 
for  doing  so.  When  a  case  has  gone  so  far  as  this*  the  denouement  is 
certainly  anything  but  pleasant  for  the  patient  and  friends,  and  they 
are,  unfortunately,  sometimes  inclined  to  blame  the  unoffending! 
medical  attendant. 

/>m^noA"i6'.— Place  no  dependence  upon  the  woman's  statements, 
but  make  a  very  careful  examination.  Percussion  of  the  abdomen 
wiU  give  a  tympanitic  sound  all  over.  Palpation  will  usually  be  very, 
unsatisfactory  unless  chloroform  is  administered,  as  the  recti  muscles 
by  their  rigidity  will  prevent  you  making  out  that  there  is  no  tumour 
present.  Auscultation  will  not  give  a  foetal  heart  or  a  uterine  souffle.  ■ 
Per  vaginam  it  will  be  felt  that  the  cervix  is  not  softened,  nor  the 
uterus  enlarged.  To  make  absolutely  sure,  give  the  patient  an  anaes- 
thetic, and  as  she  comes  under  its  influence  the  abdominal  tumour 
will  largely  disappear,  and  you  can  press  your  hand  down  until  van 
feel  the  spinal  column. 

1  have  seen  a  good  many  eases  of  this  condition.  The  first  one 
was  in  a  nurse  who  had  married  about  the  menopause.  She,  of  course, 
had  all  the  symptoms  by  heart.  It  was  very  difficult  to  convince 
her  that  her  expectations  were  doomed  to  be  disappointed.  Among  , 
hospital  cases  I  saw  one  woman  whom  I  had  delivered  two  years 
previously.  She  had  actually  deceived  herself  into  the  belief  that 
she  was  in  labour,  and  had  sent  for  assistance.  Two  students  saw 
her,  and  told  her  that  everything  as  right,  but  was  the  labour  was 
only  beginning  they  would  not  wait,  A  couple  of  days  later  I  wag 
asked  to  se**  her,  and  found  that  she  was  not  pregnant  at  all.  The 
most  recent  case  I  have  seen  was  in  a  widow  who  had  unfortunately 
been  having  intercourse.  'She  was  menstruating  regularly,  but 
assured  nie  that  she  felt  strong  movements.  She  declined  to  accept 
my  assurance  that  she  was  not  pregnant,  and  only  came  to  believe 
me  after  her  supposed  full  time  had  passed. 

The  Duration  of  Pregnancy.— In  the  human  female  preg- 
nancy lasts  on  an  average  2^0  days,  counting  from  the  first  day  of 
her  last  menstrual  period.     Impregnation  generally  occurs  shortly 
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after  the  cessation  of  menstruation,  but  this  is  not  invariably  the 
case.  If  it  should  occur  just  prior  to  the  first  suppressed  period,  your 
calculations  may  be  wrong  by  about  a  fortnight.  In  aome  women 
the  gestation  period  is  undoubtedly  longer  than  in  others.  While  we 
speak  of  pregnancy  lasting  for  nine  months,  it  really  lasts  ten  lunar 
months,  or  280  days — i.e.,  ten  menstrual  cycles,  as  menstruation 
usually  occurs  every  twenty-eight  days.  With  some  women  men- 
struation occurs  every  twenty-six  days,  and  ten  of  their  cycles  will 
give  260  days.  In  some  cases  this  will  be  found  to  work  out  all  right, 
but  not  in  all. 

To  find  the  approximate  date  of  confinement,  count  back  three 
months  from  the  first  day  of  the  last  menstruation,  and  add  on  seven 
days.  This  may  not  give  you  the  exact  date,  but  it  should  be  within 
a  few  days  of  it»  provided  impregnation  has  occurred  shortly  after 
menstruation  has  ceased. 

If  menstruation  has  been  in  abeyance  at  the  time  of  conception, 
you  must  then  judge  by  the  size  of  the  uterus  and  the  date  of  quicken- 
ing ;  but  this  latter  date  is  a  very  uncertain  one,  as  quickening  may 
be  felt  as  early  as  the  twelfth  week,  or  not  until  the  eighteenth  or 
twentieth,  or  even  later,  and  in  rare  cases  not  at  all. 

Gestation  is  occasionally,  but  very  seldom,  prolonged  for  more 
than  300  days  from  the  cessation  of  menstruation.  I  have  seen  a 
case  where  305  days  had  elapsed  from  the  cessation  of  menstruation 
until  the  patient  was  delivered.  The  os  in  this  case  was  completely 
occluded  (see  Case  L,  p.  215). 


CHAPTER  III 

COHPUCATIONS  OF  PREGNANCY 

Diseases  of  the  Alimentary  System — Inflammation  of  the  Gums — Ptyalism — 
Affections  of  the  Stomach — ^Pernicious  Vomiting — Constipation — Diarrhoea 
— Diseases  of  the  Liver — Gall  Stones — Appendicitis — HaBmorrhoids. 

Some  of  the  complications  met  with  are  due  to  the  pregnancy,  while 
others  are  quite  independent  of  the  condition.  In  the  latter,  the 
disease  may  be  adversely  influenced  by  the  pregnancy,  or  the  disease 
may  have  an  adverse  influence  on  the  pregnancy,  even  to  the  extent 
of  causing  a  premature  termination. 

I  shall  shortly  consider  the  more  important  complications,  taking 
them  up  as  far  as  possible  under  the  different  systems. 

Diseases  of  the  AUxnentary  System.— The  teeth  are  not 
infrequently  attacked  by  caries.  Toothache,  also,  sometimes  arises 
without  any  apparent  disease  of  the  teeth.  In  the  latter  condition 
the  pain  is  due  to  neuralgia,  and,  even  if  it  does  not  yield  to  nerve 
tonics,  will  probably  subside  in  the  later  months  of  pregnancy.  While 
it  is  not  advisable  to  have  any  prolonged  dental  operation  during 
pregnancy,  there  is  very  little  risk  in  having  bad  teeth  extracted  under 
anaesthesia.  Either  chloroform,  ether,  or  gas  should  be  administered 
to  prevent  shock. 

Inflammation  of  the  Onms  is  sometimes  seen.  The  gums 
become  spongy  and  bleed  easily.  This  may  be  associated  with  scurvy 
from  improper  feeding,  or  with  purpura  haemorrhagica,  as  in  Case  I., 
p.  42.  Troublesome  stomatitis  may  also  arise  and  cause  considerable 
disturbance  of  the  digestion. 

Treatment. — Give  astringent  antiseptic  mouth  washes,  and  proper 
diet. 

Ptyalism. — Profuse  salivation  is  a  very  rare  complication.  In 
many  thousand  cases  of  pregnancy  I  have  never  met  with  a  marked 
case.    I  have  only  once  seen  it,  and,  curiously  enough,  the  case  turned 
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out  to  be  one  of  pseudocyesis.  The  cause  of  the  condition  is  probably 
a  reflex  irritation  of  the  sympathetic  nervous  system,  but  beyond  that 
one  cannot  be  more  exact.  It  ia  liable  to  recur  in  subsequent  preg- 
nancies.  Astringents  and  belladonna  are  usually  given.  It  generally 
disappears  in  the  later  months  of  pregnancy* 

Affections  of  the  Stoma^ll,— The  stomach  is  usually  very 
irritable,  and  most  patients  suffer  more  or  less  from  some  form  of 
stomachic  trouble .  Different  forms  of  dyspepsia  are  common.  Hyper- 
acidity  with  heartburn  and  water-brash  is  often  complained  of,  but 
the  most  common  form  of  disturbance  is  vomiting,  or  what  is  usually 
called  morning  sickness.  It  may  only  be  nausea  with  or  without 
actual  vomiting,  or  vomiting  alone  without  any  great  nausea*  The 
patient  may  only  vomit  her  breakfast  and  retain  all  her  other  meals, 
or  she  may  reject  all  her  food*  The  condition  may  first  manifest 
itself  about  the  time  the  first  menstrual  period  is  suppressed,  but  in 
some  cases  it  begins  immediately  after  impregnation.  Patients  have 
occasionally  told  me  they  could  tell  when  they  had  had  fruitful  inter- 
course, as  they  felt  sickness  next  morning.  The  Bickness  usually 
ceases  about  the  time  life  is  first  felt,  but,  in  some  cases,  it  persists 
thjoughout  the  pregnancy,  while  in  others  it  only  occurs  during  the 
latter  half. 

The  ordinary  morning  sickness  may  be  looked  upon  as  physiological, 
as  it  has  no  bad  effect  beyond  discomfort ;  but  we  occasionally  meet 
with  a  case  of  incessant  or  pernicious  vomiting,  which  may  prove  to 
be  one  of  the  most  intractable  complications  of  pregnancy  with  which 
we  can  possibly  meet, 

TrealmetU, — In  ordinary  cases  treatment  consists  in  regulating  the 
bowels,  and  givuig  easily  digested  foods.  The  medicines  which  are 
most  useful  are  generally  alkalies  combined  with  sedatives.  My 
favourite  drugs  are  oxalate  of  cerium  (10  grains),  combined  with 
bismuth  subnitrate  (15  grains),  given  in  milk  about  a  quarter  of  an 
hour  before  food-  As  regards  food,  some  patients  have  cravings  for 
articles  of  diet  which  one  would  not  expect  to  be  retained  and  digested. 
I  have  known  a  woman  to  crave  for  gingerbread,  which  she  could 
retain  and  digest,  while  she  rejected  what  one  would  have  considered 
much  more  suitable  food.     The  craving  should  be  indulged  so  long 

p  as  the  article  is  a  suitable  one. 

Femlcious  TTomitlllg. — ^This  is  an  exceedingly  grave  complica- 

[tion  of  pregnancy.     If  it  caimot  be  relieved,  the  patient  will  become 

j  so  exhausted  that  she  may  die,  during  delivery,  or  very  shortly  after- 
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The  pathology  of  this  condition  is  not  clear.     Many  theories  have 
been  propounded,  but  the  etiology  of  the  condition  is  still  very  obscure. 
Reflex  irritation  from  distention  of  the  uterus  is  often  assigned  as  a 
cause,  and  on  this  account  thf  condition  is  said  to  be  moat  frequent  i 
in  elderly  pri  mi  parse  and  in  caaea  of  overdistention  from  hydramnioa.« 
or  a  multiple  pregnancy,     Graily  Hewitt  maintains  that  it  is  due  to 
a  displacement  of  the  uterus.     I  have  never  yet  seen  a  case  of  vomit- 
ing which  could  be  ascribed  to  displacement  of  the  uterus,  and,  of  the 
many  cases  of  displacement  of  the  pregnant  uterus  with  w^hich  I 
have  had  to  deal,  none  were  troubled  with  excessive  vomiting.     One 
of  the  most  recent  theories  ascribes  the  cause  to  absorption  of  the 
syncytium*  but  there  is  no  proof  of  this.     In  some  cases  there  is  a  J 
strong  neurotic  element  present,  and  chronic  gastritis  or  a  gastric' 
ulcer  will  predispose  to  an  attack.     Renal  insufficiency  is  sometimes 
present,  especially  in  cases  where  the  vomiting  begins  in  the  later 
months.     The  more  cayes  I  see,  the  more  firmly  am  I  convinced  that 
the  cause  is  a  toxic  one,  and  that  the  toxin,  whatever  it  is,  acts  through 
the  ner\^ous  system.     The  source  of  the  poison  seems  to  be  in  the 
uterine  contents,  and  when  the  uterus  is  completely  emptied  the 
vomiting  almost  invariably  ceases.    When  we  once  thoroughly  under* 
stand  the  tissue  metabolism  which  occurs  during  gestation,  the  etiology 
of  pernicious  vomiting  and  of  eclampsia  will  in  all  probability  be  made 
clear  to  us. 

It  is  not  uncommon  to  find  blood  in  fhe  vomit,  and  there  may  be 
so  much  as  to  amount  to  severe  hBematemesis,  as  in  Case  I. 

Case  I. — Mrs.  B,,  7 -para,  aged  twenty -six,  was  sent  into  hospital 
from  the  country,  as  a  case  of  pernicious  vomiting  of  pregnancy,  A 
few  days  before  admission  she  had  vomited  a  very  large  quantity  of 
coffee-ground  material.  The  usual  gastric  sedatives  had  been  tried 
without  any  benefit.  The  patient  was  about  seven  and  a  half  months 
pregnant. 

The  bowels  were  very  thoroughly  cleared  out  and  rectal  alimenta- 
tion adopted.  The  vomiting  never  recurred  after  her  admission. 
She  complained  of  some  pain  in  the  stomach,  but  beyond  that  she 
felt  well  enough,  except  that  she  was  very  weak. 

As  the  vomiting  had  ceased  I  did  not  induce  labour*  but  about 
twenty-eight  hours  after  admission,  without  any  warning,  she  ex- 
pelled the  contents  of  the  uterus  en  nmsse.  The  labour  was  painless 
until  the  mass  was  passing  the  vulva.  The  sac  was  at  once  ruptured, 
but  the  fcetus  showed  no  indicationB  of  life.  There  was  no  haemor- 
rhage. 
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She  was  able  to  retain  nourishment;  from  that  time  onwards,  but  in 
spite  of  that,  and  although  she  was  freely  stiimihited  with  brandy 
and  champagne,  she  gradually  sank,  and  died  on  the  third  day.  The 
temperature  remained  normaL 

The  post-mortem  examination  revealed  nothing  in  the  stomach, 
except  that  it  was  dilated,  and  had  one  or  two  small  ha>morrhagic 
points  under  the  mncQUS  membrane.  There  was  some  slight  erosion 
of  the  mucous  membrane  at  the  lower  end  of  the  a^sophagus.  Death 
seemed  to  have  resulted  from  asthenia.  There  was  no  indication  of 
sepsis. 

The  reault  in  this  case  was  very  disappointing.  There  seemed  every 
chance  of  her  recovering,  as  she  was  able  to  take  and  retain  large 
quantities  of  nourishment  after  the  labour  wsls  over.  The  severe 
hffimatemesis  and  the  pain  lu  the  stomat'h  led  me  to  expect  to  ftnd 
a  gaatric  ulcer,  but  there  was  none.  The  bleeding  may  have  come 
from  the  erosion  at  the  lower  end  of  the  oesophagus,  as  there  was  some 
varicosity  of  the  veins  there,  but  no  deiimte  lesion  could  be  found 
in  any  vessel.  The  painlessness  of  the  labour  was  a  remarkable 
feature. 

Case  II. — Mrs.  P.,  6-para,  aged  thirty,  was  sent  into  hospital  with 
a  history  of  persistent  vomiting  and  great  pain  in  the  stomach.  She 
was  about  seven  months  pregnant.  The  vomiting  had  been  very 
violent  during  the  first  three  months  of  the  pregnancy,  and  it  had 
then  ceased  for  about  two  months.  It  then  began  again,  and  had 
been  incessant  for  fourteen  days.  There  had  then  been  some  relief 
for  about  three  weeks,  but  during  the  last  three  she  had  suffered 
•greatly  from  severe  epigastric  pain  and  occasional  rigors.  There  had 
been  blood  in  the  vomit  lately,  and  she  had  passed  very  black  and 
tarrj'  motions.     There  was  a  fair  amount  of  albumin  in  her  urine. 

After  admission  the  vomiting  was  not  very  severe,  but  she  com- 
plained  very  much  of  epigastric  pain.  After  a  few  days,  as  the  case 
did  not  seem  to  warrant  any  obstetric  interference  at  that  time,  we 
transferred  her  to  the  Royal  Infirmary.  After  three  days  in  the 
Royal  Infirmary  vomiting  ceased  entirely,  and  she  was  well  enough 
to  go  home  in  a  fortnight.  The  albumin  had  disappeared  from  the 
urine. 

As  soon  as  she  went  back  to  ordinary  diet  at  home  the  vomiting 
recurred,  and  she  had  a  severe  attack  of  diarrhoea.  She  returned 
to  the  Royal  Infirmary  in  a  fortnight,  but  in  spite  of  treatment,  the 
vomiting  persisted,  so  they  sent  her  to  us  for  induction  of  labour  nine 
dajTB  later. 
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On  admission  the  patient  was  examined  by  the  resident,  who  tried 
to  introduce  his  finger  througli  the  os.  There  was  no  iDdication  of 
labour  coming  on.  When  I  saw  her  a  couple  of  hours  later,  I  found 
there  was  no  need  of  inducing  labour,  as  the  os  was  nearly  half  dilated. 
The  labour  ended  naturally  about  five  hours  later*  The  chdd,  a  female, 
was  alive,  and  weighed  seven  pounds,  so  h  must  have  been  nearly, 
if  not  quite,  at  full  time.  A  mixture  of  bismuth  and  morphia  was 
given,  and  the  vomiting  ceased  a  few  hours  after  delivery,  and  she 
was  able  to  take  a  fair  amount  of  nourishment  without  pain.  She 
made  a  good  recovery. 

The  melama,  blood  in  the  vomit,  and  severe  gastric  pain  led  me  to 
suppose  that  there  was  a  gastric  ulcer,  but  of  that  1  am  not  sure. 
The  commencement  of  labour  so  soon  after  the  examination  was 
probably  a  mere  coincidence,  as  I  think  she  was  at  full  time.  I  have 
more  than  once,  however,  had  labour  come  on  spontaneously  in  cases 
admitted  for  induction,  where  the  cause  has  evidently  been  excite- 
ment, and  that  may  have  been  the  case  here. 

Case  III. — Mrs.  D.,  4 -para,  aged  twenty-eight,  was  admitted  to  the 
Glasgow  Mateniity  Hospital  on  October  23,  11*02,  sufiering  from  per- 
nicious vomiting.  Dr.  Eraser  of  Kilsyth,  who  had  sent  the  patient 
in,  had  treated  her  for  some  weeks  with  the  usual  gastric  sedatives 
and  rectal  feeding,  but  %vithout  avail.  The  patient  stated  that  in 
her  first  two  pregnancies  she  had  experienced  no  inconvenience,  but 
during  her  third,  vomiting  had  begun  after  the  sixth  month  and  had 
lasted  till  the  end  of  the  pregnancy.  When  not  pregnant  she  had 
never  been  troubled  with  indigestion.  She  had  last  menstruated  in 
March,  so  that  she  was  about  seven  months  pregnant.  At  the  be- 
giiming  of  the  fourth  month  nausea  with  retching  had  set  in.  This 
was  most  marked  in  the  mornings  There  was  no  pyrosis,  and  the 
appetite  was  good.  Towards  the  end  of  the  fifth  month  the  sickness 
had  become  more  persistent  and  the  vomiting  excessive.  She  re- 
mained in  bed  under  treatment,  and  the  vomiting  improved  slightly 
for  a  short,  time,  but  soon  became  WTJrse.  The  appetite  was  fairly 
good,  and  she  had  a  craving  for  potatoes,  but  ever)^hing  she  took 
was  immediately  rejected.  There  were  never  any  streaks  of  blood 
or  coffee-ground  material  in  the  vomit. 

Cmidition  on  Admission. — The  patient  seemed  to  be  in  exlrernism 
She  was  emaciated  to  a  degree  ;  her  face  was  pinched  and  drawn,  and  \ 
her  extremities  cold.     The  temperature  was  1*5^  F.,  and  the  pulse  run- 
ning at  140,  intermittent,  and  thready  in  character.   Her  breath  had  a 
sourish  smell,  and  she  complained  of  thirst,  and  kept  asking  for  water. 
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As  Dr.  Fraser  had  already  tried  raedicinal  means,  including  rectal 
feeding,  I  decided  to  induce  labour  at  once»  although  there  seemed 
little  hope  of  saving  the  woman's  life*  She  was  at  once  given  jjV  grain 
of  strychnine  hypoderoiically,  1  pint  of  normal  saline  solution  under 
the  breast,  and  2  ounces  of  brandy  by  the  rectum.  A  vaginal  exami- 
nation revealed  that  the  os  was  quite  patent,  and  a  small  head  waa 
in  the  pelvis*  I  ruptured  the  membranes  as  the  quickest  way  of 
inducing  labour.  Sips  of  very  hot  water  were  given,  and  rectal 
enemata  every  few  hours*  About  two  hours  after  rupturing  the 
membranes  the  patient  began  to  complain  of  labour  pains  ;  the  pulse 
was  now  125,  and  the  temperature  still  dti"  F,  Three  hours  after  this 
a  dead  foetus  was  expelled  almost  painlessly ;  it  weighed  2 J  pounds, 
and  was  extremely  emaciated,  but  not  macerated.  There  was  no 
post-partum  haemorrhage*  The  temperature  was  now  97-2''  F.,  and 
the  pul«e  136,  intermittent,  and  almost  imperceptible  at  the  wrist. 
Strychnine  {.^  grain)  was  given  hypodermic  ally*  Three  hours  after 
delivery  the  patient  was  very  collapsed  ;  the  pulse  could  not  be  felt 
at  the  wrist,  and  the  extremities  were  cold.  Another  saline  injection 
(1  pint)  and  ^/u  grain  of  strychnine  were  given.  This  seemed  to  rally 
her  a  little.  As  the  rectal  enemata  were  not  being  retained  1  drachm 
of  ice-cold  peptonized  milk  and  sips  of  iced  champagne  were  given 
by  the  mouth* 

Next  day  the  patient  had  improved  slightly,  and  was  able  to  retain 
peptonized  milk  and  champagne  ;  but  she  excreted  no  urine*  The 
improvement  continued,  and  on  the  following  day  4  ounces  of  urine 
were  obtained  by  catheter*  It  was  very  concentrated  (specific  gravity, 
1030)  and  heavily  loaded  with  albumin.  Large  quantities  of  crystals 
of  oxalate  of  lime  were  found,  but  no  tube  casts*  The  recovery  was 
uninterrupted. 

On  admission  this  case  seemed  quite  hopeless,  and  I  did  not  feel 
justified  In  holding  out  any  hopes  to  the  friends,  but  fortunately  the 
gloomy  prognosis  waa  not  fulfilled. 

Case  IV. — Mrs.  G.,  1-para,  aged  thirty-eight,  was  seen  by  me  in 
consultation  with  Dr*  Robert  Dimsmuir,  in  Renfrew,  to  whom  I  am 
indebted  for  the  notes  of  the  case.  The  patient  had  been  married  on 
September  28,  and  had  last  menstruated  on  September  17.  Dr, 
Dunsmuir  first  saw  the  patient  on  November  30,  and  was  informed 
that  the  sickness  had  commenced  on  the  morning  of  October  24. 
At  first  it  only  occurred  in  the  morning,  and  she  -  was  fairly  well 
throughout  the  day,  and  fit  for  her  usual  household  duties. 
Two  days   previous   to   Dr.   Dunsmuir's   visit    the  vomiting    had 
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become  bo  incessant  that  the  patient  had  been  forced  to  keep 
her  bed. 

On  inspection  the  breasts  showed  a  slight  darkening  of  the  areola, 
with  traces  of  Montgomery's  tubercles.  The  patient's  diet  was  care- 
fully regulated,  and  an  alkaline  stomachic  mixture  administered. 
There  was  an  amelioration  of  her  symptoms  until  December  9,  when 
there  was  a  recrudescence  of  the  nausea  and  vomiting  to  such  an 
extent  that  the  stomach  rejected  everything.  Her  sleep  was  very 
broken,  and  disturbed  by  frightful  dreams.  Rectal  alimentation  was 
now  resorted  to,  and  nothing  given  by  the  mouth  except  a  little  iced 
water  to  relieve  the  intense  thirst.  A  morphia  suppository  was 
administered  each  night  to  insure  sleep.  The  patient^s  condition  did 
not  improve.  Whenever  she  raised  her  head  of!  the  pillow  she  retched 
violently.  There  was  considerable  bile  in  the  vomit.  The  tempera- 
ture now  began  to  rise  slightly  above  normal,  and  the  pulse  to  quicken. 
Her  face  became  drawn  and  pinched,  and  her  aspect  one  of  absolute 
exhaustion. 

I  saw  the  patient  with  Dr.  Dunsnmir  on  December  26.  She  had 
a  veiy  drawn,  pinched  expression,  her  pulse  was  very  weak,  and 
her  voice  feeble.  She  was  extremely  exhausted.  Whenever  she 
raised  her  head  retching  came  on.  She  was  in  an  extremely  nervous 
condition,  A  vaginal  examination  revealed  that  the  uterus  was 
enlarged  and  the  cervix  softened.  The  uterus  was  not  anteflexed, 
but  its  posterior  wall  seemed  to  bulge  somewhat  against  the  rectum. 

We  determined  to  again  try  rectal  alimentation  combined  with 
oxalate  of  cerium  and  bismuth  by  the  mouth,  but  there  was  no  im- 
provement ;  so  on  December  30  I  induced  abortion  by  passing  a 
sterilized  sound  and  rupturing  the  sac.  I  packed  the  cervix  and 
vagina  with  gauze.  On  the  following  day  I  dilated  the  cervix  slightly 
and  cleared  the  uterus  out  with  a  flushing  curette.  There  was  no 
more  vomiting-,  and  the  patient  made  a  slow  but  good  recovery. 

Case  V. — Mrs.  A.,  aged  thirty-two*  1-para,  was  admitted  to  the 
Hcspital  on  September  17.  1904,  complaining  of  incessant  vomiting 
of  a  fortnight*s  duration. 

Menstruation  had  ceased  on  July  20.  Prior  to  that  time  she 
had  always  been  quite  regular,  but  at  each  period  she  bad  had 
severe  pain»  beginning  two  days  before  and  lasting  until  the  flow 
was  free,  when  it  ceased.  Lately  she  had  suffered  from  pain  low 
down  in  the  left  side  of  the  pelvis,  and  there  had  been  disturbance 
of  micturition. 

A  fortnight  ago  sickness  had  commenced,  nausea  and  ordinary 
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morning  sickness  at  first,  but  for  the  last  week  the  vomiting  had  been 
inceaaant,  and  she  said  she  was  vomiting  the  whole  day  long,  and  so 
much  at  night  that  she  coxild  not  sleep.  She  had  never  noticed  any 
blood  in  the  vomit. 

The  patient  was  emaciated,  and  had  an  anxious  expression, 
a  foul  breath,  a  furred  tongue,  and  vomited  frequently,  more 
especially  when  she  got  sips  of  milk.  The  vomit  had  a  Irilious 
appearance,  but  there  was  no  blood  in  it.    Vaginal  examination  showed 

Eit  the  vulva  and  vagina  were  normal,  the  mucous  membrane  of  a 
^bluish  colour.  The  cen^ix  waa  soft,  and  was  pulled  somewhat  to  the  left 
aide,  and  pointed  towards  the  symphysis  pubis.  The  uterus  was  en* 
iTged  and  softened,  Hegar's  sign  present,  and  was  acutely  anteflexed, 
while  the  lower  posterior  portion  of  it  was  drawn  back  to  the  rectum 
by  the  somewhat  shortened  posterior  ligaments.  There  was  some 
tenderness  in  these  ligaments,  and  the  patient  said  she  had  some 
pain  at  stool.  The  right  ovary  was  palpable  high  up.  The  urine  w^as 
highly  coloured,  with  phosphatic  deposit,  and  crystals  of  urate  of 
immonium  ;  no  albumin,  sugar,  blood,  or  casts. 

Treatment, — The  patient*s  bowels  w^ere  well  \srashed  out  by  a  couple 
of  high  enemata.  As  even  little  sips  of  milk  were  rejected,  all  feeding 
by  the  mouth  was  stopped,  and  nutrient  rectal  enemata,  alternating 
with  meat  enulea,  were  given  every  four  hours.  Five-grain  doses  of 
oxalate  of  cerium  were  given  by  the  mouth  every  four  hours. 

September  21. — The  patient  has  only  vomited  about  three  times 
to-day,  and  has  improved  very  much.  Sips  of  iced  peptonized  milk 
were  given  by  the  mouth  in  addition  to  the  rectal  feeding.  She 
asionally  vomits  this  milk. 

She  continued  to  improve,  and  by  October  1,  a  fortnight  after 
admission,  feeding  by  the  mouth  was  commenced  cautiously,  and  as 
the  stomach  retained  the  food  the  enemata  were  stopped  in  a  few 
days.  By  the  time  she  left  the  hospital,  on  October  IT,  she  was  taking 
full  diet  well.  She  had  gained  considerably  in  weight,  and  had 
entirely  lost  the  anxious,  drawn  expression. 

In  this  case  there  certainly  was  a  displacement  of  the  uterus,  which 
would  favour  the  displacement  theory  of  causation,  but  if  that  were 
the  cause  the  patient  certainly  recovered  without  an^^hing  having 
been  done  to  replace  the  uterus.  If  there  had  been  no  immediate 
improvement  I  would  have  tried  the  effect  of  supporting  the  ante- 
flexed  uterine  body  by  means  of  an  elastic  bag  or  plugs,  but  the 
result  of  our  treatment  was  so  satisfactory  that  I  did  not  feel  called 
upon  to  do  this. 
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In  connection  with  diseases  of  the  blood,  a  case  of  pernicious  vomit- 
ing associated  with  purpura  hsemorrhagica  will  be  detailed  (see  p.  42). 

Treatment  of  Pernieious  Vomiting.— -Th^  patient  should  be  kept 
quiet  in  bed,  and  her  bowels  should  be  cleared  out.  If  food  is  given 
by  the  mouth  it  should  be  peptonized,  and  if  this  is  rejected*  feeding 
by  the  month  should  be  entirely  suspended,  and  recourse  had  to 
rectal  alimentation.  Nutrient  enemata  of  4  ounces  of  peptonized 
milk,  beef-tea»  and  liquid  peptonoids^  etc,,  can  be  given  three  times 
daily,  or  even  oftener.  The  rectum  should  be  washed  out  with  simple 
warm  water  once  or  twice  daily  to  allay  irritation.  Nutrient  milk  or 
meat  suppositories  may  be  used  alternately  with  the  enemata.  If 
the  patient  has  much  thirst,  a  pint  of  normal  saline  solution  should 
be  injected  high  up  into  the  bowel  once  a  day.  If  there  is  renal 
insufficiency,  I  would  give  saline  injections  subcutaneously.  For  a 
week  or  ten  days  the  patient  should  have  no  food  by  the  mouth  ; 
sips  of  hot  water  may  be  allowed  her,  but  the  less  she  takes  into  her 
stomach  the  better.  When  this  time  has  elapsed  she  may  be  allowed 
peptonized  food  by  the  mouth. 

As  regards  drugs  which  have  been  recommended,  their  name  is 
legion.  The  most  useful  ones  are  bismuth,  oxalate  of  cerium,  chloral, 
and  the  bromides.  The  bromides  and  chloral  may  be  given  by  the 
rectum.  Small  doses  of  morphia  given  hypodermic  ally  are  sometimes 
useful,  but  at  other  times  only  increase  the  sickness.  Stimulants  are 
often  required,  and  they  can  be  given  by  the  rectum.  Small  chips  of 
ice  soaked  in  brandy  are  sometimes  useful.  The  best  stimulant, 
however,  is  strychnine,  given  hypodermically. 

Obstetrical  Trealment, — In  all  cases  of  persistent  vomiting  a  thorough 
examination  should  be  made  per  vaginam  before  the  patient  has  be- 
come exhausted.  If  a  displacement  of  the  uterus  is  found,  it  should 
be  corrected.  If  there  is  any  disease  of  the  cervix,  or  old  inflammatory 
condition,  this  should  be  treated  at  once.  Painting  the  cervix  with 
cocaine,  and  dilating  it  with  the  finger,  occasionally  does  good,  prob- 
ably by  acting  through  the  nervous  system.  In  fact,  in  some  cases 
where  there  is  a  strong  hysterical  tendency,  the  visit  of  a  consultant 
often  does  good,  if  he  can  impress  upon  the  mind  of  his  patient  that 
the  remedies  he  is  ordering  will  be  sure  to  relieve  her.  I  have  seen 
this  prove  effectual  in  a  hysterical  case.  If  ordinary  means  fail, 
induction  of  an  abortion,  or  premature  labour,  must  be  resorted  to. 
This,  unfortunately,  often  proves  fatal,  because  the  emptying  of  the 
utenis  is,  as  a  rule,  only  resorted  to  when  the  patient  is  too  much 
weakened  to  stand  the  strain.     It  is  very  difficult  to  say  when  one 
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should  resort  to  operation,  but  I  am  firmly  convinced  that  the  ten- 
dencj  is  to  delay  the  operation  too  long.  I  think  that,  if,  after  a 
week  or  ten  days  of  rectal  alimentation,  the  stomach  will  not  retain 
.iood,  one  is  justified  in  emptying  the  uterus.  I  have  more  than 
^nce  found  the  vomiting  cease  as  soon  as  the  boogie  was  introduced 
into  the  uterus.  The  greatest  care  must  be  taken  to  stimulate 
the  patient  freely  during  the  induction,  and  for  some  time  after  it, 
to  counteract  shock,  which  may  prove  fatal  in  such  an  enfeebled  con- 
stitution. 

Constipation. — Women  are  unfortunately  very  prone  to  con- 
stipation, and  in  pregnancy  it  is  very  common.  It  is  often  accom- 
panied with  haemorrhoids.  Patients  should  be  warned  to  keep  their 
boweb  free  by  regulating  their  diet,  and,  if  necessary,  taking  an 
aperient  regularly.  If  they  do  not  pay  attention  to  this,  the  waste 
products  of  tissue  metabolism  will  accumulate  in  the  system,  and 
the  kidneys,  in  their  endeavours  to  rid  the  system  of  these  waste 
products,  may  have  a  greater  strain  thrown  on  them  than  they  can 
bear.  The  result  will  be  that  albumin  appears  in  the  urine,  and  the 
excretion  lessens,  until  finally,  if  relief  is  not  obtained,  the  nerve 
centres  are  poisoned  and  eclampsia  results.  The  liver,  too,  is  involved, 
but  the  role  it  plays  1  am  not  prepared  to  state.  I  firmly  believe  that 
if  the  organs  of  excretion  are  kept  up  to  the  mark  there  will  be  no  fear 
of  eclampsia. 

TrexilnieM.^As  a  rule,  active  purges  are  not  necessary,  unless  there 
is  a  threatening  of  eclampsia.  In  ordinary  eases,  a  tumblerful  of  hot 
water,  with  or  without  a  small  amount  of  saline,  the  first  thing  in  the 
morning,  is  sometimes  sufficient  to  cause  an  evacuation  of  the  bowels^ 
and  it  also  helps  to  flush  the  kidneys.  Cascara  sagrada  alone,  or  cora- 
bmed  with  strychnine,  belladomia  and  aloin,  is  a  very  good  remedy 
for  constant  use, 

SiarrhCBa. — Diarrhoea  is  not  so  frequently  met  with  as  constipa- 
tion.    It  may  be  caused  by  pressure  irritating  the  boweh 

Trejatment, — The  ordinary  astringent  medicines  will  usually  check 
it,  but,  if  it  is  nervous  in  origin,  nerve  tonics  may  be  required.  If 
there  is  feverishness  accompanying  it,  one  must  not  forget  that  it 
may  possibly  be  caused  by  enteric  fever. 

Diseases  of  the  Uver.— Catarrhal  jaundice  is  oecaaionally 
aeen.  The  patient  may  have  been  subject  to  attacks  before  she 
became  pregnant.  Premature  labour  may  come  on.  Regulating  the 
diet  and  giving  the  patient  a  few  doses  of  calomel,  followed  by  a  saline 
draught,  will  quickly  correct  the  condition. 
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Case. — ^Mrs.  D,,  aged  twenty-six,  3-pam,  eight  months  pregnant, 
was  admitted  to  the  hospital  in  labour,  and  sufiering  from  marked 
jaundice. 

Her  other  two  pregnancies  had  been  normal.  Three  days  before 
adniiaaion  the  patient  had  had  an  attack  of  severe  vomiting,  accom- 
panied by  marked  nausea.  Previous  to  this  she  had  been  very 
constipated.  The  jaundice  had  come  on  with  the  sickness.  She  had 
had  some  pain  of  a  shooting  character,  simulating  biliary  colic, 
but  it  had  been  very  slight. 

The  patient  was  markedly  Jaundiced  all  over  the  body.  The 
sclerotica  were  deeply  tinged.  The  liver  dulness  was  normal.  There 
was  no  sign  of  a  distended  gall-bladder,  nor  was  there  any  tender* 
ness  over  the  hepatic  area. 

The  faeces  were  very  white  and  foul-smelling,  but  on  examining  them 
carefully  no  stone  could  be  found.  The  urine  was  of  a  dark-greenish 
colour,  and  contained  large  quantities  of  bile,  but  no  leucin  or  tyrosin. 
Otherwise  the  patient  was  healthy. 

The  labour  was  very  quickly  over.  The  child,  a  female,  was 
alive,  and  weighed  4j  pounds.  There  was  no  bile  in  its  urine.  It 
was  kept  in  the  incubator,  and  although  it  lost  weight  at  first,  it  did 
well  for  a  time,  but  died  when  5  months  old. 

After  the  birth  of  the  child  the  jaundice  began  to  lessen,  and  by 
the  seventh  day  it  had  disappeared.  The  puerperium  was  uneventful. 
Calomel  and  salines  were  administered  a  few  times. 

A  very  much  more  serious  condition,  however,  occasionally  arises 
— viz.,  acute  yellow  atropby  of  the  liver.  This  condition  is 
not  peculiar  to  pregnancy,  but  a  large  proportion  of  the  recorded 
cases  have  been  in  pregnant  women.  The  liver  substance  becomes 
acutely  degenerated  and  practically  destroyed.  In  many  oases  it 
shrinks  to  about  half  its  size*  and  may  only  be  about  half  the  ordinary 
weight.  The  jaundice  is  intense,  and  the  urine  contains  leucin  and 
tyrosin.  The  cause  of  the  condition  must  be  an  acute  poisoning*  In 
several  of  my  cases  of  eclampsia  I  have  found  a  condition  in  the  liver 
which  closely  resembled  the  early  stage  of  acute  atrophy. 

The  prognosis  of  such  a  case  is  hopeless. 

Treatment, — Stimulate  the  patient  freely  and  give  purges.  Saline 
transfusion  might  be  of  some  use. 

OaU-Stones. — I  have  never  yet  met  with  a  case  of  gall-stones 
during  pregnancy,  but  they  must  occasionally  occur. 

Treatment. — If  opiates  fail  to  relieve  the  suffering  surgical  inter- 
ference will  be  called  for.     The  operation  may  cause  an  abortion  of 
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premature  labour,  but  the  chances  are  that  it  will  not  affect  the 
pregnancy. 

Appondidtis. — This  condition  occasionally  arises  during  preg- 
nancy. If  there  is  any  indication  of  suppuration,  an  operation  should 
be  done  at  once. 

HSBinorrliOlds. — These  are  very  common  in  pregnancy,  and  are 
sometimes  very  painful.  The  pressure  from  the  uterus  aggravates 
the  condition.  Palliative  treatment,  with  sedative  ointments  and 
suppositories,  and  keeping  the  bowels  free,  is  all  that  one  can  do,  as 
an  operation  is  not  advisable.  They  usually  improve  rapidly  after 
delivery. 


CHAPTER  IV 

COMPLICATIONS  OF  FREQl^ANCY—Coiftn, 

Affections  of  the  KidneyH — Nephritic — Anomalies  of  the  I'rine  in  Pregnancy — 
Polyuria  —  Glycosuria  ^  Diabetes  MelJituH  —  Ha»maturia  —  Acetonuria  — 
Peptonuria— Pyuria— Leucin  ami  Tyi'a« in— Renal  CalculnH — Renal  Tumours 
— Floating  Kjclney —  Cystic  Disease  —  Hydronephrosis  —  Pyonejihrosis — 
Bladder  Complications — Ineontinenee  and  Retention  of  Urine— -Vesico- 
vaginftl  Fistula — Vesical  Calculi — CyHtitis. 


Affections  op  the  Kidneys. 

In  pregnantly  the  kidneys  are  often  affected,  giving  rise  to  what  is 
known  as  the  kidneif  of  pregnancy.  The  condition  can  hardly  be 
looked  upon  as  one  of  acute  or  chronic  iriftamniation.  The  kidney 
substance  may  be  slightly  enlarged  and  somewhat  anmmic,  with 
some  fatty  infiltration  of  the  epithelial  cells.  Albumin  is  found  in 
the  urine,  and  often  tatty  and  hyaline  easts.  There  may  be  con- 
siderable dropsy.  Renal  insufficiency  may  supervene,  and  in  such 
a  case  there  is  great  risk  of  eclampsia  if  free  excretion  is  not  quickly 
re-established.  The  kidney  condition  clears  up  very  quickly  after 
delivery. 

Nephritis. — Acute  or  chronic  nephritis  may  be  present  during 
pregnancy.  You  have  the  usual  indications.  The  condition  will  not 
clear  up  immediately  after  delivery.  The  albumin  may  lessen,  but 
at  least  a  trace  of  it  will  remain  for  a  considerable  time.  Premature 
expulsion  of  the  uterine  contents  is  liable  to  occur,  with  or  without 
convulsions.  It  is  very  difficult  to  distinguish  the  kidney  of  preg- 
nancy from  nephritis.  In  the  latter,  the  history  of  the  patient  previous 
to  impregnation  may  give  you  the  clue,  and  if  the  albumin  does  not 
clear  up  within  a  very  few  days  after  delivery,  you  may  definitely 
decide  that  the  case  is  one  of  nephritis. 

The  following  two  cases  may  be  taken  as  typical  of  the  kidney  of 
pregnancy  : 
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S£  I. — Mrs.  C,  l-para»  aged  thirty-seven,  was  seen  by  me  when 
seven  and  a  half  months  pregnant,  as  she  complained  of  headache 
which  had  been  persistent  for  a  day  or  two,  I  found  iiedema  of  the 
legs,  body,  and  face,  and  the  urine,  on  boiling,  became  solid  with 
albumin.  I  at  once  ordered  her  to  bed,  gave  her  a  large  dose  of  salts, 
and  put  her  on  milk  diet,  with  imperial  drink  and  a  diuretic  mixture 
of  acetate  and  citrate  of  potash.  In  a  few  days  the  albumin  lessened 
very  markedly,  and  very  free  excretion  was  established.  She  continued 
the  diuretic  and  milk  diet,  and  took  a  saline  purge  every  morning, 
until  labour  came  on.  Once  or  twice  I  discovered  a  considerable 
amount  of  albumin  in  the  urine,  after  she  had  surreptitiously  indulged 
in  meat  diet.  The  labour  was  uneventful,  and  the  albumin  quickly 
disappeared  from  the  urine. 

I  was  very  apprehensive  that  this  patient  would  take  fits  before 
there  was  time  to  establish  free  diuresis,  but  she  fortunately  escaped. 
I  doubt  the  possibility  of  this,  had  treatment  been  delayed  a  day  or 
two. 

This  patient  has  passed  through  a  second  pregnancy  without  any 
albumin  appearing  in  her  urine. 

Case  IT. — A  primipara,  single,  aged  twenty-four,  eight  months 
pregnant,  complained  of  vertigo,  transient  loss  of  vision,  and  head- 
ache. There  was  marked  a?dema  of  the  legs  and  face.  The  urine 
was  found  to  be  heavily  loaded  with  albumin.  She  was  put  upon  a 
diuretic  mixture,  and  ordered  to  take  milk  diet  and  a  saline  purge 
each  morning.  As  she  was  living  in  a  "'  Home  "  she  was  not  admitted 
to  the  hospital,  but  came  back  when  labour  had  commenced.  She 
disregarded  the  instructions  which  had  been  given  her,  and  when  she 
returned  in  labour  all  her  symptoms  were  found  to  be  aggravated. 
Two  pints  of  saline  (1  drachm  each  of  acetate  and  chloride  of  sodium 
to  the  pint)  were  infused  under  the  breast,  and  she  was  put  on  a 
diuretic  after  delivery.  The  labour  ended  naturally.  The  albumin 
disappeared  from  the  urine  a  few  days  after  delivery.  It  was  a  wonder 
that  she  did  not  take  fits  during  labour. 

The  treatment  of  albuminuria,  whether  it  be  due  to  the  kidney  of 
pregnancy  or  to  nephritis,  is  the  same^viz..  free  purgation,  the 
administration  of  diuretics,  and  a  strict  milk  diet.  In  cases  of  nephritis, 
where  the  condition  is  known  to  be  present  before  impregnation,  an 
abortion  or  premature  labour  may  have  to  be  induced.  In  such  cases 
one  should  not  wait  too  long,  hut  should  empty  the  uterus  before  any 
urgent  indications  arise. 
The  subject  will  be  dealt  with  more  fully  when  treating  of  eclampsia. 
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Anomalies  op  the  Urine  in  Pregnancy. 

Polyuria  is  occasionally  seeii»  and  it  may  reach  an  astonishing 
degree.  It  ia  practically  a  condition  of  diabetes  insipidus.  The 
specific  gravity  of  the  urine  is  very  low,  but  there  is  neither  albumin 
nor  sugar  present.  The  patient  experiences  great  thirst  After 
delivery  the  condition  is  relieved. 

Treatment.— IStXcei^t  for  the  thirst  the  patient  does  not  suffer,  so 
no  treatment  is  required.  It  would  probably  be  unwise  to  attempt 
to  diminish  the  excretion. 

CHycOSUrla.^ — Sugar  is  sometimes  found  in  the  urine »  Some 
observers  say  that  it  is  present  in  50  per  cent,  of  the  cases  of  pregnancy, 
but  this  is  an  absurd  exaggeration.  During  lactation,  sugar,  in  the 
form  of  lactose,  is  constantly  found  in  the  urine.  This  comes  from 
absorption  from  the  breasts,  but  it  is  of  no  consequence. 

True  Biabetes  MeUitus  may  arise  during  pregnancy  and 
disappear  after  delivery,  but  it  may  exist  before  impregnation.  Its 
symptonis  are  liable  to  be  aggravated  by  the  pregnancy. 

Prognosis. — It  is  a  serious  condition  for  both  mother  and  foetus. 
In  a  large  number  of  cases  the  foetus  dies,  and  the  woman  frequently 
dies  shortly  after  delivery. 

Treaiment- — The  treatment  should  be  the  same  as  in  a  non-pregnant 
case.  ^ 

SSBmaturla. — Blood  in  the  urine  may  come  from  the  bladder 
or  the  kidneys.  From  the  bladder  it  may  be  due  to  acute  cystitis,  a 
vesical  tumour,  a  stone,  or  vesical  hEemorrhoids.  In  cases  of  eclampsia 
it  is  very  frequently  seen,  and  it  does  not  necessarily  mean  that  there 
is  acute  nephritis,  as  both  the  blood  and  albumin  disappear  from  the 
urine  vefy  shortly  after  delivery. 

Treatment. — If  it  is  from  the  bladder,  the  cause  must  be  removed. 
If  it  is  from  the  kidneys,  the  treatment  is  the  same  as  for  eclampsia. 

AC6toinirla.— Acetone  wilt  be  found  in  the  urine  when  the 
foetus  is  dead  and  macerated.  It  is  a  product  of  maceration.  It  dis- 
appears quickly  after  delivery. 

PdptOlinrla.— This  is  sometimes  found  during  pregnancy,  but 
more  commonly  during  the  puerperium.  In  the  latter  condition  it 
is  a  product  of  involution  of  the  uterus. 

Neither  of  these  conditions  requires  any  special  treatment. 

Pyuria, — Pus  may  arise  from  the  bladder  or  the  kidneys.  This 
subject  will  be  further  dealt  with  when  treating  of  cystitis  and  pyo- 
nephrosis. 
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Lencin  and  T3rrosi2l  have  already  been  mentioned  as  occurring 
in  eonnection  vritli  acute  yellow  atrophy  of  the  liver. 

Renal  Calcnlns.— During  pregnancy  the  presence  of  a  renal 

calculus  may  ^nve  rise  to  a  considerable  amount  of  suffering,  and  one 
may  very  easily  he  puzzled  to  account  for  the  severe  pain.  When 
severe  abdominal  pain  occurs  during  pregnancy,  we  naturally  look 
for  the  source  of  the  ]>ain  in  the  uterus,  but  it  must  not  be  forgotten 
that  it  may  be  in  another  organ  altogether.  The  following  case  will 
illustrate  this  : 

Case  I. — A  priinipara,  when  about  six  months  pregnant,  was  seized 
with  paroxysmal  pains  in  the  right  side  of  the  abdomen.  She  was  of 
a  highly  nervous,  hysterical  nature,  and  it  was  difficult  to  decide 
whether  or  not  the  pain  was  as  excessive  as  she  made  out-  8he  had 
never  had  attacks  before.  An  examination  revealed  that  the  uterus 
was  quiescent.  The  pulse  and  temperature  were  normal.  The  bowels 
were  all  right,  and  the  urine  had  no  blood  in  it.  Large  doses  of  morphia 
relieved  the  pain.  She  had  one  or  two  more  seizures,  but  went  to  full 
time.  Some  time  after  deb  very  she  brought  me  a  phosphatic  calculus 
which  she  had  passed,  and  the  mystery  of  the  attacks  of  pain  was 
solved.  I  must  confess  that  I  had  not  thought  of  a  renal  calculus 
at  the  time,  as  the  urine  seemed  normaL  At  her  next  pregnancy 
the  same  thing  occurred,  and  I  of  course  knew  what  was  wrong,  and 
told  her  to  be  on  the  watch.  She  again  passed  a  calculus  some  time 
after  delivery. 

Case  II. ^ J  Renal  t^af cuius  with  Pyo-nephrosis, — About  the  sixth 
month  of  her  fifth  pregnancy  a  patient  was  seized  with  severe  pain  in 
her  right  side.  When  I  saw  her  she  was  having  a  very  violent  rigor. 
Her  temperature  was  105'  F..  and  her  pulse  very  rapid.  Her  urine 
showed  a  considerable  amount  of  pus.  As  I  had  recently  seen  the 
case  of  renal  calculus  just  narrated,  I  at  once  thought  this  might  be 
a  similar  one,  accompanied  by  suppuration.  The  following  history 
was  obtained  :  In  her  early  childhood  she  had  passed  blood  in  her 
urine  for  some  time,  off  and  on,  until  she  was  nine  years  old  :  after 
that  she  had  had  repeated  attacks  of  gravel,  and  was  twice  in  the 
Royal  Infirmary  at  the  ages  of  thirteen  and  seventeen  for  treatment. 
When  pregnant  with  her  second  child  she  had  been  seized  about  mid- 
term with  very  violent  pain  in  the  right  side.  Some  time  after  de- 
livery she  had  passed  a  "  bramble  ''  stone  about  the  size  of  a  bean. 
She  described  it  as  covered  with  spines.  During  her  third  and  fourth 
pregnancies  she  had  had  similar  attacks  of  pain,  but  had  not  passed 
any  more  stones.     I  attended  her  at  her  fourth  confinement,  but 

3 


34 


CLIMCAL  OBSTETRICS 


was  not  told  anything  about  the  painful  attac^k.  The  labour  was  very 
quick,  although  the  child  weighed  11  pounds.  From  this  history  I 
concluded  that  she  had  a  calculus,  and  that  suppuration  was  taking 
place.  Palpation  of  the  kidney  was  impossible  on  account  of  the 
pregnancy.  Pressure  over  it  caused  great  pain.  After  the  rigor 
passed  off  the  acute  pain  lessened.  I  gave  her  quinine  and  Dover's 
powder,  and  the  temperature  soon  fell,  A  few"  weeks  later  she  had 
another  attack  of  pain,  but  no  rigor.  She  went  to  full  time,  and  gave^ 
birth  to  another  11 -pound  child  after  a  very  quick  labour.  The 
kidney  could  now  be  easily  palpated  through  the  relaxed  abdominal 
wall.  It  was  very  much  enlarged,  and  seemed  fluctuant  to  the  feel. 
A  few  hours  after  labour  the  patient  had  a  severe  rigor,  and  the 
temperature  rose  to  103°  F.  She  w^as  again  put  on  quinine  and 
Dover's  powder.  She  had  a  second  rigor  a  few  hours  later.  The 
temperature  fell  to  normal  on  the  third  day  of  the  puerperium,  but 
on  the  fourth  day  it  rose  to  103'^  F.,  and  she  had  a  violent  rigor.  Her 
pulse  was  so  weak  that  I  gave  her  i^^  grain  of  strychnine  hyj:»odermi- 
cally*  There  was  no  infection  of  the  uterus,  and  the  urine  had  not 
shown  any  amount  of  pus.  I  now^  determined  to  drain  the  kidney. 
1  had  purposely  delayed  this  until  the  early  days  of  the  puerperium 
should  be  over.  To  delay  longer  seemed  likely  to  end  in  disaster. 
On  the  morning  of  the  fifth  day  Dr.  Dalziel  saw  the  patient  with  me, 
and  confirmed  my  diagnosis.  Her  temperature  was  again  normal. 
I  passed  a  catheter  and  emptied  the  bladder  of  about  a  pint  of  pus.  ■ 
I  could  not  feel  any  calculus  in  the  bladder.  We  concluded  that 
either  the  manipulatiori.s  or  the  rigor  had  dislodged  the  calculus  from 
the  opening  of  the  ureter,  or  else  that  the  falrulua  had  passed  down. 
At  all  events,  the  abscess  had  partially  emptied  itself,  so  we  decided 
to  delay  operating  on  the  kidney  until  she  had  regained  strength. 
From  that  time  onwards  she  improved  steadily.  The  pus  very  soon 
disappeared  from  the  urine,  and  the  kidney  swelling  lessened.  Two 
months  later  I  was  anxious  to  have  the  kidney  explored,  but,  as  she 
felt  quite  well,  she  declined  the  operation.  The  calculus  was  never 
seen,  and  it  may  still  be  in  the  kidney,  lying  quiescent  until  she  again 
becomes  pregnant. 

An  exploration  of  this  kidney  would  have  definitely  settled  the 
question,  hut  I  think  there  can  be  little  doubt  that  the  diagnosis  was 
correct. 

This  patient  has  passed  through  a  sixth  pregnancy  without  any 
renal  pain. 

The  presence  of  renal  calculi  is  said  to  predispose  to  abortion^  but 
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this  has  not  been  the  case  in  any  one  of  the  six  pregnancies  of  these 
two  cases. 

Trpfttnwfit. — If  the  pain  is  not  too  severe,  and  the  attacks  are  not 
frequent,  you  may  temporize  by  giving  morphia.  If  pus  is  present  I 
think  an  operation  should  be  done.  In  Case  IL  I  think  I  erred  in 
not  insisting  on  this,  but  the  patient  was  averse  to  it  until  after  de- 
livery.  Unless  there  is  urgency,  the  operation  should  be  delayed 
until  at  least  the  second  week  of  the  puerperium. 

Renal  Tumoiirs  are  exceedingly  rare,  but  when  they  do  occur 
they  iiHist  be  treated  surgically,  if  necessary ♦  irrespective  of  the  preg- 
nancy. 

Floating  Kidney.— The  right  kidney  seems  to  be  the  one 
most  frequently  affected-  It  will  not  give  rise  to  any  trouble  unless 
torsion  occurs,  or  pressure  upon  it  causes  renal  insufficiency.  In  rare 
cases  the  kidney  has  been  found  congenitally  displaced,  so  that  it 
lay  at  the  brim  of  the  pelvis.  In  such  a  case  it  would  obstruct  labour. 
In  the  curious  cases  of  horseshoe  kidney,  or  the  union  of  the  two 
kidneys*  it  has  been  found  at  the  brim  of  the  pelvis,  and  in  such  a 
ca.ne  it  would  prove  a  very  serious  obstruction  to  labour. 

Cystic  Disease  of  the  kidneys  is  sometimes  found.  If 
this  is  very  marked,  fatal  eclampsia  is  likely  to  occur,  if  there 
is  not  sufficient  renal  substance  left  to  carry  on  the  work  of 
excretion, 

HydrO-neplirosis.— This  condition  may  occur  from  pressure 
of  a  displaced  uterus  on  the  ureter.  It  might  also  occur  if  a  renal 
calculus  were  to  block  the  ureter.  The  uterus  should  be  replaced  to 
relieve  the  pressure. 

Pyo-neplirosis  has  already  been  referred  to  in  Case  II. ,  p.  :i:i. 
This  condition  was  also  present  in  the  case  of  purpura  hfemorrhagica. 
p.  42.  An  abscess  behind  the  kidney,  but  not  involving  its  substance, 
is  also  recorded  on  p.  433. 

An  abscess  in  the  kidney  or  behind  it  should  be  treated  in  the 
ordinary  way — by  incision  and  <lrainage. 

Bladder  Complications,— Irritability  of  the  bladder  18  very 
common,  especially  in  the  earlier  and  later  months  of  pregnancy. 
Micturition  is  very  frec|uent,  and  causes  considerable  annoyance. 
Very  nervous  women  are  specially  liable  to  it.  It  is  caused  by  pres- 
sure upon  the  bladder. 

TretdtmfU. — As  a  role  no  treatment  is  necessary,  but  nerve  seda* 
tives,  such  as  bromide  and  belladonna,  or  hyoscyamus,  may  be  given 
if  required. 
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Incontineiice  and  Bietention  of  Urine.— True  inconti- 
nence is  occasionally  seen  during  pregnancy,  but  in  the  vast  majority 
of  cases  where  there  is  a  constant  dribbling  of  urine,  it  is  not  due  to 
incontinence,  but  to  the  very  opposite  conditu>n^viz,,  reierUion. 
The  supi>o8ed  incontinence  is  merely  an  overflow  from  an  overdia- 
tended  bladder.  This  condition  arises  in  the  third  and  fourth  months 
of  preguaui'y,  and  is  caused  by  a  backward  displacement  of  the  uterus. 
A  retro-displaced  pregnant  uterus  will  not  at  first  cause  retention  of 
urine,  but  during  the  third  month  it  will  have  increased  in  size,  syffi- 
ciently  to  press  the  cervix  against  the  neck  of  the  bladder,  and  prevent 
the  emptying  of  that  organ.  The  bladder  will  soon  become  distended, 
and,  if  an  overflow  does  not  begin,  rupture  will  inevitably  occur. 
This  has  happened  ;  but  fortunately,  in  the  great  majority  of  cases, 
dribbling  of  urine  begins  and  the  bladder  is  saved.  When  the  constant 
dribbling  begins  the  patient  naturally  supposes  that  she  is  passing 
plenty  of  urine,  and  will  be  sure  to  make  that  assertion.  A  careless 
attendant  may  be  misled  on  bearing  such  a  statement,  and  imagine 
the  ease  is  one  of  incontinence.  It  is  really  surprising  how  often  this 
mistake  is  made.  In  every  case  of  dribbling  of  urine,  especially  in 
the  early  months  of  pregnancy,  it  should  be  constantly  borne  in 
niind  that  it  is  far  niore  likelv  to  be  a  case  of  retention  than  of  incon- 
tinence. 

Diagnosis. — ^If  it  is  incontinence  the  bladder  will  be  empty,  and 
if  it  is  retention  it  will  be  full.  A  full  bladder  can  be  diagnosed  by 
abdominal  palpation,  or  by  passing  a  catheter. 

Trenttnetit, — Itwoniinenee  should  be  treated  by  rest  and  tonics. 
Nux  vomica  will  strengthen  the  sphincter. 

Retention. — The  tinst  thing  is  to  relieve  the  bladder  by  passing  a 
catheter.  This  must  be  done  with  the  strictest  aseptic  precautions 
to  prevent  cyst  it  is.  If  the  bladder  is  very  much  distended  care  must 
be  taken  not  to  empty  it  completely,  or  serious  har^inorrhage  may  occur. 
If  the  urine  is  septic  it  should  all  be  drawn  ofi,  but  some  boracic  solu- 
tion should  be  injected.  The  subsequent  treatment  of  the  case  will 
be  fully  dealt  with  under  the  heading  of  Retro -displacement  of  the 
Gravid  Utenis.  When  the  uterus  is  replaced  there  will  be  no  further 
diMeulty  of  micturition. 

Vesica- Vaginal  Fistula. — A  fistula  may  be  present,  and  it 
would  give  rise  to  constant  dribbling  of  urine.  Its  cause,  diagnosis, 
and  treatment,  will  be  fully  dealt  with  under  bladder  complications 
of  the  puerperium. 

Vesical  Calciili. — These  are  occasionally  found  in  pregnant 
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women.  The  signs  and  symptoms  are  the  same  as  in  the  non-preg- 
nant, only  they  may  be  aggravated  by  the  pregnancy. 

Treatment. — They  should  be  removed  through  the  urethra  or  by 
vaginal  lithotomy,  before  labour  comes  on.  A  fairly  large  stone 
would  cause  considerable  obstruction  during  labour,  and  a  vesico- 
vaginal fistula  would  probably  result.  If  the  diagnosis  were  made 
early  in  pregnancy,  it  would  be  advisable,  if  possible,  to  delay  the 
operation  until  after  the  seventh  month,  bo  that,  if  labour  came  on 
as  a  result  of  the  operation,  there  would  be  a  good  chance  of  the  cliild 
surviving. 

Cystitis, — This  condition  is  much  more  common  during  the  puer- 
perium,  but  may  arise  duruig  pregnancy-  It  may  be  due  to  gonorrhLea. 

The  usual  signs  and  symptoms  of  cystitis  are  present— viz.,  fre- 
quency of,  and  painful,  micturition.  The  urine  will  usually  contain 
more  or  less  pus-,  and  it  may  be  very  septic,  as  in  C'ase  11..  p.  7"k 

Treatment. — Alkalies  combined  with  hyoscyamus,  belladonna,  and 
buchu.  In  aseptic  cases  boracic  acid  internally  is  very  useful.  Uro- 
tropin  is  also  useful  in  these  cases.  The  bladder  should  be  washed 
out  at  least  once  a  day  with  boracic  solution.  The  patient  should 
be  given  barley-water  and  other  dUuent  drinks  freely.  If  there  is 
much  pain  morphia  should  be  given.  In  a  chronic  case  like  the 
following,  the  bladder  may  become  very  much  contracted. 

Case. — The  patient,  a  multipara,  was  fully  eight  months  pregnant 
when  admitted  to  the  hospital.  During  the  wbrde  of  the  pregnancy 
she  had  suffered  from  frequent  micturition  with  severe  pain.  She 
said  that  for  weeks  she  had  scarcely  slept  at  all.  The  urine  seemed 
quite  normal  to  the  naked  eye,  but  contained  a  very  faint  trace  of 
albumin.  She  had  been  under  treatment  all  the  time,  takuig  alkalies, 
buchu,  and  hyoscyamus,  and  also  urotropin,  but  had  got  no  relief. 
The  bladder  had  not  been  washed  out. 

When  we  attempted  to  wash  it  out  we  found  that  at  first  it  would 
not  admit  more  than  an  ounce  of  boracic  lotion,  and  would  contract 
on  that  and  force  it  back  into  the  raised  funnel.  The  bladder  was 
washed  out  twice  daily,  and  the  patient  was  given  morphia  for  the 
pain.  After  a  few  days,  more  fluid  could  be  got  into  the  bladder, 
and  the  patient  felt  much  more  comfortable.  Labour  came  on  about 
a  week  later,  and  a  premature  live  child  was  born.  The  bladder 
then  quickly  increased  in  size,  and  by  the  time  the  patient  left  the 
hospital  it  would  hold  from  6  to  8  ounces,  and  she  could  retain  her 
urine  comfortably  for  several  hours.  The  cause  of  the  cystitis  we 
could  not  definitely  ascertain.    There  was  no  indication  of  gonorrha&a. 


CHAPTER  V 

COMPLICATIONS  OF  PREGNANCY— £?a»<mw<!ci 

Diaeftflee  of  the  B1o<kI— Ana^min — Penurious  Ana?mia — Seurvy — Purpura  H^oior- 
rhagica — HEi'inophilia^ — DiNeiiHe*^  f>f  the  Cardio-vast^ular  Sy»tem^ — Varicose 
Veins — Phlfguuiiiia  Alha  Dolens — Thromhosis — Aneurism^ Heart  Disease. 


Diseases  of  the  Blood* 

At  one  time  a  condition  of  plethora  was  believed  to  exist  in  preg- 
nancy, and  as  a  coasequence  lowering  remedies  and  often  bleeding 
were  frequently  resorted  to.  For  the  last  twenty  years  or  so  an 
entirely  opposite  opinion  has  been  held.  Careful  analyses  of  the 
blood  have  shown  that  a  very  diifereiit  condition  from  pdethora 
exists.  The  total  amount  of  blood  is  increased  to  supply  the  enlarged 
vascular  arrangements  of  the  uterus.  The  increase  is  in  the  watery 
elements — t.e.,  there  is  a  condition  of  hydnemia.  The  red  coqHiseles 
are  materially  diminished,  the  albumin  in  the  serum  lessened,  but 
the  fibrin  and  extractive  matter  increased.  The  increase  of  fibrin 
explains  why  thrombosis  is  so  liable  to  occur  during  pregnancy. 
The  condition  is  thus  seen  to  be  one  more  nearly  approaching  that  of 
ansemia  than  of  pletbora.  It  is  not  exactly  a  condition  of  amemia, 
however,  as  although  there  is  a  diminution  of  haemoglobin,  this  is  not 
from  impoverishment  of  the  individual  cells,  but  simply  from  dilu* 
tion  by  the  increase  of  the  watery  element  of  the  blood.  The  leuco* 
cytes  are  considerably  increased  in  number.  During  the  first  nine 
or  ten  days  after  delivery,  the  red  corpuscles  increase  in  number, 
and  the  haemoglobin  in  quantity,  while  the  leucocytes  diminish  in 
number. 

Dr.  Carstairs  Douglas  has  tested  the  coagulability  of  the  blood  in 
pre.gnant  and  parturient  women,  and  his  results  show  that  it  is  much 
the  same  as  ui  the  non-pregnant. 

AnfiBmia.—  While  true  amemia  is  not  usual  in  pregnancy,  it 
occurs  in  a  good  many  cases.     It  may  have  been  present  before,  or 
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it  may  have  arisen  during  the  course  of  the  pregnancy.  It  may  be 
Associated  with  nephritis,  cardiac  disease,  pernicious  vomiting,  or 
ftny  constitutional  disease,  such  as  phthisis.  In  some  cases  it  may 
he  so  marked  as  to  lead  one  to  suppose  it  to  be  the  pernicious  form. 

The  patient  wdl  show  all  the  usual  indications  of  anaemia.  There 
may  be  considerable  cede  ma. 

Treatment. — Iron  and  arsenic  should  be  freely  administered,  the 
bowels  kept  open,  and  plenty  of  good  nourishing  food  taken.  Post- 
partum hsemorrhage  should  be  rigidly  guarded  against,  as  the  patient 
can  ill  afford  to  lose  any  blood. 

Pernicious  Ansemia.— Fortunately  this  condition  is  rarely 
seen  with  pregnancy.  When  it  does  occur  it  is  usually  fatal  to  both 
mother  and  child.  It  may  arise  during  the  puerperium  after  severe 
poat-partum  ha-morrhage,  especially  after  repeated  attacks  of  secon- 
dary hiemorrhage. 

Treatment, — Iron  and  arsenic,  especially  the  latter,  should  be  freely 
administered,  and  if  there  is  no  improvement  the  uterus  should  be 
emptied  as  soon  as  possible.  If,  however,  the  patient  is  very  weak, 
the  operation  should  not  be  undertaken,  for  it  will  only  hasten  the 
end. 

The  following  two  cases  were  treated  in  the  Maternity  Hospital 
within  a  few  weeks  of  each  other  : 

Case  I. — Mrs.  B.,  5-para,  aged  twenty-seven,  was  admitted  in  a 
state  of  extreme  aiuemia  with  marked  lemon-yellow  tint  of  the  skin. 
During  her  former  pregnancies  she  had  been  extremely  pallid,  but 
she  had  never  before  shown  any  yellow  discoloration  of  the  skin. 
Until  a  fortnight  previous  to  admission  she  had  been  able  to  perform 
her  usual  household  work,  but  at  that  time  she  had  begun  to  suffer 
from  shortness  of  breath  and  weakness.  Almost  continuous  vomit- 
ing had  come  on,  and  she  had  noticed  the  yellow  colour  of  her  skin. 
She  had  consulted  a  doctor,  who  had  diagnosed  enlargement  of  tlie 
liver.  Some  days  before  admission  her  urine  was  observed  to  be 
very  dark  in  colour  and  almost  opaque. 

The  patient  had  had  rheumatic  fever  seven  years  before. 

On  admission  the  os  was  found  to  lie  the  size  of  half  a  crown.  The 
fundus  uteri  reached  two-thirds  of  the  way  up  to  the  ensiform  car- 
tilage. The  patient  was  well  nourished,  the  skin  soft  and  smooth, 
but  of  a  leraon*yellow  tint,  more  marked  over  the  flexures  of  the 
various  large  joints.  The  lips  and  buccal  mucous  membrane  were 
bloodless,  but  somewhat  blue,  as  also  her  forehead.  The  pulse- rate 
was  126,  and  respirations  4i  per  minute,  laboured,  but  not  noisy. 
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The  area  of  cardiac  dulness  was  enlarged,  but  the  heart  sounds  were 
pure,  though  somewhat  weak.  The  area  of  hepatic  dulness  was  in- 
creased ill  an  upward  direction.  No  foetal  heart  sounds  could  be  heard. 
She  had  felt  no  movement  for  four  days. 

The  patient  was  so  collapsed  that  no  attempt  was  made  to  deliver 
her.  She  was  freely  stimulated*  but  gradually  sank  and  died  un- 
delivered. 

Fost-'mortem  ExamiliatiOli.— The  body  surface  presented 
a  greenish -yellow  hue,  most  marked  over  the  flexures  of  the  joints* 
The  subcutaneous  fat,  which  was  abundant,  also  presented  the  same 
colour. 

Heart. — The  pericardium  contained  4  ounces  of  opaque  greenish- 
yellow  fluid.  The  cavities  were  all  occupied  by  ante-mortem  clots, 
which  extended  into  all  the  vessels.  That  in  the  right  auricle  showed 
evidence  of  some  duration  in  the  shape  of  stratification.  The  fibrous 
layer  overlying  the  clot  was  greenish  in  colour.  The  cardiac  muscle 
was  pale,  and  in  the  right  ventricle,  both  internally  and  externally, 
showed  the  mottling  of  extreme  fatty  degeneration.  A  similar  con- 
dition was  visible  only  in  the  papillary  muscles  of  the  left  ventricle ; 
the  muscular  substance  of  this  ventricle  had  a  reddish^brow^n  appear- 
ance, but  sections  parallel  with  the  surface  showed  yellowish  mottling 
apparently  from  fatty  degeneration.  The  valvular  atructurea  ap- 
peared  normal,  except  for  very  slight  thickening  of  the  corpora 
aurantii  of  the  aortic  curtains,  and  along  the  free  margins  of  the 
mitral. 

Lungs.— Th^  pleural  cavities  contained  a  few  ounces  of  fluid.  The 
lungs  were  not  adherent,  but  both  very  cedematous  at  their  bases. 

Spleen. — It  was  greatly  enlarged,  measuring  t>J  inches  by  5J  inches 
by  2  inches.  Its  anterior  margin  was  considerably  notched,  and  there 
was  a  transverse  groove  across  the  convexity.  Its  substance  was 
almost  diffluent  and  of  a  chocolate  colour. 

Liver. — It  was  considerably  enlarged  and  very  pale.  It  measured 
Hi  inches  by  7|  inches  by  3 J  inches.  It^  cut  surface  had  a  peculiarly 
w^axy-Iooking,  pale  yellowish- brown  colour  :  the  central  parts  of  the 
lobules  were  considerably  darker  than  the  peripheral. 

Uterus, — The  gravid  uterus  -was  removed  with  the  bladder  and 
rectum.  No  abnormality  was  detected,  except  a  general  greenish- 
yellow  colour.  The  uterus  measured  10  inches  by  6j  inches  by 
5  inches. 

Kidneys* — Both  ureters  were  slightly  dilated.  There  was  nothing 
abnormal  in  either  of  the  kidneys  or  suprarenal  glands. 
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8ioma<A  attd  Intestines. — The  stomach  showed  no  ulceration.  The 
bloodvessels  of  the  jejunum  were  engorged,  and  at  aeveral  points  there 
were  groups  of  minute  hiemorrhages. 

Bone  Marrow. — The  peripheral  part  of  the  marrow  of  the  femur 
at  its  lowest  end  was  of  a  dull  chocolate  colour,  the  centre  maintain- 
ing its  normal  colour.  Higher  up  the  shaft  it  was  all  transformed 
into  a  diffluent  dull  red  aubstance. 

Case  II. — Mrs,  8,,  4-para,  aged  twenty-seven,  was  admitted  to 
hospital  in  an  extremely  ana?mic  condition  about  the  middle  of  the 
ninth  month  of  her  fourth  pregnancy. 

A  fortnight  after  her  second  confinement  she  had  been  admitted 
to  the  Royal  Infirmary  suffering  from  anBemia.  There  was  no  history 
of  post-partum  haemorrhage.  She  was  dismissed  well  in  a  month. 
Some  months  after  the  birth  of  her  third  child  she  had  again  been 
treated  in  the  Infirmary  for  the  same  complaint.  That  time  the 
haemoglobin  had  been  found  to  be  25  per  cent.,  and  the  red  corpuscles 
80C),(X)<I  per  cubic  niillimetre.  After  a  month's  treatment  she  had 
been  dismissed  welL 

Since  then  for  about  a  year  she  had  enjoyed  good  health,  until 
about  three  weeks  before  admission,  when  her  skin  became  pale  and 
then  yellow.  Her  breath  became  very  short,  and  she  was  unable 
to  do  her  usual  household  work. 

On  admission  her  sldn  was  of  the  yellow  colour  of  extreme  auEemia, 
and  the  lips  and  buccal  mucous  membrane  bloodless.  Her  speech 
was  slow  and  hesitating,  but  her  mind  seemed  quite  clear.  There 
was  marked  tremor  of  the  hands  when  she  held  them  up.  With  the 
exception  of  reduplication  of  the  second,  and  want  of  definition  of 
the  first  sound,  especially  over  the  mitral  area,  nothing  abnormal 
was  found  in  the  heart. 

Per  vaginam  the  fcptal  head  could  be  felt  through  the  os,  which  was 
about  the  size  of  a  shilling*  The  fi]?tal  heart  sounds  could  not  be  heard. 
There  was  a  faint  haze  of  albumin  in  the  urine,  but  no  sugar  or  casts. 

It  was  decided  that  any  attempt  to  deliver  her  would  only  hasten 
the  end,  so  beyond  free  stimulation  nothing  was  done.  She  died 
about  twenty- four  hours  after  admission.  Post-mortem  Ctesarian 
section  was  at  once  performed »  but  the  child  showed  no  indications 
ol  life.     It  was  not  macerated,  and  was  well  developed. 

No  post-mortem  examination  was  allowed- 

The  rapid  termination  of  the  disease  in  both  these  cases  is  some- 
what remarkable.  In  neither  did  any  grave  symptoms  arise,  until 
i<witbin  three  weeks  of  death. 
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ScTinry, — In  large  cities  like  Glasgow,  cases  of  scurvy  are  occa- 
sionally seen,  especially  during  bad  times.  The  disease  arises  from 
improper  feeding.  It  manifests  itself  in  the  usual  way  by  sponginess 
of  the  gums,  which  bleed  profusely  when  touched,  and  subcutaneous 
haemorrhage  in  different  parts  of  the  body. 

Treatment. — A  liberal  fresh  tliet  is  all  that  is  necessary. 

Case. — A  multipara  was  admitted  to  the  hospital  in  labour  at  full 
time.  Slie  was  very  weak,  and  had  evidently  been  on  starvation  diet 
for  some  time.  Her  mouth  was  in  a  filthy  condition,  the  gums  soft 
and  spongy.  A  number  of  subcutaneous  haemorrhages  were  found 
in  both  legs.  The  labour  terminated  naturally,  and  there  was  no 
post-partum  haemorrhage. 

She  was  treated  with  an  antiseptic  mouth  wash  and  a  liberal  diet, 
and  in  a  few  days  the  scurvy  disappeared.  The  child  showed  no 
evidence  of  the  disease,  but  it  was  feeble,  and  died  in  a  day  or  two. 

Fnrpura  Hseinorrliagioa. — This  is  a  very  rare  complication 
of  x>regnancy,  but  wdien  it  does  occur  it  is  generally  fatal.  It  may 
arise  any  time  during  the  pregnancy  or  after  delivery.  The  fcetus 
IB  likely  to  be  destroyed,  and  if  it  is  born  alive  it  may  show  the  disease. 
The  pregnancy  will  probably  be  interrupted. 

The  disease  manifests  itself  by  hamiorrhages  from  the  various 
mucous  membranes  of  the  body  and  under  the  aldn.  The  bleeding 
may  be  so  great  as  to  cause  profound  anipmia  and  the  death  of  the 
patient.  Post-partum  hfemorrhage  is  very  apt  to  occur,  and  has 
proved  fatal  in  a  number  of  cases.  The  risk  of  sepsis  is  very  great. 
During  the  puerperiura  metrorrhagia  may  occur  and  prove  fatal. 

DiaifHosis, — The  only  disease  it  might  be  mistaken  for  is  scurvy. 
In  the  latter  the  history  of  improper  diet  gives  the  clue. 

Prognosis. — This  is  exceedingly  grave  for  both  mother  and  fcetus. 

Treatment > — Arsenic  should  be  given  freely.  In  the  following  case 
I  used  suprarenal  tabloids,  and  although  the  patient  died  the  purpuric 
condition  certainly  improved : 

Case, ^Purpura  Hamorrhmjica  and  Fernieious  Vomitimf  of  Preg- 
nancy. — Mrs.  W.,  aged  nineteen,  was  admitted  to  the  Glasgow  Mater- 
nity Hospital  on  June  14,  1901,  suffering  from  persistent  vomiting, 
which  had  first  commenced  in  January,  but  had  been  much  more 
severe  since  the  latter  end  of  May.  She  stated  that  she  had  rejected 
ever^^thing  except  a  little  water  since  about  May  28.  She  considered 
herself  in  the  seventh  month  of  pregnancy.  Her  health  previous  to 
this  pregnancy  had  been  excellent.  She  had  had  two  abortions,  one 
nearly  four  years  ago,  and  the  second  in  July,   19iX), 
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both  been  about  the  third  month.  She  could  give  no  cause  for 
them. 

On  admission,  she  looked  collapsed,  sallow,  and  emaciated.  Judg- 
ing from  lier  rings,  her  fingers  were  much  thinner  than  formerly.  Her 
pulse  was  about  120,  regular,  and  of  fairly  good  tension  ;  tempera- 
ture, 99"  F.  The  heart  sounds  were  normal,  and  the  foetal  heart 
could  be  distinctly  lieard.  Tlie  abdomen  was  not  much  distended. 
The  fundus  was  slightly  above  the  umbilicus-  There  was  no  cedema 
of  the  legs.  The  urine  was  very  scanty,  dark  coloured,  muddy,  with 
a  peculiar  sweetish  odour.  It  contained  a  distinct  trace  of  albumin, 
pu8  cells,  epithelial  debris,  and  some  granular  tube-casts. 

A  sip  or  two  of  egg*flip  and  brandy  was  given,  but  it  was  immedi* 
ately  rejected.  Rectal  feeding  with  milk,  brandy  and  beef-peptonoids 
waa  at  once  commenced.  The  enemata  were  retained.  Next  day 
she  was  given  10  grains  of  oxalate  of  cerium  and  15  grains  of  bismuth 
subnitrate  tliree  times,  but  she  rejected  the  first  two  doses.  As  she 
was  excreting  very  little  urine,  25  ounces  of  saline  solution  were 
infused  under  the  right  breast-  That  evening  her  temperature, 
which  had  been  subnormal  since  the  day  after  admission,  rose  to 
101^4''  F.,  but  fell  to  97-8°  F*  next  morning.  On  the  evening  of  the 
18th,  it  rose  to  103"  F.,  but  it  quickly  fell  to  normal  again.  By  the 
19th  she  had  improved  considerably.  The  sickness  had  nearly  ceased, 
and  she  was  able  to  take  imperial  drink,  milk  and  lime  water,  and 
brandy  and  ice  by  the  mouth  and  retain  it.  The  foetal  heart  sounds 
could  not  be  heard. 

On  the  2r>th,  a  distinrt  rash  began  to  appear  about  the  extensor 
surfaces  of  the  elbows,  hips,  and  knees.  It  quickly  became  purpuric 
and  general  in  character.  The  gums,  also,  began  to  bleed  readily, 
Hiematemesis  began  on  the  evening  of  the  2l8t,  and  feeding  by  the 
mouth  was  stopped.  The  pulse  became  much  weaker,  and  tremor 
of  the  hands  was  noticed.  Her  face  became  cyanosed,  and  she  ap- 
peared to  be  drowsy. 

Dr.  Carstairs  Douglas  tested  the  coagulability  of  the  blood,  and 
found  that  the  time  was  ten  and  a  half  minutes.  This  is  about  double 
the  ordinary  time.  He  found  urobilin  in  the  urine.  She  was  now 
put  on  suprarenal  tabloids,  5  grains  three  times  a  day. 

June  2.1 — Ha^matemesis  occurred  twice  during  the  night.  Hypo- 
dermic injections  of  5  minims  of  liq.  strych.  were  given  every  six  hours. 

June  24. — To-day  there  was  a  slight  vaginal  discharge,  and  on 
examination  the  os  was  found  partially  dilated.  Labour  was  going 
on,  but  the  patient  maintained  that  she  felt  no  pain.     She,  however^ 
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felt  the  vaginal   examination.     In  a  few  hours  a  dead  foetus  was 
delivered  by  the  breech. 

There  was  no  post-partum  haemorrhage,  but  as  a  preventative  an 
intTa-uterine  douche  of  2  pints  of  water,  containing  HO  grains  supra- 
renal extract  to  the  pint,  was  given,  and  a  hypodermic  of  ergotin  and 
strychnine.  Two  pints  of  valine  solution  were  infused  into  the 
abdominal  wall.  The  pulse  was  very  feeble  and  rapid.  The  foetus 
did  not  showltny  ernption,  and  there  were  no  haemorrhages  into  the 
placenta. 

June  25. — Vomiting  recurred  several  times ;  hiccough  at  in- 
tervals ;  pulse  almost  imperceptible.  She  lay  with  half-closed  eyes, 
but  when  spoken  to  said  that  she  felt  much  better.  The  rash  had 
faded  very  much.  Muscular  tremor  was  very  marked.  Strychnine 
injections  were  stopped,  and  ether  used  instead.  She  died  at 
10.45  p.m.  For  the  last  hour  she  was  unconscious,  and  the  breath- 
ing was  Cheyne*8tokes  in  character. 

We  were  fortunately  able  to  obtain  a  post-mortem  examination. 
Dr.  Carstairs  Douglas  reports  as  follows  : 

''  Body  fairly  nourished  ;  sallow  and  jaundiced  tint  of  skin.  Higor 
morti«  gone  in  arms,  present  in  legs.     Pupils  equally  dilated. 

"  On  reflecting  the  skin,  the  tissues  were  found  to  be  very  dry. 
Fair  amount  of  subcutaneous  fat. 

*'  Thorax. — Heart  covered  all  over  anterior  aspect  with  fat  ;  peri- 
cardium normal.  Moderate  amount  of  dark  fluid  blood  in  right  side. 
Every  chamber  occupied  by  ante-mortem  firm,  pale  clot»  extending 
up  into  aorta  and  pulmonary  artery.  Left  lung  very  distinctly  em-, 
physematous.  Right  lung  emphysematous  in  upper  lobe,  solidified 
in  lower  lobe. 

*'  Abd&men, — Stomach  distended  with  gas,  and  containing  about 
10  ounces  of  black  fluid  (blood).  Mucous  membrane  greenish-yellow 
in  colour,  and  a  few  small  pinkish  spots  seen  here  and  there.  No 
ulceration.  Gullet  and  duodenum  contained  similar  material,  but 
no  ulcers  or  bleeding  points.  Liver  large,  Arm,  and  heavy.  Slight 
degree  of  nutmeg  changes  :  gall-bladder  distended.  A  subsequent 
examination  of  the  liver  and  kidneys  gave  evidence  of  a  deposit  of 
iron  similar  to  that  seen  in  pernicious  anaemia. 

**  Sp/eew.^Small,  normal. 

"  Panereus. — Small  normal. 

"  Left  Kidney.^F&h\y  normal,  some  small  bluish-black  points  in 
surface  of  cortex,  and  old  hapmurrhagea.  Cortex  pale,  medulla  normal. 
Left  suprarenal  appeared  normal.     Right  kidney  has  an  abscess  in  its 
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pelvia containing  thick,  yellow  pus.  The  abscess  burrows  to  a  moderate 
extent  into  the  substance  of  the  organ.     Suprarenal  appears  normaL 

*'  Bladder, — Contains  a  little  brownish  urine  :  surface  normaL 

**  Tubes  and  ovaries  healthy.     Corpus  luteum  on  the  right  aide. 

'*  Uterus,— Well  contracted  ;  wall  pale  and  thick  ;  decidua  entirely 
away  ;  a  little  blood-clot  present.'' 

The  po8t*mortem  examination  did  not  throw  much  light  on  the 
subject  as  to  the  cause  of  the  disease-  The  small  abscess  in  the 
kidney  can  hardly  be  considered  as  a  cause. 

The  observation  on  the  coagulability  of  the  blood  is  interesting. 
In  Fagge's  "  Medicine  *'  it  is  stated  that  ''it  (the  blood)  has  been  said 
to  be  deficient  in  coagulating  power,  but  this  seems  to  be  a  mistake/' 
In  this  case  there  certainly  was  a  marked  deficiency.  Unfortunately 
we  were  unable  to  make  a  second  observation  after  the  patient  had 
been  taking  suprarenal  extract. 

The  disease  is  one  of  the  blood,  and  I  do  not  think  that  pregnancy 
has  any  share  in  causing  it ;  the  increased  amount  of  fibrin  in  the 
blood  should  rather  act  as  a  preventative,  and  this  fact  probably 
accounts  for  its  infrequency  in  pregnancy.  What  part,  if  any,  the 
pernicious  vomiting  played  in  causing  the  disease  I  cannot  say,  but 
it  undoubtedly  caused  the  patient's  death,  as  the  purpuric  condition 
had  improved  very  much. 

I  would  have  induced  labour  for  the  vomiting  when  she  was  ad- 
mitted, if  I  had  thought  she  could  stand  the  operation.  Rectal 
feeding  was  first  tried  to  see  if  we  could  strengthen  her  a  little,  and 
she  undoubtedly  did  gain  strength,  but  w^hen  the  purpura  manifested 
itself  I  felt  that  induction  would  only  hasten  her  end.  The  result 
proved  the  correctness  of  this  view. 

It  is  interesting  to  note  that  no  post-partum  ha?morrhage  occurred. 
This  may  have  been  due  to  the  effect  of  the  suprarenal  extract.  The 
painless  nature  of  the  labour  was  another  interesting  feature.  A  case 
of  painless  labour  in  connection  wnth  pernicious  vomiting  has  already 
been  referred  to  on  p.  20. 

Siemopllilia. — This  condition,  fortunately,  usually  skips  the 
females  in  a  family  of  bleetlers.  It  would  be  a  very  serious  complica- 
tion of  pregnancy,  and  especially  of  labour.  An  abortion  would  be 
very  likely  to  occur,  and  it  might  easily  prove  fatal  from  hsemorrhage. 
One  occasionally  meets  with  cases  where  a  very  large  amount  of 
bleeding  habitually  occurs,  after  abortions  or  labours,  in  women  who 
may  be  classed  as  habitual  bleeders,  but  they  can  hardly  be  said  to 
suffer  from  true  haemophilia. 
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Treatmmt. — A  woman  suffering  from  haemophilia  shtmid  be  strongly 
advised  not  to  marry.  The  administ ration  of  suprarenal  extract,  or 
chloride  of  calcium,  would  probably  do  good.  The  uterus  should  be 
firmly  plugged  as  soon  as  emptied,  either  after  an  abortion  or  full 
time  labour. 


Complications  connected  with  the  Cardio-vascular  System. 

Varicosa  VeillS.— These  are  exceedingly  common,  especially 
in  multipar!T\  The  veins  of  the  legs  and  thighs  are  those  chietiy 
affected,  but  the  labial  ones  may  also  show  the  condition  in  a  marked 
degree.  In  the  broad  ligaments  the  same  condition  exists  in  most 
cases,  and  frequency  of  luemorrhoids  has  already  been  referred  to, 
and  the  same  condition  may  exist  in  the  bladder. 


Pio.  1. — Varicose  Vetns  operated  i\pox  DrRiNu  Pregnancy, 

The  legs  are  very  apt  to  become  swollen,  and  phlebitis  may  occur. 
If  by  any  chance  one  of  the  veins  should  be  injured,  the  woman  may 
ver\*  easily  bleed  to  death  in  a  few  minutes,  if  prompt  measures  be  not 
taken  to  chc'ck  the  hcemorrhage.  An  injury  to  the  vulva  may  also 
give  rise  to  very  profuse  bleeding. 

Treaimen(> — The  legs  should  be  kept  bandaged  while  the  patient 
is  on  her  feet,  and  she  should  rest  as  much  as  possible.  She  should 
be  warned  to  guard  against  injury,  and  should  be  told  how  to  apply 
pressure  if  a  vein  should  be  ruptured.  In  a  bad  case  operation  during 
the  pregnancy  may  be  necessary,  but  if  possible  one  should  avoid 
this. 

If  the  veins  become  inflamed,  the  patient  should  be  kept  strictly 
in  bed,  and  have  sedative  applications,  like  lead  and  opium,  or  bella- 
donna, applied  to  the  parts. 
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Case*— Mrs,  C,  2-para,  aged  thirty-two  years,  eight  months  preg- 
nant. In  her  first  pregnancy  Mrs*  C.  hail  suffered  from  very  had 
varicose  veins  in  the  legs,  especially  in  the  right  one.  I  attended  her 
at  the  confinement,  and  strongly  urged  upon  her  the  advisability  of 
having  the  veins  operated  upon  before  she  should  again  become 
pregnant ;  but  she  unfortunately  delayed  too  long.  In  her  second 
pregnancy  the  condition  was  aggravated,  and  when  I  saw  her  at  the 
eighth  month  I  found  the  veins  of  the  right  leg  were  very  much  dis- 
tended, especially  behind  the  knee  and  a  short  distance  up  the  back 
of  the  thigh  (Fifr.  |).  The  upper  clump  of  veins  showed  distinct  in- 
flammation, and  looked  as  if  it  might  burst  at  any  moment.  I  had 
her  removed  to  hospital,  and  she  was  there  seen  by  Professor  Henry  E. 
Clark,  who  dissected  out  all  the  most  prominent  veins  in  the  right 
leg  and  thigh.  Clotting  had  occurred  in  the  large  upper  mass,  and 
in  some  of  the  lower  veins.     The  parts  healed  by  first  intention. 

Immediately  after  the  operation  the  fa?tal  heart  could  not  be 
detected,  although  it  had  been  quite  distinct  before.  Next  day  a 
careful  auscultation  failed  to  reveal  it,  and  the  patient  said  she  could 
not  be  sure  of  movements;  but  on  the  second  day  it  was  quite  distinct, 
and  movements  were  active.  I  was  afraid  that  the  foetus  had  died 
from  chlorofonn  poisoning.  On  two  occasions  I  have  delivered  dead 
children  where  the  deaths  seemed  to  have  been  due  to  chloroform 
administered  to  the  mothers. 

Phleffmasla  Alba  Dolens  may  arise  during  pregnancy,  but 
it  is  more  apt  to  occur  during  the  puerperium.  It  will  be  discussed 
when  dealing  with  the  complications  of  the  puerperium, 

TbxoinbosiB  may  arise  when  the  veins  are  inflamed,  and  if 
a  piece  of  clot  becomes  detached  an  embolus  may  be  carried  on  into 
the  lungs.  During  the  puerperium  this  occasionally  occurs  and  may 
cause  sudden  death. 

An  embolism  or  a  hemorrhage  in  the  brain  may  occur,  and  cause 
hemiplegia,  but  we  shall  consider  tins  under  the  nervous  system. 

Aneurism. ^ — An  aneurism  is  a  very  serious  complication  of 
pregnancy,  especially  of  labour,  as  the  great  strain  thrown  upon  the 
circulation  would  be  very  apt  to  cause  rupture. 

Treatment. — The  usual  treatment  of  aneurism  would  have  to  be 
adopted,  and  when  labour  comes  on  the  patient  should  be  delivered 
artificially  as  soon  as  the  os  dilates,  so  as  to  avoid  the  straining  during 
the  second  stage. 

Heart  Disease. — Under  ordinary  condirions  heart  disease  in 
any  of  its  forms  is  a  very  serious  complaint.     When  it  occurs  in 
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pregnancy,  or  when,  as  is  more  usual,  pregnancy  occurs  in  a  patient 
with  old-standing  heart  disease,  the  gravity  of  the  condition  is  very 
great. 

In  pregnancy  an  extra  amoant  of  work  has  to  be  done  by  the  heart, 
to  supply  the  wants  of  the  uterus.  When  the  heart  is  healthy,  Nature 
easily  provides  for  this  by  a  certain  amount  of  hypertrophy,  especially 
of  the  left  ventricle,  as  it  ia  on  it  principally  that  the  extra  strain  falls. 
If  the  heart  is  diseased  in  a  non-pregnant  woman,  as  in  a  man,  Nature 
tries  to  remedy  matters  by  a  compensatory  hypertrophy,  and  the 
patient  may  go  on  fairly  comfortably  for  years,  so  long  as  the  com- 
pensation is  suflScient,  If,  however,  the  woman  becomes  pregnant, 
the  extra  strain  thrown  on  her  circulation  is  very  likely  to  upset  the 
arrangement,  and  failure  of  compensation  and  its  attendant  evils  will 
follow.  The  patient  suffers  from  breathlessness,  palpitation,  and 
cough.  (Edema  of  the  legs  and  body  will  come  on.  The  lungs  will 
also  become  cedematous,  and  broncliitis  or  congestion  follow,  so  that 
the  patient  cannot  lie  down.  She  may  put  up  considerable  quantities 
of  blood  in  her  sputum.  The  kidneys  wall  also  be  affected,  so  that 
albumin  will  be  found  in  the  urine.  Bad  symptoms  do  not  as  a  rule 
manifest  themselves  until  after  the  fourth  month.  Previous  to  that 
time  the  strain  upon  the  circulation  has  not  been  too  great  for  the 
heart,  but  from  then  onwards  it  gradually  increases  until  it  reaches 
ita  maximum  during  labour,  when  the  overworked  organ  may  give 
out,  and  the  patient  die  suddenly.  In  many  cases  the  pregnancy 
ends  prematurely.  The  accumulation  of  carbonic  acid  in  the  blood 
is  liable  to  cause  uterine  contractions. 

D iagnos I ji ,— This  is  made  in  the  usual  way  by  the  detection  of  the 
murmurs.  The  cardiac  area  will  usually  be  increased,  and  the  posi- 
tion of  the  apex  beat  displaced  outwards.  A  very  slight  blowing 
systolic  nmrmur  may  often  be  detected  at  the  apex,  but  this  may 
not  indicate  any  disease.  A  certain  amount  of  dilatation  of  the 
heart  occurs  in  pregnancy,  and  this,  by  stretching  the  valves,  may 
allow  of  a  certain  amount  of  regurgitation,  but  it  is  of  no  consequence, 
as  it  will  disappear  after  delivery.  In  anaemic  cases  soft  blowing 
hsemic  murmurs  must  not  be  taken  as  indicating  cardiac  disease, 
but  on  the  other  hand  it  must  not  be  forgotten  that  very  bad  anaemia 
sometimes  accompanies  the  disease. 

Prognosis- — It  is  a  serious  condition,  but  not  nearly  so  hopeless  as 
Macdonald  and  others  have  maintained.  The  greatest  risk  arises 
during  or  shortly  after  delivery,  but  this  wiU  be  treated  of  later,  when 
dealing  with  labour  in  cases  of  curdiac  disease. 
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imeni. — If  sufficient  compensation  can  be  maintained  during 
pregnancy  the  patient  will  do  well  To  maintain  compenaation,  cardiac 
tonics  are  generally  necessary,  but  one  occasionally  sees  a  case  where 
they  are  not  required.  In  most  cases  tonics  should  be  given  during 
the  latter  hali  of  pregnancy.  Strophanthus  is  a  pure  cardiac  tonic, 
and  is  therefore  more  suitable  tlian  digitalis-  In  the  majority  of 
cases,  treatment  is  called  for  when  failure  of  compensation  has  mani- 
fested itself.  When  the  lungs  are  involved,  carbonate  of  ammonia 
combined  with  the  cardiac  tonic  is  very  useful.  If  there  ia  much 
dropsy  one  may  uae  a  diuretic  with  the  cardiac  tonic.  The  patient 
should  be  kept  at  rest  in  bed.  If  no  improvement  occurs,  it  may  be 
necessary  to  empty  the  utenis,  but  there  is  considerable  risk  in  doing 
this,  as  the  strain  of  labour  may  only  hasten  the  end.  In  bad  cases 
premature  labour  is  apt  to  occur  spontaneously.  If  at  a  previous 
confinement  the  patient  has  nearly  died,  it  will  be  advisable  to  empty 
the  uterus  by  inducing  an  abortion  before  the  end  of  the  third  month. 
aa  was  done  in  Case  V,  The  strain  does  not  begin  to  tell  upon  the 
heart  until  about  the  fourth  montb,  therefore  the  operation  should 
be  done  early  in  the  pregnancy. 

Case  I. — Aortic  Incompetence  ;  PretncUure  Labour. — Mrs.  C,  aged 
forty-two,  multipara,  came  to  me  complaining  of  cough,  breathlessness, 
and  swelling  of  the  legs.  She  bad  had  five  ebildren,  one  still-born,  and 
three  abortions.  After  her  first  confinement,  twenty- two  years  ago, 
she  had  had  rheumatic  fever.  On  examining  her  chest,  I  found 
bronchial  rAles  all  over  the  lungs  and  evidence  of  osdema  at  the  bases. 
There  was  marked  pulsation  in  the  carotids.  At  the  base  of  the 
heart  a  blowing  diastolic  murmur  was  heard,  well  conducted  down 
the  sternum.  At  the  apex  t  lie  re  was  no  murmur  to  be  heard.  The 
ap^x  beat  was  displaced  outwards,  but  as  she  was  a  very  stout  woman, 
it  was  impossible  to  make  out  the  exact  size  of  the  heart  by  percussion. 
Menstruation  was  regular.  The  bronchitis  soon  yielded  to  treatment, 
and  I  then  put  her  upon  Easton's  syrup. 

A  short  time  after  this  menstruation  ceased,  and  at  first  she  ascribed 
this  to  the  menopause  ;  but,  as  morning  sickness  began,  I  examined 
her  and  found  that  she  was  pregnant,  I  then  put  her  upon  stro- 
phanthus. She  did  fairly  well  until  the  seventh  month,  when  cedema 
of  the  legs  returned,  and  breathlessness  became  ver}^  bad.  The 
propriety  of  inducing  labour  arose,  but  I  was  loath  to  do  this.  My 
difficulty  was  solved  by  premature  labour  coming  on  of  itself.  The 
labour  was  fairly  quick,  and  the  strain  upon  her  system  not  very  great. 
The  child  was  still-bom.     There  was  a  considerable  amount  of  post- 
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pftTtum  haemorrhage,  but  not  excessive  for  such  a  plethoric  woman. 
She  made  a  good  recovery. 

Case  IL — Mitral  Incmnpdence  ;  Great  (Edema  of  the  Leijs,  Body^ 
and  Lmigs ;  Labour  at  Ftdl^  Time. — The  patient  was  a  multipara 
about  forty  years  of  age.  She  had  had  heart  disease  for  a  good  many 
years,  and  several  times  had  been  very  dropsical  When  first  seen 
she  was  within  a  few  weeks  of  full  time.  She  was  propped  up  in  bed 
panting  for  breath.  The  legs,  body,  and  face  were  very  ccdematous, 
and  her  lips  were  quite  blue.  She  had  a  very  troublesome  cough,  and 
was  spitting  up  bright  blood.  Her  pulse  was  very  quick  and  irregular. 
The  heart  was  greatly  dilated.  There  was  a  loud  systolic  murmur 
at  the  apex,  conducted  round  into  the  back.  The  lungs  showed 
evidence  of  extreme  engorgement. 

Her  condition  seemed  very  critical,  but  after  a  few  days'  treatment 
with  digitalis,  carbonate  of  ammonia,  and  senega,  she  improved 
very  much,  and  could  lie  down.  She  went  to  full  time*  One 
night  she  got  out  of  bed  to  get  a  drink  of  water,  and  while  crossing 
the  floor  the  child  was  suddenly  expelled  by  a  single  pain.  The 
cord  broke  a  few  inches  from  the  umbilicus.  The  child  was  alive, 
and  showed  no  evidence  of  injury.  The  patient  was  at  once  put 
back  to  bed,  and  the  placenta  came  away  naturally.  She  made  a 
good  recovery.  The  child  developed  congenital  syphUis  and  died  in  a 
few  weeks. 

Twice  afterwards  1  treated  this  woman  for  failure  of  compensation, 
but  she  was  never  again  pregnant.  She  died  about  four  years  after 
the  confinement,  but  not  under  my  care. 

Case  III. — Mitral  Stetwsis  ;  Labour  at  Full  Time. — Mrs.  McA., 
aged  thirty-five,  consulted  me  in  1894  to  see  if  there  was  anything 
wrong  with  her  to  prevent  her  beconung  pregnant.  She  had  been 
married  some  years,  and  was  very  much  disappointed  that  she  had 
not  had  a  child.  She  had  had  rheumatic  fever  three  times,  and  on 
exaniining  her  heart  a  very  loudj  rough  presystolic  murmur  was  heard 
at  the  apex.  The  thrill  could  be  distinctly  felt.  Her  pelvic  organs 
appeared  to  be  normal.  I  told  her  that  she  ought  to  be  thankful 
that  she  had  never  been  pregnant,  and  that  for  her  sake  I  hoped  she 
never  would  become  so. 

About  a  month  later  she  had  a  very  bad  attack  of  breathlessness, 
and  began  to  cough  up  blood.  I  found  her  propped  up  in  bed.  Her 
lips  were  very  blue.  The  base  of  both  lungs  showed  marked  oedema, 
and  as  her  temperature  was  up  I  was  afraid  it  would  end  in  a  double 
pneumonia.     Mustard  poultices  were  applied,  and  she  was  put  od 
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large  doses  of  carboaate  of  ammoaia  and  digitalis.     She  was  much 
relieved  ia  a  few  hours,  a  ad  made  a  good  recovery, 

A  few  months  later  she  came  to  tell  me  that  menstruation  had 
ceased  for  two  periods.  She  said  she  had  no  sickness,  and  was  feeling 
perfectly  well.  She  had  had  one  or  two  attacks  of  breathlcsgness 
since  her  illness,  but  had  taken  some  digitalis  and  ammonia,  which 
had  quickly  freed  her  from  this  symptom,  I  found  she  was  pregnant, 
and  although  I  had  told  her  of  the  great  risk  she  raa,  she  was  quite 
pleased  at  the  prospects  of  having  a  child.  I  advised  her  to  take 
strophanthus  ia  tabloid  form — 2  minims  three  times  daily  during 
the  w^hole  pregnancy.  She  went  to  full  time  without  a  day*s  sickness, 
and  said  that  she  bad  never  enjoyed  better  health.  Only  once  or 
twice  did  she  have  any  breatblessaess. 

When  labour  set  ia  I  gave  her  a  large  dose  of  strophanthus.  In 
about  six  hours  from  the  onset  of  labour,  when  the  os  was  nearly 
fully  dilated,  her  breathing  began  to  be  embarrassed,  aad  her  lips 
became  blue.  I  had  sent  for  assistance,  but  her  condition  became  so 
bad  that  I  took  the  risk  of  giving  her  chloroform  aloae,  and  applying 
the  forceps  after  fully  dilating  the  cervix.  The  child  was  alive. 
After  the  placenta  came  away  she  bled  freely,  and  I  allowed  her  to 
do  so.  The  pulse,  which  had  been  56  before  delivery,  rose  to  112. 
An  hour  after  delivery  1  gave  her  5  minims  of  strophaathus,  aad  during 
the  night  she  had  4  minims  every  three  hours.  She  made  an  excellent 
recovery.     The  cardiac  tonic  was  continued  during  the  puerperium. 

Case  IV. — Mitral  Strnosis  ;  Labour  at  Full  Time, — Mrs.  B.,  aged 
twenty-four,  2*para,  was  admitted  to  the  Glasgow  Maternity  Hospital 
on  March  13, 1899,  complaining  of  cough,  breathlessness,  and  swelling 
of  the  legs  and  feet  of  six  weeks'  duration. 

Three  years  ago,  prior  to  marriage,  the  patient  was  in  the  Royal 
Infirmary  of  Glasgow  under  treatment  for  an  attack  of  acute  rheuma- 
tism. She  was  married  two  years  ago,  and  one  year  ago  she  had  her 
first  child.  Whilst  she  was  carrying  the  first  child  she  suffered  a  good 
deal  from  swelling  of  the  feet,  breathlessness,  aad  cough,  but  not  to 
such  a  marked  extent  as  on  the  present  occasion.  The  patient  stated 
that  for  the  last  six  weeks  she  had  been  quite  unable  to  lie  down  at 
night,  on  account  of  her  breathlessness.  She  calculated  that  she  was 
about  seven  and  a  half  or  eight  months  pregnant. 

Condition  on  Admission. — Patient  was  pale  and  anaemic  looking. 
There  was  well-marked  oedema  of  the  lower  limbs — more  marked  on 
the  right  side — also  over  the  sacrum.  There  was  no  swelling  or  cedema 
of  the  face. 
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There  was  a  troublesome  cough  and  marked  dyspnoea,  with  a 
tendency  to  cyanosis,  but  no  spitting  of  blood.  Examination  of  the 
lungs  showed  impairment  of  resonance  at  both  bases,  together  with 
weakened  respiratory  murmur  and  a  few  fine  rales.  There  was  nothii 
at  the  apices. 

Heart. — Marked  impulse  just  within  the  nipple -line.  On  palpation 
a  well-marked  presystolic  thrill  could  be  felt.  On  percussion,  the 
area  of  cardiac  dulness  extended  on  the  left^  to  3  inches  to  the  left  of 
the  midsternal  line,  on  the  right  to  the  midsternal  line,  and  abos^e 
to  the  lower  border  ol  the  third  costal  cartilage.  On  auscultation  a 
weU-marked  presystolic  murmur,  followed  by  a  very  rough  first 
sound,  could  be  heard.  Over  the  pulmonary  area  there  was  well* 
marked  reduplication  of  the  second  sound* 

The  fcBtal  heart-sounds  were  audible.  During  her  stay  in  hospital 
we  frequently  failed  to  hear  the  foetal  heart-sounds  for  days  at  a 
time,  and  yet  the  child  was  alive. 

The  patient's  urine  contained  a  trace  of  albumin. 

She  was  put  upon  tr.  strophanthus  (10  minims),  caifein  citrate  J 
(2  grains),  and  pot.  iodi,  (5  grains)  every  four  hours.  In  a  few  days' 
the  swelling  of  the  limbs  and  trunk  had  disappeared,  the  cough  and 
breathlessness  were  gone,  and  the  patient  could  lie  down.  The 
albumin  had  disappeared  from  the  urine.  She  remained  well  until 
April  23,  when  labour  set  in.  The  os  dilated  rapidly,  and  as  soon 
as  the  first  stage  was  completed  chloroform  was  given,  and  delivery 
elieeted  by  forceps.  There  was  no  post-partum  haemorrhage.  She 
made  an  uninterrupted  recovery.     The  child,  a  female,  was  alive. 

Case  V. — Mitral  Stenosis  and  Ittcompetence  ;  Tnduction  of  Abortion 
ai  the  End  of  the  lliird  MoMfi. — Mrs.  C,  a  multipara,  had  suffered 
from  heart  disease  for  a  number  of  years.  She  had  had  repeated 
attacks  of  breathlessness,  palpitation,  etc.,  and  at  her  last  full-time 
confinement  had  very  nearly  died.  Dr.  Carstairs  Douglas,  who  had 
attended  her,  was  of  the  opinion  that  she  could  not  stand  the  strain 
of  another  labour,  and  he  had  induced  an  abortion  at  the  third  month 
about  two  years  ago.  Dr.  Taylor,  of  Skelmorlie,  sent  her  to  me  for 
induction  of  an  abortion. 

She  was  three  months  pregnant.  Her  heart  was  considerably  dilated 
and  irregular,  and  quick  in  its  action.  At  the  apex  a  presystoUc 
and  a  systolic  murmur  were  heard.  Considering  her  past  history, 
I  agreed  that  an  induction  of  an  abortion  was  the  best  treatment. 

The  patient  was  prepared  for  the  operation  by  the  administration 
of  a  purgative.    On  the  following  day,  after  thoroughly  cleansing  the 
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exteraal  genitals  and  doucliiiig  the   vagina  vrith  lyaol  solution,  I 
passed  a  sterilized  sound,  and  moved  it  about  freely  in  the  uterus. 
j  Two  days  later  uterine  action  began.     About  mid-daj  the  patient 

Lwas  seized  with  a  very  violent  rigor,  which  lasted  for  fully  five  minutes. 
Her  temperature  rose  to  105^  F,,  and  her  pulse  became  so  rapid  that 
it  could  not  be  counted.  I  at  once  stimulated  her  freely,  and  gave 
her  10  grains  of  quinine.  She  had  several  very  severe  rigors  in  a 
short  time,  and  then  the  uterus  emptied  itself*  Everything  came 
away,  and  seemed  perfectly  fresh.  I  gave  an  intra- uterine  douche* 
The  stimulation  was  continued »  and,  in  addition,  a  large  dose  of 
pftlomel  was  administered.  There  were  one  or  two  rigors  after  the 
uterus  was  emptied,  and  the  temperature  remained  at  105^  F.  until 
the  bowels  moved,  about  four  hours  later.  She  passed  a  very  large 
quantity  of  horribly  offensive  faeces.  The  stench  was  so  overpower- 
ing that  the  nurse  had  to  open  all  the  windows  and  doors.  In  a  short 
time  the  temperature  fell,  and  Ln  twelve  hours  it  w*as  normal-  It 
never  rose  again,  and  she  made  a  good  recovery.  She  has  since  died 
from  heart  disease. 

The  rigors  and  high  temperature  puzzled  me  at  the  time.  I  had 
taken  every  precaution  against  sepsis,  but  if  she  had  died  before  the 
bowels  moved  I  would  never  have  been  able  to  get  rid  of  the  feeling 
that  in  some  way  or  other  I  had  infected  her. 

It  was  clearly  a  case  of  auto-infection  from  the  contents  of  the 
bowels.  I  have  occasionally  seen  cases  of  this  during  the  puerperiura, 
but  never  such  an  alarming  one.  The  purgative  given  before  the 
operation  had  caused  a  motion,  but  had  not  cleared  the  bowels.  The 
curious  thing  was  that  the  patient  denied  that  she  had  been  specially 
constipated. 

"Case  VI. — Mitral  and  Tricmpid  Inci>mpet€nce ;  Labour  at  fiM 
TiW,— Mrs.  McM,,  aged  twenty-seven,  4-para,  was  sent  into  the 
Glasgow  Maternity  Hospital  by  Dr.  George  Turner.  There  was  ex- 
tensive cedema  of  the  legs,  and  especially  of  the  vulva.  There  was 
also  some  swelling  of  the  face.  Both  lungs  showed  e\adence  of 
oedema  at  the  bases  behind.  A  soft  systolic  murmur  was  audible 
in  the  mitral  area,  and  a  sharper,  high-toned  one  in  the  tricuspid 
area,  also  systolic.  The  position  of  the  apex  beat  could  not  be  made 
out,  neither  could  the  exact  size  of  the  heart  be  determined,  as  the 
lungs  were  e\4dently  emphysematous.  Bronchitic  rales  were  heard 
all  over  the  chest.     The  urine  contained  a  trace  of  albumin. 

The  patient  was  markedly  ana?mic.  She  stated  that  she  had  been 
breathless  for  a  considerable  time,  and  that  the  legs  had  been  swollen 
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for  a  few  weeks.  The  swelling  of  the  vulva  had  only  come  cm  within 
the  last  few  days.  She  considered  that  her  labour  was  due  in  a 
few  days.  The  labia  were  punctured  and  allowed  to  drain  into 
sterilized  dressings,  and  tr.  strophanthus  (10  minims)  and  am. 
carbonate  (5  grains)  given  every  four  hours. 

She  improved  considerably,  and  four  days  later  labour  came  on. 
The  first  stage  lasted  about  four  hours.  At  the  end  of  it  she  began  to 
show  cardiac  embarrassment»  The  pulse  became  weak  and  irregular. 
She  was  given  a  hypodermic  injection  of  digitalin  and  strychnine. 
Chloroform  was  administered  by  Dr.  Primrose,  and  Dr,  McClure 
delivered  her  with  forceps.  The  child  was  alive.  The  uterus  relaxed 
and  a  gush  of  blood  was  allowed  to  escape.  The  uterus  was  then 
firmly  grasped,  and  the  jjlaeenta  expelled.  As  the  patient  was  very 
ansemic,  it  was  not  considered  ad\isable  to  allow  any  more  bleeding, 
80  she  was  given  a  h}^odermic  of  ergo  tin  and  a  hot  intra-uterine 
douche.  Four  hours  after  delivery  the  pulse  was  very  feeble,  and 
began  to  run.  One  pint  of  normal  saline  solution  was  run  into  the 
tissues  beneath  the  right  breast.  The  pulse  became  stronger  after 
this.  Digitalin  and  strychnine  injections  were  given  every  six  hours, 
and  3  drachms  of  whisky  every  two  hours.  Twelve  hours  after 
delivery  she  had  rallied  sufficiently  to  be  moved  into  the  ward. 

She  did  very  well  until  the  fifth  day  of  the  puerperium^  when  her 
temperature  rose  to  104-4°  F.,  and  her  pulse  to  140.  She  was  given 
an  intra-uterine  douche,  and  digitaUn  and  strychnine  hypodermically. 
The  temperature  fell  to  99  2^  F.  next  day.  After  that  it  remained 
irregularly  febrile,  and  her  pulse  at  times  was  very  feeble  and  quick. 
The  anaemia  seemed  to  be  progressing,  so  as  soon  as  her  stomach 
would  stand  it  she  was  given  peptonated  iron,  in  addition  to  her 
cardiac  tonic  and  stimulant.  We  also  gave  her  a  large  saline  injec- 
tion into  the  abdominal  wali.  By  the  eighteenth  day  of  the  puerperium 
she  was  improving.  The  temperature  was  still  sligbtly  raised.  In 
spite  of  all  we  could  say  or  do,  the  husband  insisted  on  taking  her 
home.  I  saw  her  about  ten  days  after  she  left  the  hospital.  She 
was  still  very  anipmic,  but  had  improved  somewhat,  in  spite  of  the 
fact  that  she  was  Ipng  in  a  sunk  apartment,  where  artificial  light 
was  necessary  in  the  middle  of  the  day. 

The  febrile  condition  was  undoubtedly  due  to  sapraemia  in  part, 
but  I  think  the  ansemia  also  contributed  towards  it.  She  had  very 
bad  ulcerating  piles,  and  I  have  no  doubt  that  infection  spread  from 
them  to  the  vagina.  The  condition  bordered  v^ery  closely  on,  if  it 
was  not  actually  one  of,  pernicious  aneemia. 
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Case  VIL — Mitrfd  Stenosis  and  rnrnmpelence  along  tintk  Aortic 
Stenosis:  Labour  at  Full  Time.— Mrs,  B.,  aged  thirty-two,  8-para. 
ThiB  patient  had  never  had  rheumatic  fever,  but  for  some  years  she 
had  been  troubled  with  breathlessness  and  palpitation,  especially 
during  her  pregnancies.  Her  seventh  pregnancy  had  ended  in  an 
abortion  at  the  end  of  the  third  month.  I  first  saw  her  when  the 
abortion  was  partially  completed.  She  was  very  ill,  but  recovered. 
About  the  sixth  month  in  the  eighth  pregnancy  she  came  for  treat- 
ment, as  breathleasness,  palpitation,  and  cough  were  becoming  very 
troublesome. 

The  apex  beat  of  the  heart  was  displaced  quite  an  inch  outside  of 
the  nipple  hne,  and  a  distinct  thrill  coutd  be  felt.  There  was  distinct 
pulsation  in  the  supra-sternal  notch.  At  the  apex  a  rough  presystolic, 
followed  by  a  systolic,  murmur  was  heard.  The  systolic  portion  of 
it  could  be  heard  round  towards  the  back.  Over  the  aortic  cartilage 
a  systolic  murmur  could  he  heard,  extending  up  into  the  neck. 
Bronchial  rales  were  apparent  all  over  both  lungs.  Compensation  had 
evidently  failed. 

The  patient  was  at  once  put  upon  large  doses  of  strophanthus, 
carbonate  of  ammonia,  and  senega.  The  heart  quickly  responded 
to  this,  and  the  lung  condition  cleared  up.     She  went  to  full  time, 

ad  the  labour  ended  naturally. 

These  cases  are  sufficient  to  illustrate  the  condition  during  preg- 
nancy, but  I  shall  give  notes  of  a  few  more  when  dealing  with  the 
disease  as  a  compUcation  of  labour.  As  regards  terminating  the 
pregnancy  in  bad  cases,  I  believe  the  best  time  to  do  that  is  before 
mid-term — 1\€.,  before  the  time  when  the  strain  will  begin  to  tell  on 
the  damaged  heart.  When  one  is  called  to  deal  with  a  case  in  the 
later  months,  and  the  heart  does  not  respond  to  the  cardiac  tonics, 
then  one  would  be  justified  in  inducing  labour,  if  the  condition  of  the 
patient  were  serious.  The  risk,  however,  is  considerable,  as  the  strain 
may  be  too  great  for  the  enfeebled  organ. 

Heart  Disease  and  Marriage.— If  a  woman  has  heart 
disease,  should  she  marry  ?  How  are  we  to  answer  such  a  question  ? 
Puni'h^s  famous  advice  is  perhaps  the  best,  but  it  is  a  little  too  sweep- 
ing. If,  however,  the  woman  has  suffered  from  failure  of  compensa- 
tion at  any  time,  no  matter  what  the  lesion  is»  or  if  the  lesion  is  a 
mitral  stenosis,  aortic  incompetence,  or  incompetence  and  stenosis 
combined,  the  answer  should  be  decidedly  negative.  The  advice  will 
probably  not  be  folio  wed ,  but,  all  the  same,  it  should  be  given* 
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Di^asea  r*f  the   Ri^piratory  i)rgftiifi — Firoiiohitis— Pneumonia — EtnphyBema- 
Aathma — Phthisis  Pulnionahd —  Pletiri.sy  -Hifmoplysis^EniboliBm. 


Diseases  of  the  Respiratory  Oegans. 

Broxcihtis  and  bronchial  catarrh  are  common  in  pregnancy,  and, 
as  a  rule,  do  not  influence  the  condition,  unless  the  coughing  is  so 
severe  as  to  cause  an  abortion  in  the  early  months,  or  accidental 
hsemorrhage  in  the  later.  Some  patients  are  troubled  with  excessive 
coughing,  and  no  evidence  of  bronchial  irritation  can  be  fonnd.  The 
origin  is  a  nervous  one,  and  nervine  sedatives  will  be  required  to 
check  it. 

Fnenmoilia. — This  may  occur  at  any  time  during  pregnancy. 
Its  symptoms  are  much  aggravated  by  the  pregnancy,  and  in  many 
cases  the  fcetus  will  be  prematurely  expelled.  The  mortality  is  much 
higher  than  among  the  non-pregnant.  When  associated  with  influ- 
enza it  is  almost  sure  to  prove  fatal. 

Trealment  should  be  on  the  same  lines  as  in  ordinary  cases.  I 
have  more  than  once  seen  labour  occur  near  the  crisis,  and  the  patient 
make  a  good  recovery. 

Case, — Mitral  Incompelence ;  Pleunh Pneumonia  mid  Sciatica;  Pre- 
mature Labour.— Mv3,  B.»  aged  twenty-nine,  4-para,  seven  months 
pregnant.  Two  of  the  former  children  had  been  still-born,  and  the 
last  one  had  only  Uved  a  fortnight.  At  the  second  confinement  the 
placenta  had  been  very  adherent.  There  was  evidence  of  syphilis, 
and  the  woman  was  a  heavy  drinker. 

I  found  her  suffering  from  severe  pain  in  the  right  side,  shortness 
of  breath,  and  cough.  She  also  complained  of  intense  pain  along 
the  left  sciatic  nerve,  Her  temperature  was  I0:3*'i^  F.,  and  the  pulse 
130.    Tne  lower  lobe  of  the  right  lung  was  becoming  consolidated, 
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and  there  waa  also  evidence  of  friction .  The  left  lung  was  free.  There 
was  a  very  loud  systolic  murmur  at  the  apex  of  the  heart.  It  was 
weU  conducted  to  the  back  of  the  chest.  The  apex  beat  was  dis- 
placed outwards-  The  patient  had  been  very  ill  for  two  days.  The 
child  was  alive.  Mustard  poultices  were  applied  to  the  side,  and  she 
was  put  on  carbonate  of  ammonia,  iodide  of  potash,  digitalis,  and 
senega.  Next  day  the  sciatica  was  so  bad  I  had  to  give  her  Dover's 
powder  (12  grains)  every  four  hours.  On  the  sixth  day  of  the  illness 
I  aaw  her  about  10  a.m*  There  was  then  no  evidence  of  labour  ; 
but  in  about  two  hours  it  comjiienced,  and  the  foetus  was  expelled 
by  the  breech  in  about  half  an  hour.  The  nurse  who  attended  her, 
found  the  body  born  w^hen  she  reached  the  house.  There  was  no 
sign  of  life  in  the  child,  and  no  indications  of  asphyxia.  The  placenta 
came  away  in  about  half  an  hour,  but  neither  it  nor  the  membranes 
were  satisfactory,  so  I  passed  my  hand  into  the  uterus  and  cleared 
out  some  bits  of  placenta  and  membrane.  The  placenta  had  ap- 
parently been  separated  by  a  clot,  which  had  burst  it.  There  had 
been  a  fair  amount  of  bleeding,  but  no  active  post-part um  haemor- 
rhage. The  pulse  was  feebler,  but  did  not  show  evidence  of  collapse. 
She  was  given  a  large  dose  of  digitalis,  and  whisky  freely.  The 
temperature  was  103 '  F.  Two  days  later  the  crisis  occurred,  and 
the  lung  quickly  cleared  up.  The  sciatica  did  not  trouble  her  much 
after  delivery. 

This  patient  has  passed  through  another  pregnancy,  and  given 
birth  to  a  fine,  healthy,  mature  child.  Throughout  the  pregnancy 
she  took  biniodide  of  mercury,  and  occasionally  a  little  strophanthus. 
Good  compensation  was  maintained,  and  the  cardiac  condition  gave 
no  trouble  either  during  the  pregnancy  or  labour.  The  labour  was 
quite  easy. 

!El]iphys6IIia. — The  condition  is  aggravated  by  pregnancy. 
An  abort  ion  may  occur.  A  subcutaneous  emphysema  occasionally 
occurs  during  labour.  The  severe  straining  ruptures  a  superficial 
air  vesicle  at  the  apex  of  the  lung,  and  the  air  forces  its  way  through 
the  tissues  and  causes  a  puffy  swelling  in  the  neck  and  upper  part  of 
the  chest.  It  will  crackle  under  pressure.  It  quickly  subsides  aft^r 
labour  is  over. 

Treaifnefit. — Give  the  usual  remedies. 

ABthnia.^ — Pregnancy  is  liable  to  aggravate  asthmatic  attacks. 
Occasionally  patients  are  met  with  who  suffer  from  asthma  only 
when  pregnant,  and  the  disease  disappears  when  the  gestation 
is  over. 
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Treatment. — The  usual  remedies  should  be  tried,  and  if  they  fail 
the  patient  should  have  a  fjomplete  change  of  air  and  scene. 

FhtllislS  FnlmonallB. — The  influence  ol  pregnancy  upon 
phthisis  pulmonalis  is  extremely  bad.  Among  the  laity  it  is  generally 
supposed  that  pregnancy  will  benefit  a  phthisical  patient,  but  this 
is  a  mistake.  Not  only  will  it  aggrayate  the  disease,  but  it  may 
bring  on  an  attack  in  a  patient  who  has  a  predisposition  to  tuber- 
culous disease »  The  gestation  may  be  interrupted.  In  one  of  my 
cases  premature  labour  was  brought  on  by  the  excessive  coughing 
causing  separation  of  the  placenta  and  accidental  hemorrhage.  If 
the  patient  goes  to  full  term,  she  may  be  so  exhausted  as  not  to  be 
able  to  stand  the  strain  of  labour,  but  in  most  eases  labour  will  not 
be  very  severe,  as  the  child  will  be  puny  and  the  emaciation  will 
have  lessened  the  resistance  of  the  soft  parts  in  the  pelvis.  Artificial 
delivery  may  be  necessary  if  inertia  uteri  comes  on,  and  it  should  be 
done  early  to  save  exhaustion,  l)Ut,  in  the  majority  of  cases  I  have 
seen,  the  labour  was  easy.  After  delivery,  the  disease  will  progress  ^ 
rapidly,  and  prove  fatal  in  most  cases  \\7thin  a  few  weeks,  or  at  most 
months.  The  child  will  be  puny  if  born  alive,  and  it  will  probably 
die  within  a  few  weeks. 

Prognosis. ^It  there  is  distinct  indication  of  tubercular  mischief  in 
the  lungs,  although  it  may  not  be  very  advanced,  the  outlook  is 
exceedingly  bad.  If  one  be  asked  for  an  opinion  regarding  the  mar- 
riage of  a  woman  with  a  strong  predisposition  to  phthisis,  a  decidedly^ 
negative  opinion  should  be  given. 

Trealment. — This  should  be  on  the  usual  lines.  In  view  of  the 
fact  that  pregnancy  has  a  bad  effect  on  phthisical  women,  the  question 
arises  as  to  the  advisability  of  clearing  out  the  uterus  in  the  early 
months.  If  the  patient  is  losing  ground,  as  she  is  very  liable  to  do, 
after  conception,  I  am  decidedly  of  opinion  that  induction  of  abortion 
is  called  for.  In  the  later  months  of  pregnancy  induction  of  prema- 
ture labour  might  be  called  for,  but  it  would  not  be  so  likely  to  benefit 
the  patient,  and  might  only  hasten  matters. 

The  following  case  will  illustrate  what  I  mean.  I  am  indebted  to 
Dr.  James  Adam»  of  Hamilton,  for  the  notes  : 

Case  I.— Mrs.  D.  M.,  aged  thirty-three,  October,  1904.  ''  While 
pregnant  in  1898  she  first  had  slight  haemoptysis.  At  that  time  she 
had  disease  of  the  left  apex.  The  child  of  this  pregnancy  never 
throve »  and  died  of  phthisis  at  the  age  of  nine  months.  In  8ep- 
teciber,  1899,  she  again  consulted  me,  with  much  fever,  abundant 
moist  crepitations  at  the  left  apex,  and  flattening  of  note  above  the 
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right  clavicle.  She  improved  under  treatment,  and  was  sent  t<J  Bridge 
of  Weir  Sanatorium  for  six  months.  There  she  improved  immensely, 
and  put  on  two  stone  in  weight.  The  left  limg  dried  up  conaiderahly, 
and  the  right  healed.  In  1902  she  began  to  lose  tiesh  again,  and  in 
the  beginning  of  1903  became  pregnant.  She  became  much  troubled 
with  sickness  and  anorexia  ;  the  sickness  aggravated  the  cough,  and 
she  lost  ground  rapidly.     The  disease  extended  in  the  left  lung." 

Dr.  Adam  sent  the  patient  to  me,  and  asked  my  opinion  in  regard 
to  the  advisability  of  inducing  an  abortion.  The  patient  was  willing 
and  anxious  to  have  the  operation  performed*  In  \dew  of  the  fact 
that  the  disease  was  spreading,  and  the  patient  was  steadily  losing 
groundt  I  agreed  with  Dr.  Adam  that  the  induction  of  an  abortion 
was  perfectly  justifiable. 

He  cleared  the  uterus  out  at  the  fourth  month,  and  the  patient 
began  to  improve  at  once  ;  her  appetite  returned,  and  she  put  on 
flesh.  She  has  performed  her  household  duties  actively  during  the 
last  fifteen  months.  At  present  there  is  cavitation  of  the  left  apex. 
Her  menstruation  has  been  regular  since  a  month  aft^r  the  abortion. 

Dr.  Adam  says  that  he  is  quite  sure  that  if  the  pregnancy  had  been 
allowed  to  go  on  the  patient  would  have  been  dead  before  this,  and 
judging  from  my  experience  in  such  cases,  I  tjuite  agree  with  him. 
If  she  had  been  allowed  to  bear  the  child  it  might  have  survived, 
but  judging  from  the  fate  of  her  first  child,  it  would  probably  very 
soon  have  perished  of  tubercular  disease. 

Case  IL — A  patient,  who  had  had  one  child  about  a  year  previously, 
conaultcd  me  regarding  a  cough.  I  found  there  was  distinct  evidence 
of  tubercular  infection  of  the  apices  of  the  lungs.  She  had  not  men- 
struated for  a  few  weeks,  and  at  first  I  thought  the  amenorrhcea  was 
due  to  the  lung  condition,  as  she  did  not  exhibit  any  other  signs  or 
symptoms  of  pregnancy  ;  but  in  a  short  time,  on  examination,  I 
found  she  was  pregnant.  The  disease  advanced  rapidly,  and  emacia- 
tion became  extreme.  As  her  first  labour  had  been  an  exceedingly 
difficult  forceps  one,  I  was  afraid  she  might  have  difficulty  again, 
but  to  my  surprise  the  child  was  born  before  my  arrivaf,  although  I 
had  been  called  as  soon  as  the  pains  commenced.  It  was  small  and 
puny.  The  patient  went  downhill  very  rapidly  after  delivery,  and 
died  in  six  weeks.  The  child  also  died  about  two  weeks  after  the 
mother. 

Case  III.— A  ver>'  ansemic,  tubercular  primipara  consulted  me 
regarding  a  slight  cough  and  breathlessness  when  she  was  about  six 
months  pregnant.     I  found  that  her  lungs  were  quite  clear  in  front, 
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but  that  she  had  rather  an  extensi%^e  pleuritic  effusion  at  the  base  of 
the  right  lung  behind,  extending  up  to  the  spine  of  the  scapula.  She 
had  never  felt  any  acute  pain. 

Under  treatment  the  effusion  subsided,  but  she  remained  very 
weak.  She  went  to  full  time.  The  labour  proved  a  difficult  one, 
as  the  head  presented  occipito-posteriorly,  and  I  had  to  deliver  her 
with  forceps  under  chloroform.  There  was  some  post-partum  haemor* 
rhage,  which  in  an  ordinary  case  would  not  have  had  any  bad  effect, 
but  in  such  an  anseinie  woman  was  very  serious.  1  at  once  plugged 
the  uterus,  and  gave  her  a  large  saline  injection  into  the  abdominal 
wall,  and  a  hypodermic  of  strychnine.  For  a  time  the  pulse  was  quite 
imperceptible  at  the  wrist,  but  it  gradually  returned.  The  puerperium 
was  uneventful,  but  the  cough  became  troublesome,  and  I  then  de- 
tected crepitations  at  the  left  apex.  There  had  been  none  there 
before  the  labour.  From  that  time  onwards  the  disease  gradually 
advanced,  and  proved  fatal  about  three  months  after  delivery.  The 
pleurisy,  as  I  suspected,  had  been  a  tubercidar  one,  but  active  disease 
in  the  lungs  themselves  had  not  manifested  itself  until  after  delivery* 
This  was  a  case  in  which  there  was  a  strong  tubercular  tendency,  but 
it  is  probable  that  if  the  woman  had  not  become  pregnant ^  she  might 
have  gone  on  for  years  without  any  manifestation  of  the  disease.  I 
might  quote  a  series  of  cases,  but  these  are  sufficient  to  show  the  risk 
a  tuberculous  woman  runs  when  she  becomes  pregnant. 

Pleurisy. — This  disease  is  not  influenced  by,  nor  does  it  as  a 
rule  efi'ect,  the  pregnancy.  It  may  be  tubercular,  and  then,  as  in  the 
case  just  cited,  the  result  will  be  disastrous  from  extension  of  the 
disease  to  the  lungs. 

HSBinoptysis. — This  may  occur  in  phthisical  cases,  but  it 
may  also  be  seen  when  there  is  no  actual  lung  lesion.  It  is  said  to 
be  due  to  a  ''  cardiac  nerve-storm  "  in  highly  neurotic  women.  It 
is  also  seen  in  cases  of  cardiac  disease  when  compensation  has  failed. 

Treatment. — In  nervous  cases  bromides  and  chloral  should  be  given, 
and  in  cardiac  cases  strophanthus  or  digitalis,  carbonate  of  ammonia, 
and  senega. 

Embolism  of  the  Iinng^.—This  may  occur  during  pregnancy, 
but  it  is  much  more  common  during  the  puerperium.  It  may  cause 
sudden  death  {see  cases,  pp.  449  and  450), 

The  following  case  was,  I  think,  one  of  embolism:  The  patient 
was  within  a  few  days  of  her  second  confinement.  She  was  apparently 
quite  well,  and  had  dinner  with  her  husband.  Shortly  after  dinner 
she  complained  of  feeling  faint,  and  went  to  bed.     In  a  few  minutes 
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she  took  a  kind  of  fit,  and  had  difficulty  of  breathing.  She  rallied 
siiiBciently  to  speak  to  her  husband,  and  then  died.  She  had  been 
dead  for  some  time  before  I  reached  the  house.  The  uterus  was 
intact,  and  there  hatl  been  no  internal  hiemorrhage.  She  had  had 
varicosity  of  the  veins  of  the  legs,  and  I  think  her  death  had  been 
caused  by  the  separation  of  a  clot  from  one  of  these  veins. 


Effect  of  Pregnancy  upon  the  Nervous  System. 

Pregnancy  undoubtedly  throws  a  severe  strain  upon  the  nervous 
ayatem  of  most  women.  Irritability  is  often  exhibited,  and  in  many 
eilses  there  is  a  tendency  to  hysteria.  Many  patients  suffer  from 
iBBomnia,  The  temperament  of  the  woman  may  be  entirely  changed, 
in  most  cases  for  the  worse — t.e.,  a  quiet  disposition  may  be  changed 
into  a  very  irritable  one.  On  the  other  hand,  the  very  opposite 
sometimes  happens,  and  a  very  irritable,  cantankerous  disposition 
changes  to  a  mild  and  placid  one.  As  a  rule,  however,  a  nervous, 
excitable  woman  will  be  more  nervous  and  excitable  than  ever  during 
pregnancy. 

The  OTgana  of  special  senses  are  sometimes  affected.  There  may 
be  failure  of  \ision.  but  this  is  most  frequently  associated  with  albu- 
minuria. Disturbance  of  hearing  is  rare,  but  deaf  people,  as  a  rule, 
are  worse  during  pregnancy.     The  sense  of  smell  may  also  be  affected. 


CHAPTER  VII 

COMPLICATIONS  OF  TREGNAXfCY—CanfinHyd 

Diseases  of  tlie  Nervous  System  :     Xeuralgia— Paralysis— Chorea ^ — Epilepey^ — 

Hysteria — Insnruty* 
Diaeaaefi  of  the  InU^gumentary  System  ;  Urticaria — Init>etigo  Hypertiformis^ 

Heqjes — Pmritis — Diseaaes  of  the  Fmger  Nails. 


Diseases  of  the  Nerv^ous  System. 

ir@uralgla. — Obstinate  neuralgias  are  sometimes  seen.  Neuralo^ia 
€unn<'LtL"(i  vvitii  the  teeth  has  already  been  referred  to,  but  nerves 
in  other  parts  of  the  body  may  be  affected^ — e.g^^  the  intercoatals. 
Sciatica  may  occur  from  pressure  upon  the  nerves,  and  the  anterior , 
crural  nerves  may  be  affected  in  the  same  wa>'.  Severe  headache 
may  be  neuralgic,  but  one  must  never  lose  sight  of  the  fact  that  the 
cause  may  be  fomid  in  the  kidneys.  In  all  cases  of  headache  the 
urine  should  be  exanuned.  Pain  in  the  breasts  is  very  frequently 
complained  of.  The  intimate  connection  between  the  breasts  and 
the  uterus  has  already  been  referred  to. 

Treatment. — Where  possible,  apply  local  sedatives  in  the  form  of 
liniments  ;  but  chloral,  bromides  and  other  nerve  sedatives  wiU  gener- 
ally be  called  for.  For  sciatica  the  patient  must  rest  in  bed  and  keep 
the  bowels  free  to  reUeve  pressure.  When  the  anterior  crural  nerves 
are  affected,  a  well-fitting  abdominal  belt  v^-ill  usually  relieve  the 
pressure.  In  cases  of  headache,  if  albumin  be  found  in  the  urine 
treatment  appropriate  to  that  condition  must  be  adopted. 

ParalysiS.— Most  forms  of  paralysis  have  been  observ^ed  in 
connection  with  pregnancy.  They  may  have  been  present  before  the 
pregnancy,  or  may  occur  daring  its  continuance.  WTien  paralysis 
occurs  during  pregnancy,  in  the  majority  of  cssea^  albumin  will  be 
found  in  the  urine.  In  these  cases,  as  a  rule,  recovery  will  take  place 
shortly  after  dehvery.  There  are  other  cases,  however,  unconnected 
with  albuminuria.     These  may  be  due  to  hsBmorrhage  or  an  embolism 
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causing  hemiplegia,  but  occasionally  case«  are  met  with  where  the 
condition  is  functional.  Sometimes  partial  paralysis  of  one  or  both 
legs  is  caused  by  pressure  upon  the  pek-ic  nerv^es. 

Treatmeyit^^Hhh  mast  be  guided  by  the  cause.  If  there  be  albumin 
in  the  urine,  the  sooner  the  uterus  is  emptied  the  better  for  the  patient. 
The  other  forms  should  be  treated  on  general  principles  and  be  allowed 
to  go  to  full  time.  The  condition  mil  not  adversely  affect  the  preg- 
nancy. The  labour  will  not  be  hindered  by  the  condition.  In  cases 
of  paraplegia  it  is  usually  easy.  After  delivery  rapid  improvement 
occurs  in  many  cases. 

Case  I.— Paraplegia. — I  was  asked  by  a  mission  nurse  to  see  a 
woman  who  was  threatened  with  a  miscarriage  about  the  fifth  month 
of  her  pregnancy.  I  found  she  was  a  multipara,  and  that  she  had 
suffered  from  paraplegia  for  some  time  prior  to  conception.  The 
cause  of  the  paralysis  I  was  unable  to  ascertain.  The  miscarriage 
was  prevented,  and  she  went  to  full  time  and  gave  birth  to  a  live 
child  and  a  dead  fifth- month  one.  The  death  of  one  foetus  had  evi- 
dently occurred  at  the  time  of  the  threatened  miscarriage.  Her 
labour  was  very  easy.  There  was  no  improvement  in  the  paraplegia, 
as  it  was  in  no  way  comiected  with  the  pregnancy. 

Case  II- — Hemiplegia. — Mrs.  G.,  10*para,  aged  forty,  supposed  to 
be  at  full  time,  was  sent  into  hospital  as  a  case  of  eclampsia.  She 
had  been  under  treatment  for  six  days,  but  we,  unfortunately,  received 
no  history  from  her  medical  attendant,  and  had  to  rely  on  statements 
made  by  her  neighbour.  Six  days  previous  to  admission,  while  in 
her  neighbour's  house,  she  had  fallen  down  in  a  fit.  She  had  been 
unconscious  for  some  time  and  unable  to  speak  for  several  days,  but 
her  speech  had  now  returned  to  her.  She  had  lost  the  power  of  her 
right  leg  and  arm. 

On  examining  her  we  found  she  was  very  apathetic,  and  could  not 
speak  very  distinctly.  She  had  right-sided  paresis  of  the  arm  and 
leg,  left  ptofiia  and  dilatation  of  left  pupil  and  external  squinting  of 
the  same  eye,  but  not  constantly.  The  tongue  protruded  shghtly  to 
the  right.  The  heart  and  lungs  were  fairly  normal.  There  was  no 
cardiac  bruit*  She  had  no  pain  in  the  head.  The  fcet-al  heart  was 
audible.  There  was  some  sUght  a^dema  of  the  feet  and  ankles.  The 
urine  showed  no  trace  of  albumin,  but  reduced  Fehling^s  solution 
slightly. 

It  was  quite  evident  that  this  was  a  case  of  rigbt-sided  hemiplegia 
which  was  improving.     It  had  probably  been  caused  by  an  embolism. 

The  patient  lay  in  a  lethargic  condition,  and  passed  ail  her  motions 
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ID  bed.  Ten  days  after  admission  a  slight  trace  of  albomin  was  found 
in  her  urine.  The  os  would  then  admit  two  fingers,  and  there  was 
some  evidence  of  uterine  contractions.  The  patient  was  somewhat 
restless,  and  more  intelligent  than  she  had  been.  On  the  twelfth  day| 
after  admission  the  largest  Barnes's  bag  was  introduced,  and  when  i| 
was  expelled  the  os  was  further  dilatetl  manually,  and  the  membranes  i 
ruptured,  when  the  child  was  expelled  alive  almost  as  aoon  as  the 
hand  was  withdrawn. 

The  puerperium  was  normal,  and  the  patient  improved  considerably 
before  she  left  the  hospital,  and  I  have  no  doubt  w^ould  ultimately 
recover  completely. 

Cliorea. — This  is  a  serious  complication  of  pregnancy.  Of  the 
225  cases  collected  by  Buist  (Trans.  Edinb.  Ohst.  Soc,  1894r-95), 
00  per  cent,  occurred  in  primipani'  and  17-B  per  cent.  died.  In  manyJ 
cases  the  disease  has  existed  in  childhood,  but  it  does  not  follow  that 
chorea  will  necessarily  arise  during  pregnancy  if  the  woman  has  iiad 
previous  attacks.  Heredity,  chlorosis,  and  rheumatism  are  also  pre- 
disposing causes.  It  is  almost  always  aggravated  by  the  pregnancy, 
and  in  many  cases  the  pregnancy  is  affected  by  it  to  the  extent  of 
causing  premature  expulsion  of  the  uterine  contents.  In  these  cases 
the  death-rate  is  ver}^  high  (25  per  cent.)^  The  choreic  movements 
may  become  so  incessant  as  to  wear  the  patient  out.  They  may  be 
so  severe  that  the  patient  can  only  be  kept  in  bed  with  difficulty. 
Insanity  is  not  infrequently  associated  with  it.  or  may  follow  an 
attack. 

Prognosis. — In  severe  cases  this  is  very  grave. 

TreainietU. — ^The  treatment  is  the  same  as  in  non- pregnant  cases^ — 
viz.,  large  doses  of  arsenic,  nerve  sedatives^  nutritious  diet.  The 
patient  should  be  kept  strictly  quiet  in  bed.  In  bad  eases  if  there  is 
no  improvement  the  uterus  should  be  emptied.  One  must  not  delay 
this  too  long  or  the  result  may  be  fatal,  hut,  if  it  is  done  early,  the 
chances  of  recovery  will  be  good.  If  insanity  follows  she  should  be 
treated  in  seclusion. 

Case. — Mrs.  C,  2-para,  aged  nineteen,  was  admitted  to  the  Maternity 
Hospital  from  the  Royal  Infimiary  suffering  from  chorea.  Her  first 
child  had  been  still-born,  prematurely,  fifteen  months  previously. 
There  was  a  suspicion  of  syphilis  in  the  husband.  C'horea  had  first 
developed  about  two  months  previous  to  admission.  8he  had  been  in 
the  Royal  Infirmary  under  treatment  for  six  w^eeks,  and  had  improved 
considerably.     Pregnancy  was  advanced  seven  months. 

There  were  jerking  movements  of  the  left  arm  and  band.     The 
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facial  niuscles  were  involved,  priiicipatly  on  the  left  side.  The  move* 
ments  also  affected  the  left  leg,  but  not  so  markedly,  and  occasionally 
were  present  in  the  right  arm  and  leg.  She  was  readily  excited. 
There  was  no  rheumatic  historj^  The  cardiac  sounds  were  prolonged 
and  accentuated,  but  there  was  no  definite  murmur. 

The  day  following  admission  she  had  an  attack  of  screaming  and 
violent  movements,  and  a  few  days  later  began  to  manifest  delusions, 
imagining  that  people  were  shouting  at  her  from  the  street  and  looking 
in  at  the  window.  She  became  unreasonable  and  childish  at  times. 
The  treatment  adopted  was  increasing  doses  of  hq.  arsen,,  et  hydrarg, 
iodid.  and  Batt ley's  solution  when  necessary  for  sleeplessness.  Th*^' 
choreic  condition  improved,  but  as  her  mental  condition  showed  n<i 
improvement,  it  was  determined  to  bring  on  labour  four  weeks  after 
admission. 

On  examining  her  under  chloroform,  the  os  was  found  to  admit  one 
finger,  and  as  the  cerv^ix  was  soft  it  was  easily  dilated,  until  two  lingers 
Muld  pass.  No  bougies  were  introduced.  The  labour  came  on,  and 
ended  by  natural  efforts  two  days  later.  The  child  was  alive,  and 
weighed  4 J  pounds.  The  patient  was  very  moch  excited  during  the 
fliMOd  stage  of  labour.  She  improved  slightly  during  the  puerperium, 
but  she  still  had  the  same  dehisions.  Twelve  days  after  delivery  she 
was  transferred  to  an  asylum.  The  choreic  movements  gradually 
improved  and  the  mental  condition  cleared  up,  so  that  a  month  later 
8  h  e  wa  s  d  i  sc  h  a  rge  d  a  s  c  u  re  d . 

lipilepsy. — Pregnancy  seems  to  influence  epilepsy  favourably. 
As  a  niie  the  fits  are  less  frequent,  but  they  are  liable  to  occur  during 
labour,  and  may  be  mistaken  for  eclampsia.  The  fits  are  identical, 
and  one  must  be  guided  by  the  pre\iou8  history.  I  have  seen  several 
cases  which  have  been  sent  into  the  hospital  as  eclamptics.  In  one 
of  them  there  was  a  considerable  amount  of  albumin  in  the  urine,  but 
we  decided  from  the  previous  history  that  it  was  a  case  of  epilepsy, 

Trealmenl,— Give  the  bromides  freely. 

Hysterla.^^A  hysterical  woman  will  be  liable  to  attacks  during 
pregnancy,  and  she  will  probably  take  advantage  of  her  condition 
to  gain  as  much  sympathy  as  possible.  The  attacks  wiU  not  be  likely 
t'O  have  any  bad  effects  upon  the  pregnancy. 

lasanity-— Insanity  may  occur  during  pregnancy,  especially  in 
where  there  is  a  strong  predisposition.  If  the  patient  is  in  a 
weakly  condition,  as  from  suckling  her  previous  child  or  from  anaemia, 
etc..  and  if  there  is  any  hereditary  tendency,  the  strain  of  pregnancy 
may  cause  a  complete  breakdown.     Prolonged  mental  strain,  as  from 
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the  shame  of  an  illegitimate  pregnancy  or  from  desertion,  may  bring 
it  on.  It  may  also  arise  in  cases  of  chorea  (see  p.  64).  A  aevete  mental 
strain  or  sho<;k  will  be  found  to  be  the  exciting  cause  in  most  cases. 

Insanity  may  occur  during  the  puerperium  or  period  of  lactation, 
but  this  will  be  discussed  later.  It  is  less  frequent  during  pregnancy 
than  during  either  of  the  other  periods. 

It  may  take  the  form  of  mania  or  melancholia.  The  latter  is  the 
commoner  form  during  pregnancy.  The  woman  may  sink  into  a 
condition  of  profound  lethargy  and  stupidity.  Suicidal  tendencies 
are  generally  strongly  developed,  and  if  the  condition  continue  after 
delivery,  the  patient  may  have  strong  impulses  to  kill  her  child. 
Moral  perversions  are  common,  such  as  dipsomania  and  kleptomania. 

Primiparae  are  more  prone  to  attacks  than  nmltipane.  Attach 
are  liable  to  recur  in  subsequent  pregnancies.  It  may  begin  with 
conception,  but  the  end  of  the  third  or  the  beginning  of  the  fourth 
month  is  the  most  usual  time  for  it  to  manifest  itself.  It  rarely  dis- 
appears until  after  delivery. 

Prognosis .^Thh  is  generally  favourable.  Recovery  occurs  within 
a  few  months  of  dehvery.  The  patient  .should  be  warned  that  thert^ 
is  considerable  risk  of  recurrence  if  she  should  again  become  pregnant. 

Treatment . — The  patient's  strength  nmat  be  kept  up  by  giving  her 
plenty  of  nourishing  food.  If  she  refuses  to  eat  she  must  be  fed  by 
the  stomach-tube.  The  bowels  must  be  kept  free,  and  if  she  is  anaemic, 
iron  and  arsenic  should  be  freely  administered.  When  there  is  iti 
suicidal  tendency,  she  must  be  carefully  watched.  If  she  is  troubled i 
with  insomnia »  chloral  is  one  of  the  best  hypnotics  to  use.  She  should 
be  kept  as  cheerful  as  possible,  and  when  able,  should  have  as  much 
open-air  exercise  as  possible.  If  the  case  cannot  be  properly  looked 
after  at  home,  she  should  be  sent  to  an  asylum. 

Diseases  of  the  Osseous  System. 


There  is  one  disease  of  the  bones  which  is  j>eculiar  to  pregnancy — 
viz.,  mollities  ossium  or  osteo-malacia.      It  is  rare  in  this  country, 
but  endemic  in  some  parts  of  Europe  and  in  tropical  countries.     Ita| 
chief  characteristic  is  great  softening  of  the  bones,  which  gives  nm 
to  marked  deformity  of  the  pelvis  (see  malacosteon  pelvis). 

The  patient*s  bones  become  soft ;  she  suflfers  great  pain  in  them,  an<l 
severe  cramp  in  her  muscles.  She  has  a  troublesome  cough  and 
suffocative  attacks.  The  deformity  of  the  pelvis  may  cause  incarcera- 
tion of  the  uterus  and  retention  of  urin<'. 
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Treatment. — Drugs  seem  to  have  very  little  effect  on  the  ccmditiou, 
but  it  can  be  cured  by  removal  of  the  ovaries.  One  would  be  justified 
in  inducing  an  abortion,  especially  with  retention  of  urine.  At  full 
time,  if  the  bones  are  soft,  the  pelvis  may  be  expanded  by  the  hand 
to  allow  of  delivery,  and,  if  this  cannot  be  managed,  the  uterus  should 
be  removed  bv  abdominal  section. 


Diseases  of  the  Integumentahy  System. 

Any  of  the  ordinary  skin  diseases  may  attack  a  pregnant  woman, 
but  some  are  said  to  be  due  to  the  pregnancy. 

Urticaria.— Some  patients  are  very  subject  to  this  tluring  preg- 
nancy, and  it  not  infrequently  attacks  them  during  the  puerperium. 
I  have  several  patients  who  are  regularly  attacked  by  it.  It  may 
be  very  severe,  and  cause  great  irritation. 

Treatment, — The  bowels  should  be  kept  free  with  salines,  and 
alkaline  baths  used  for  the  irritation. 

Impetigo  Herpetiformis,— This  may  begin  in  the  groin, 
rcjuod  the  umbilicus,  or  on  the  breasts.  It  comes  out  in  small  pustules, 
which  form  crusts  and  gradually  spread  over  the  whole  skin.  There 
will  be  high  fever  and  rigors,  with  great  prostration,  delirium,  and 
vomiting.  It  usually  disappears  in  the  latter  half  of  pregnancy. 
The  pregnancy  will  not  be  interrupted  by  it,  unless,  as  not  infre- 
quently happens,  it  proves  fatal 

Herpes. — This  appears  as  an  erythematous  eruption  with  vesicles 
and  bulhe.  It  may  continue  throughout  the  whole  pregnancy  and 
disappear  during  the  puerperium.  It  is  probably  nervous  in  origin, 
and  should  be  treated  accordingly.  It  will  not  influence  the  preg- 
nancy. 

FrurltUB. — Its  usual  seat  is  the  \iilva,  but  it  may  be  general.  It 
will  be  dealt  with  in  connection  with  vaginal  discharges. 

Disease  of  the  ringer  NaUs.— This  is  a  painful  aflfection, 
probably  of  a  nervous  origin,  and  due  to  malnutrition  of  the  nails. 
The  nails  become  loose  and  easily  broken.  Ner\^e  tonics  do  good, 
but  the  condition  is  likely  to  last  throughout  the  pregnancy  and  then 
disappear. 

Excessive  deposit  of  pigment  in  the  skin  is  occasionally  seen.  The 
patient*s  face  may  become  veiy  blotched  and  disfigured.  The  skin 
of  the  abdomen  occasionally  becomes  so  darkened  as  to  suggest 
Addison's  disease.  It  is  of  no  consequence  except  from  an  aesthetic 
point  of  \"iew. 


CHAPTER  VIII 

COMPLICATIONS  OF  PREGNANCY— C^'H^rt/'^r/ 
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Cervix  — Fibroid  Tuijujurs  of  tiie  Uterus — Ovarian  and  Parovarian  TufnoiirF 
— Tumours  of  the  Fallopian  TuIk^ — Displacements  of  the  UteruA^-AnteHexion 
—Retroflexion — Pelvic  Adhenions — Rupture  of  the  Uterus — Hjdramnios — 
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Complications  connected  with  the  Genital  Organs. 

Vaginal  Discharge. — The  normal  secretions  of  the  vagina  are 
increased  during  jjregnancy,  so  that  a  slight  leucorrhtpal  discharge 
is  usual,  but  in  a  number  of  cases  this  discharge  beconieis  C'xcessive — 
i.e.,  one  finds  a  vaginitis.  This  may  be  due  to  gonorrhrea.  The 
discharge  is  usually  very  irritating,  and  soon  affects  the  external 
genitals,  and  may  cause  redness  and  excoriation  of  the  parts  in  the 
immediate  neighbourhood.  It  will  set  up  prunluti  tmiro',  and  the 
patient  will  suSer  excessively  from  the  intolerable  itching.  I  have 
known  the  suffering  to  be  so  great  that  the  patient  threatened  to 
commit  suicide  if  she  did  not  get  relief. 

Treatment. — Astringent  and  antiseptic  douches  may  be  ut^d,  but 
the  best  method  of  treatment  I  ha%^e  found  is  to  douche  or  swab  out 
the  vagina,  and  then  pack  it  with  a  fair  amount  of  powdered  boracic 
acid  and  a  tampon  of  glycerine  and  ichthyoh  A  few  applications 
of  this  will  usually  suffice  to  check  a  profuse  vaginal  discharge  and 
cure  the  pruritus.  The  application  of  sedative  ointments  to  the  external 
genitals  may  give  a  certain  amount  of  relief,  but  the  only  way  to  cure 
the  pruritu.s  is  to  remove  its  cause — viz.,  the  vaginal  discharge. 

Abscess  of  Bartholin's  Glands*— The  \-olvo-vaginal  glands 

occasionally  become  acutely  inflamed  and  form  an  abscess,  especially 
in  gonorrlujeal  cases.     One  or  both  glands  may  be  affected. 

Trentmrht. — Make  a  very  free  incision,  and  keep  the  cavnty  stuffed 
with  iodoform  gauze  until  it  heals  from  the  bottoUL 
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Tumours  of  the  Vagina.— They  will  be  dealt  >^nth  when 
epeaking  of  delayed  labours* 

iflialigliaxit  Disease  of  the  Cenrlx,— Advanced  cancer  of 
the  cervix  will  prevent  conception,  but  we  occasionally  meet  with 
fairly  advanced  cases  in  pregnancy.  The  patient  complaiiui  of  a  nasty 
blood*9tained  vaginal  discharge,  and  she  may  have  attacks  of  severe 
bleeding.  The  condition  may  be  supposed  to  be  one  of  abortion  or 
ante-pattum  haemorrhage. 

Diagnosis^ — A  vaginal  examination  will  reveal  a  thickened  and 
often  an  ulcerated  cervix.  The  hardness  of  the  cancer  will  be  easily 
felt  in  the  softened  cervix  of  pregnancy. 

Prognosui. — The  condition  is  a  very  hopeless  one  for  the  woman 
as  well  as  for  the  foetus. 

TrecUment. — In  the  early  months,  if  the  disease  has  not  spread 
beyond  the  cervix,  vaginal  hysterectomy  should  be  done  as  soon  as 
possible.  The  pregnant  uterus  can  be  removed  by  the  vagbial  route 
up  till  the  fifth  or  sixth  month.  If  neceaaary,  a  vaginal  Caesarian 
section  C4in  be  done  to  lessen  the  bulk.  In  the  later  months  of  preg- 
nancy, I  wuuld  be  inclined  to  let  the  case  go  to  full  time  if  possible,  and 
then  do  a  Csesarian  section  in  the  interests  of  the  child,  and  remove 
the  uterus  entirely.  It  is  not  advisable  to  induce  an  abortion  or 
premature  labour  with  the  idea  of  removing  the  uterus  after  it  is 
emptied. 

Plbroid  Tumours  of  the  Uterus.— The  i presence  of  one  or 
more  fibroids  in  the  uterus  may,  but  does  not  always,  prevent  con- 
ception. In  many  cases  the  course  of  the  pregnancy  Vkill  not  be 
interfered  mth,  but  the  labour  nxay  be  obstructed.  These  cases 
will  be  considered  later.  If  there  be  a  large  number  of  small  tumours, 
or  one  or  more  large  ones,  the  pregnancy  caimot  go  to  full  time,  so 
one  must  decide  what  is  best  to  be  done.  An  abortion  or  miscarriage 
may  come  on  spontaneously,  or  may  be  induced,  but  I  am  decidedly 
of  opinion  that  the  best  method  of  treatment  is  removal  of  the  uterus 
and  tumours.  The  risk  of  the  oijeration  will  not  be  materially  in- 
creased by  the  pregnancy.  After  an  abortion  there  is  great  risk  of 
sepsis* 

Orarian  and  Parovarian  Tumours.— If  these  tumours  are 
large  they  may  make  it  impossible  to  allow  of  full  time  being  reached, 
but,  as  a  rule,  this  is  not  the  case.  If  the  tumour  is  fairly  large,  it 
Bhould  be  operated  on  as  early  as  possible*  If  it  is  small,  it  may  be 
left  alone,  but  there  is  considerable  risk  of  twisting  of  the  pedicle, 
and  it  is,  on  the  whole^  better  to  remove  even  a  small  one.     If  twisting 
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of  the  pedicle  occur,  the  tumour  will  become  painful,  and  probably 
increase  in  size.  It  should  be  operated  on  at  once.  As  regards  the 
effect  of  the  operation  upon  the  pregnancy*  an  abortion  or  premature 
labour  may  occur,  but  in  many  cases  this  does  not  happen. 

Case, — Early  in  September,  1902,  I  first  saw  the  patient,  an  un- 
nmrried  young  woman,  who  was  sent  to  me  by  Dr,  Campbell  M'Clure. 
She  had  not  menstruated  since  the  beginning  of  July,  and  she  con- 
fessed to  a  possibility  of  pregnancy.  On  examining  her,  I  found 
there  was  a  tumour  in  the  abdomen,  extending  nearly  as  high  as  the 
umbilicus.  It  was  quite  smooth  and  hard,  and  did  not  show  any  con- 
tractions. It  was  scarcely  as  broad  as  the  pregnant  uterus  of  the 
same  height  would  have  been.  There  were  no  sounds  to  be  heard  in 
it.  Per  vaginam  the  cervix  felt  soft,  and  the  uterus  enlarged.  The 
uterus  could  not  be  made  out  separate  from  the  tnmour* 

I  gave  the  opinion  that  she  was  pregnant,  but  that  she  had  a  tumour 
a?  well,  which  seemed  to  me  to  be  a  subperitoneal  fibroid  growing 
from  the  fundus.  Dr.  M'CIure  agreed  with  me  that  there  was 
tumour  in  addition  to  an  early  pregnancy.  An  examination  under 
chloroform  would  have  enabled  us  to  definitely  settle  the  matter, 
but  she  would  not  consent  to  this.  I  advised  her  to  wait  a  month, 
and  on  examining  her  then,  when  the  fundus  had  risen  to  the  brim, 
there  was  no  doubt  of  the  condition,  and  I  advised  removal  of  the 
tumour,  as  it  was  causing  her  considerable  pain,  and  it  was  so  large 
that  there  would  be  great  pressure  in  the  al>domen  as  the  pregnancy 
nearcd  full  time,  and  besides,  there  was  always  the  risk  of  a  twisting 
of  the  pedicle. 

She  ultimately  consented  to  have  an  operation  performed,  and 
came  into  the  Maternity  Hospital  on  November  25.  She  was  ex- 
amined under  chloroform.  The  outlines  of  two  distinct  abdominal 
tumours  were  quite  apparent  to  the  naked  eye.  The  lower  one  was 
central,  tending  to  encroach  more  on  the  left  iliac  region.  The  upper 
one  lay  to  the  left,  its  upper  part  under  the  left  ribs.  On  palpating 
the  abdomen,  the  lower  tumour  could  easily  be  made  out  to  be  the 
uterus,  pregnant  to  over  four  months.  The  higher  tumour  was  quite 
movablej  and  apparently  attached  to  the  fimdus  of  the  uterus.  It 
was  an  elongated  ovah  and  felt  quite  tense,  Whtn  it  was  moved 
to  the  middle  line  the  left  kidney  could  be  palpated. 

The  diagnosis  lay  between  a  subperitoneal  fibroid  with  a  long 
jiedicle  and  a  tense  dermoid  cyst.     I  was  inclined  to  the  former. 

Previous  to  the  pregnancy  the  patient  had  never  had  any  definite 
symptoms  pointing  to  the  presence  of  a  tumour.     She  had  commenced 
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to  menBtniate  at  the  age  of  thirteen.  Her  periods  had  usually  lasted 
three  days,  and  the  flow  had  never  been  excessive.  Two  years  ago 
ahe  had  been  "'  bloodless/'  and  the  periods  had  then  been  very  scanty* 
A  couriie  of  Bland's  pills  had  relieved  this  condition,  and  subsequently 
the  periods  had  been  quite  regular,  until  the  beginning  of  July. 

On  November  28,  assisted  by  Dr.  Kerr,  1  performed  abdominal 
section.  A  fairly  large  incision  was  necessary  to  get  the  tumour  out. 
It  was  found  to  be  a  cyst  of  the  left  ovary,  with  a  long  pedicle,  and 
adherent  by  a  large  number  of  long  adhesions  round  the  fundus  of 
the  uterus,  and  then  across  the  top  of  the  bladder,  making  a  complete 
circle.  It  was  impossible  to  differentiate  the  true  pedicle  from  the 
adhesions*  They  were  tied  in  sections  with  strong  catgut.  About 
fifteen  ligatures  were  required  before  the  tumour  was  freed.  The 
pregnant  uterus  was  handled  as  little  as  possible.  The  head  of  the 
foetus  waa  distinctly  felt  lying  towards  the  left  side.     The  abdominal 

^ wound  was  closed  in  three  layers. 
The  patient  stood  the  operation  very  well,  and  in  the  evening  the 
temperature  was  99-4^  F.,  and  the  pulse  104.  There  was  no  sickness. 
-  The  bowels  were  moved  by  calomel  and  a  saUne  on  the  third  day, 
pid  on  the  evening  of  the  fifth  day  there  were  some  uterine  contrac- 
tionja,  but  a  small  dose  of  morphia  stopped  them.  The  patient  seemed 
to  do  well  until  the  seventh  day,  when  she  became  very  ill.  The 
temperature  w^as  101^  F.,  and  the  pulse  136,  There  were  no  indica- 
tions of  peritonitis,  nor  of  an  abortion.  She  was  listless,  and  in  the 
S  afternoon  became  almost  comatose,  and  wsls  thought  to  be  dying. 
As  there  were  no  indications  of  peritonitis,  I  concluded  she  was  auSering 
from  toxemia,  probably  caused  by  absorption  from  the  uterine 
contents,  so  1  decided  to  pass  a  sound  into  the  uterus  and  bring  on  an 
abortion.  The  hquor  amnii  had  no  bad  odour.  She  rallied  a  little, 
and  uterine  contractions  came  on  in  a  few  hours,  and  the  contents  of 
the  uterus  were  expelled  about  fifteen  hours  after  the  passage  of  the 
sound.  The  foetus  was  macerated,  and  had  a  foul  odour.  An  intra- 
uterine douche  of  lysol  was  given. 

The  abdominal  wound  had  yielded  in  two  places,  and  a  portion  of 
omentum  protruded.  The  protruding  portion  of  omentum  was 
ligatured  and  cut  away.  It  was  not  even  injected,  and  the  bowels 
were  perfectly  healthy- looking.  Then  through  and  through  silkworm- 
gut  sutures  were  passed,  and  the  wound  completely  closed.  While 
this  was  being  done  the  patient  did  not  complain  of  any  pain. 

Within  twenty-four  hours  the  temperature  had  fallen  to  normal, 
and  from  that  time  onwards  she  made  a  good  recovery,  except  that  a 
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deep  bedsore  formed  over  the  lower  part  of  the  sacrum,  ami  was  very 
slow  in  healing. 

When  the  stitches  were  taken  out  the  wound  was  found  to  be  very 
firmly  healed. 

It  is  difficult  to  say  when  the  foetus  perished,  but  I  think  it  probably 
did  so  during  the  operation.  Its  death  may  have  been  caused  by  the 
chloroform.  I  do  oot  know  why  the  absorption  from  the  macerating 
uterine  contents  had  such  a  profound  effect  upon  the  patient.  The 
cervix  was  closed,  and  the  sac  intact  until  the  sound  was  passed,  so 
it  is  difficult  to  understand  how*  the  uterine  contents  could  have 
become  septic.  There  can  be  no  doubt,  however,  that  the  serious 
condition  of  the  patient  was  caused  by  absorption  from  the  uterine 
contents.  The  poison  had  a  most  alarming  effect,  and  at  one  time 
(a  few  hours  before  I  passed  the  sound)  death  seemed  almost  in- 
evitable. The  dulled  condition  of  sensation  was  very  marked  :  the 
patient  hardly  wnnced  when  I  was  restitching  the  wound.  The 
formation  of  the  bedsore  was  also,  I  think,  due  to  the  effect  of  the 
poison  in  lowering  the  vitality  of  the  tissues. 

The  tumour,  which  was  about  the  size  of  a  large  cocoanut,  con- 
tained pulpy  sebaceous  material,  but  there  w^ere  no  hairs  or  t^eth 
seen  in  it.    The* cyst  wall  was  fairly  thick  and  fibrous. 

The  patient's  health  has  been  fully  restored,  and  she  suffers  no 
inconvenience. 

TtimOTirs  of  the  Fallopian  Tube.— Tliese  are  exceedingly 
rare,  A  pyo-  or  hydrO'Siii|>irix  is  occasionally  found,  and  in  a  few  rare 
cases  an  extra-uterine  gi^station  has  co-existed  with  an  ordinary 
uterine  pregnancy* 

Treatment, — The  affected  tube  should  be  removed  as  soon  as  possible, 
A  pyo-salpinx  may  remain  t|uiescent  during  pregnancy,  but  it  will 
be  sure  to  set  up  septic  mischief  in  the  puerperium  (see  Case  IV. » 
p,4:^7). 

Bisplacementa  of  the  Uterus.— During  the  first  three  months 
of  pregnancy  the  uterus  is  still  in  the  p>elvic  cavity.  As  it  increases 
in  weight  it  tends  to  sink  somewhat.  If  the  pelvic  floor  is  normal, 
no  actual  prolapse  will  occur.  The  patient  may  experience  a  certain 
amount  of  discomfort  from  weight  and  bearing  down,  especially  if 
**he  is  constipated,  but  the  disturbance  will  be  trifling.  On  the  other 
hand,  if  the  pelvic  floor  has  been  weakened  or  partially  torn,  prolapse 
to  a  lesser  or  greater  degree  will  occur.  It  is  rarely  seen  in  primiparous 
women.  As  a  rule,  the  prolapse  does  not  pass  beyond  the  second 
degree,  but  in  a  few  cases  it  becomes  complete.     The  patient  suffers 


COMPLICATIONS  OF  PREGNANCY 


73 


I 

I 


from  bearing  down  ami  dragging  sensations  in  the  pelvis,  and  mic- 
turition may  be  interfered  with. 

Treatment. — Replace  the  utems,  and  support  it  by  means  of  a  ring 
pessary.  The  support  should  be  worn  until  the  beginuiug  of  the  fifth 
month  at  least,  as  by  that  time  the  uterus  will  have  risen  into  the 
abdominal  cavity,  and  will  be  supported  by  the  brim  of  the  j>el\is, 
Wbeo  there  is  any  tendency  to  prolapse,  the  patient  sliauld  rest  as 
much  as  possible. 

Anteflexion, — This  is  the  normal  position  of  the  uterus.  If  it 
is  exaggerated,  the  patient  will  suffer  from  considerabie  irritability 
ol  the  bladder  until  the  fundus  has  risen  above  the  brim.  Treatment 
will  not  be  necessary,  except,  perhaps,  to  give  sedatives  for  the  bladder 
irritability. 

Setrofiexlon. — This  is  a  much  more  serious  condition.  In  the 
majority  of  these  cases  there  has  been  a  tendency  to  posterior  dis- 
placement before  impregnation,  but  it  may  be  caused  by  a  strain  or 
blow.  If  there  has  been  a  tendency  to  a  posterior  displacement 
before  impregnation,  then,  as  soon  as  the  uterus  begins  to  increase 
in  weight,  it  sinks  in  the  pelvis,  and  the  tendency  to  posterior  dis- 
placement is  increased.  In  all  cases  of  prolapse  there  is  more  or 
less  posterior  displacement.  The  weight  of  the  uterus  soon  causes 
it  to  fall  back  upon  the  rectum.  If  the  patient  allow  her  bladder  to 
become  overdistended,  this  also  pushes  the  fundus  back.  .\s  the  body 
of  the  uterus  increases  in  size,  the  cervix  becomes  jammed  against 
the  neck  of  the  bladder,  and  emptying  of  the  latter  becomes  impossible. 
Overdistention  results,  and,  finally,  either  a  continuous  dribbling  of 
urine  from  overflow  comes  on,  or  else  the  bladder  ruptures.  Hy  the 
beginning  of  the  fourth  month  the  fundus  uteri  should  be  rising 
above  the  brim,  but  as  it  is  caught  under  the  promontory,  this  is 
preventetl.  It  may  free  itself  and  rise  above  the  brim,  but  if  the 
bladder  is  overdistended,  this  is  hardly  likely  to  occur.  If  the  ovum 
does  not  perish,  but  goes  on  groMing,  more  and  more  pressure  is  made 
upon  the  perineum,  and  it,  as  well  as  the  posterior  uterine  wall,  may 
begin  to  slough.  A  portion  of  the  uterus  may  grow  above  the  brim, 
while  the  incarcerated  portion  remains  jammed  in  the  pehds.  An 
abortion  may  occur,  but,  from  the  position  of  the  cervix,  the  uterus 
has  great  difficulty  in  emptying  itself,  so  that  the  contents  are  liable 
to  be  retained.  If  the  urine  becomes  septic,  the  infection  may  spread 
to  the  kidneys. 

Sigfis  and  Sijmptoms, — The  patient  complains  of  pain  in  the  back 
aad  bearing  down.    Difficulty  in  micturition  comes  on,  after  a  time  she 
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is  iinable  to  empty  her  bladder,  and  finally  the  urine  begins  to  dribble 
away.  As  the  bladder  distends,  a  tumour  manifests  its  presence  in  the 
abdomen.    The  patient  probably  has  considerable  difficulty  in  walking. 

Diag7iosis. — Wlienever  a  woman  complains  of  dribbling  of  urine 
in  the  early  months  of  pregnancy,  one  should  at  once  suspect  a  posterior 
displacement  of  the  uterus.  If  the  bladder  is  distended,  a  pyriform 
tumour,  much  larger  than  the  uterus  should  be  at  the  time  of  preg- 
nancy which  she  has  reached,  will  be  felt  in  the  abdomen.  A  vaginal 
examination  will  reveal  a  rounded  cystic  swelling  in  the  ^Kjsterior 
part  of  the  pelvis.  The  cervix  is  usually  to  be  felt  high  up  behind 
the  symphysis  pubis. 

Prognosis. — If  the  case  is  early  recognised  and  properly  treated, 
there  should  be  no  particular  risk  to  either  mother  or  fa?tua,  but,  if 
the  condition  is  **  left  to  nature,**  it  becomes  a  very  serious  compUca- 
tion  of  pregnancy. 

Treatmetit. — In  an  early  case  without  distention  of  the  bladder, 
the  uterus  should  be  replaced  at  onc^,  and  a  suitable  pessary  inserted* 
When  the  bladder  is  distended,  it  should  first  be  reUeved  by  catheter, 
with  the  precautions  already  stated.  In  some  cases  the  uterus  may 
be  replaced  at  once,  but  it  is  generally  necessary  to  delay  reposition 
until  next  day.  The  bowels  should  be  thoroughly  cleared  out,  and 
the  bladder  completely  emptied  before  attempting  the  operation. 
To  facilitate  matters  chloroform  should  be  given.  The  fundus  may 
be  pushed  up  by  two  fingers  in  the  vagina,  but  by  passing  them  into 
the  rectum  you  get  better  leverage  on  the  posterior  wall  If  the 
cervix  is  caught  with  forceps,  and  pulled  down  at  the  same  time, 
replacement  wil!  be  facilitated.  By  placing  the  patient  in  the  knee- 
elbow  position  you  may  assist  matters.  When  the  uterus  is  replaced, 
an  Albert  Smith,  Hodge,  or  ring  pessary  should  be  inserted.  It 
lA  well  to  administer  an  opiate  to  prevent  uterine  action  being  set  up. 
The  pessary  can  be  taken  out  in  aboiic  two  months'  time,  when  the 
uterus  has  risen  well  into  the  abdomen. 

In  some  cases  spontaneous  reposition  occurs  after  the  bladder 
has  been  emptied,  as  in  Case  III.,  but  one  cannot  trust  to  this  occurring. 
Some  authorities  say  that  if  a  ring  pessary  is  insert^l  the  uterus  will 
almost  invariably  right  itself,  but  I  maintain  that  replacement  id 
necessary  before  the  insertion  of  the  ring. 

You  may  fail  to  replace  a  badly  incarcerated  uterus.  Then  you 
must  either  lessen  the  bulk  by  passing  a  sound  in  and  nipturing  the 
ovum,  or  by  puncturing  through  the  posterior  uterine  wall  and  drawing 
ofl  the  hquor  amnii ;  or  else  you  must  relieve  the  condition  from 
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above  by  opening  the  abdomen  and  tlrawing  the  utenis  out  of  the 
pelvis.  The  latter  method  is  preferable  to  the  former,  as  the  preg- 
nancy would  not  necessarily  be  interrupted.  The  operation  has  now 
been  done  several  times  with  success. 

Of  the  many  cases  I  have  seen,  the  following  three  may  be  given  : 

Qahk  I.^A  multipara,  pregnant  for  the  third  time,  came  to  me 
complaining  of  severe  pain  in  the  back^  and  inability  to  pass  urine, 
and  she  also  stated  that  something  was  coming  down.  She  was 
three  and  a  half  months  pregnant.  Dribbling  of  urine  had  not  com- 
menced, as  retention  had  only  existed  for  a  few  hours.  The  patient, 
who  had  been  dosing  herself  heavily  with  quack  medicines  certified 
to  remov^e  all  female  obstructions,  was  terribly  afraid  that  she  had 
done  herself  some  serious  mischief. 

On  examining  the  abdomen  I  found  the  bladder  distended,  and, 
per  vaginam.  the  elongated  anterior  Hp  of  the  cer\dx  protruding  from 
the  vulva,  while  the  retro0exed  body  of  the  uterus  lay  low^  down  in 
the  posterior  fornix.  The  uterus  was  not  only  retroflexed,  but  it  was 
conjsiderably  prolapsed.  The  urine  was  drawn  oflf,  and  the  patient 
was  instructed  to  have  her  bowels  well  cleared  out  and  to  take  no 
food  the  following  morning.  Under  chloroform,  after  the  bladder 
was  emptied,  reposition  was  easy,  by  drawing  down  the  cervix  and 
tilting  up  the  fundus  through  the  rectum.  A  large-sized  Albert  Smith 
pessary  was  inserted,  and  a  morphia  suppository  administered  to 
quieten  uterine  action,  A  few  days  later  the  pessar)'  was  expelled 
while  straining  at  stool,  but  the  retroflexion  did  not  recur.  A  large 
ring  was  inserted,  and  left  in  for  two  months,  and  there  was  no  further 
trouble. 

Case  II. — A  multipara,  aged  twenty- four  years,  was  brought  into 
the  hospital  with  a  temperature  of  102*^  F.,  and  very  feeble  nmning 
pulse.  She  stated  that  for  six  weeks  she  had  had  a  nasty  watery 
discharge  from  the  vagina.  She  thought  she  w^as  six  months 
pregnant. 

On  examining  her,  the  abdomen  was  found  to  be  distended  by  a 
tumour  extending  as  high  as  the  umbilicus.  It  was  tender.  A  very 
foul  discharge  was  coming  from  the  vagina,  and  on  passing  the  fingers 
in,  a  portion  of  the  uterus  was  found  incarcerated  in  the  pelvis.  On 
passing  a  catheter,  several  pints  of  frightfully  stinking  urine  were 
drawn  off.  From  the  odour,  the  organism  in  the  urine  was  judged  to 
be  the  Bacillus  coli.  The  incarcerated  portion  of  the  uterus  was  raised 
without  much  difficulty.  The  membranes  were  evidently  ruptured 
and  the  foetus  macerated.     The  patient  had  become  so  collapsed  that 
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we  had  to  give  her  a  large  saline  iEJection,  and  freely  stimulate  her 
with  strychnine.  I  had  intended  to  wash  the  bladder  out  and  leave 
some  boracic  solution  in  it,  but  she  became  so  coUapsed  I  did  not 
attempt  this.  Next  morning,  I  was  agreeably  surprised  to  find  she 
had  rallied,  and  that  her  temperature  was  normal*  The  bladder  was 
washed  out,  and  a  considerable  amount  of  blood  was  foimd  in  it.  She 
was  put  upon  nrotropin,  with  daily  irrigation  of  the  bladder.  The 
septic  condition  of  the  urine  quickly  improved. 

The  foetus,  which  had  evidently  been  dead  for  some  time,  was 
expelled  six  days  after  admission,  and  as  the  placenta  was  adherent, 
chloroform  was  administered  to  remove  it.  The  patient  again  col- 
lapsed, and  for  some  hours  she  was  practically  pulseless,  but  with 
saline  and  stryehiiiue  injections  she  again  rallied.  The  urine  was  now 
clear,  and  the  bladder  irrigation  was  discontinued.  She  was  able  to 
pass  urine  herself.  On  the  tenth  day  after  the  miscarriage  she  voided 
several  ounces  of  almost  pure  pus,  although  the  urine  had  been  qiute 
clear  for  days.  It  looked  as  if  an  abscess  in  the  bladder  wall  had 
burst,  but  on  investigating  matters  I  found  that  the  uterus  had  again 
become  retroflexed,  as  soon  as  it  had  involuted  auficiently  to  come 
below  the  promontory ♦  On  parsing  a  catheter,  clear  urine  was  got 
at  first,  and  tiien  the  residual  urine  loaded  with  pus.  The  bladder 
was  again  washed  out.  The  patient,  unfortunately,  refused  to  allow 
the  uterus  to  be  replaced,  and  left  the  hospitaL 

For  six  weeks  before  admission  she  had  had  dribbling  of  urLne,  but 
for  how  long  the  urine  had  been  septic  we  could  not  judge.  I  fully 
expected  that  the  kidneys  would  have  been  affected,  but  they  seemed 
to  have  escaped.  The  mucous  membrane  of  the  bladder  must  have 
been  badly  affected,  as  considerable  quantities  of  it  came  away  in 
shreds  each  time  of  washing  out. 

Case  III. — The  (latient,  a  multipara,  was  sent  into  hospital  from 
the  country.  Two  physicians  had  seen  her,  and  had  come  to  the 
conclusion  that  it  was  a  case  of  extra-uterine  gestation,  which  had 
suddenly  increased  in  size,  presumably  from  haemorrhage.  The 
pregnancy  had  advanced  to  a  little  beyond  the  third  month. 

On  admission  the  patient's  pulse  was  found  to  be  normal,  with 
absolutely  no  indications  of  shock  or  htemorrhage.  The  abdomen 
was  occupied  by  a  pyriform  cystic  swelhng  which  reached  above 
the  umbihcus.  When  ray  resident  reported  this  to  me,  I  had  no 
hesitation  in  telling  him  before  I  had  seen  the  patient  that  the  prob* 
ability  was  we  had  to  deal  with  an  overdisteaded  bladder.  On  ex- 
amining the  patient,  I  found  the  diagnosis  was  correct.    There  waa 
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no  dribbling  of  urine,   but  the  patient  stated  that  for  several  days 
she  had  only  been  able  to  pafi«  very  small  quantities  of  urine, 

The  liladder  was  partly  emptied  by  catheter,  but  no  attempt  was 
made  to  replace  the  uterus.  Next  morning,  when  I  examined  the 
patient  with  the  intention  of  replacing  the  uterus,  I  fonnd  it  had 
righted  itself.  This  is  the  only  case  in  which  I  have  known  this  to 
oc^nr. 

Pelvic  Adhesions.— If  a  patient  has  had  an  attack  of  pelvic 
inflanimation  prior  to  impregnation,  and  adhesinns  have  been  left 
behind,  she  will  be  almost  sure  to  suffer  more  or  less  pain  during  the 
pregnancy.  The  pain  is  caused  by  the  stretching  and  tearing  up 
of  the  adhesions,  which  must  occur  as  the  nterus  rapidly  grows.  If 
the  adhesions  are  many  and  the  uterus  badly  bound  down,  the  suffer - 
ing  will  be  great,  and  an  abortion  is  likely  to  occur,  1  have  seen  this 
in  more  than  one  instance*  In  cases  of  ventrn-  or  vagi  no- fixation  of 
the  uterus  the  adhesions  must  necessarily  stretch,  and  the  patient 
may  suffer  considerably, 

Diagnojiis. — ^Early  in  pregnancy  one  may  be  able  to  make  out  the 
adhesions  per  vaginam,  but  later  on  an  examination  will  reveal  nothing 
but  tenderness  on  pressure.  The  diagnosis  will  then  have  to  be  made 
from  the  kistory  of  a  pre\'ious  attack  of  inflanmiation, 

TrealrnenL — For  the  pain  it  may  be  necessary  to  give  sedatives. 
Case  L — A  woman  who  had  had  several  children  came  under  my 
care,  suffering  from  great  pain  in  the  pelWs,  especially  at  her  fjcriods* 
She  had  had  several  inflammatory  attacks,  and  the  parts  were  very 
much  matted  together.  Douching  and  tampons  relieved  her  somewhat, 
but  she  suffered  so  much  that  I  strongly  advised  an  operation.  She 
was  averse  to  this,  and  unfortunately  became  pregnant.  As  the 
uterus  enlarged  the  pain  increased.  Before  she  reached  the  end  of 
the  third  month  she  aborted.  The  decidual  were  very  adherent, 
and  I  had  to  clear  the  uterus  out,  but  the  patient  made  a  good  re- 
covery. 

Case  IL — A  multipara,  aliont  seven  months  pregnant,  complained 
of  severe  pain  at  the  left  side  of  the  uterus.  This  pain  had  been 
present  from  early  in  the  pregnancy.  The  urine  was  normal,  and 
there  were  no  indications  of  the  presence  of  a  renal  calculus.  The 
uterus  was  tender  to  the  touch  along  the  left  side.  As  the  patient 
had  had  an  attack  of  cellulitis  at  her  previous  confinement,  I  con- 
cluded that  the  pain  arose  from  the  stretching  of  old  adhesions.  Bhe 
was  given  morphia  when  necessary,  and  went  to  full  time. 

BiUpture  of  tlie  tXterns.— In  the  great  majority  of  cases  of 
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rupture  of  the  uterus  the  accident  occurs  during  labour^  but  it  occasion- 
ally happens  during  the  later  months  of  pregnancy.  It  may  be  caused 
by  a  severe  crushing  accident,  but  it  is  wonderful  how  much  violence 
may  be  apphed  to  the  uterus  without  causing  it  to  give  way.  The 
skull  or  other  bones  of  the  foetus  may  be  fractured  and  yet  the  uteniB 
escape  rupture.  Spontaneous  rupture  may  occur  in  cases  of  degenera- 
tion of  the  muscular  fibres  of  the  uterine  wall,  or  at  the  seat  of  a  former 
rupture,  or  at  the  scar  of  a  Caesarian  section.  The  elastic  fibres  seem 
to  be  the  ones  chiefly  affected.  The  rupture  frequently  occurs  at 
the  placental  site,  so  fatal  haemorrhage  is  frequent.  The  fa*tus  may  ' 
not  entirely  pass  into  the  abdominal  cavity,  and  in  that  case  it  will 
act  as  a  plug  and  control  the  bleeding. 

Diagimsia. — ^In  traumatic  cases  the  history  points  to  what  has 
occurred,  but  in  the  spontaneous  cases  this  is  wanting.  The  patient 
is  collapsed,  and  shows  e\'idence  of  internal  haemorrhage,  pointing  to 
the  rupture  of  a  viscus.  If  the  ftjetus  has  passed  entirely  into  the 
abdominal  cavity,  it  is  easily  palpated,  and  is  found  free  from  the 
uterus.  If  it  is  only  partly  out  of  the  uterus  it  is  felt  protruding 
through  the  uterine  walL 

Froytmsis. — It  is  an  exceedingly  grave  condition. 

TrealmefU* — Abdominal  section  and  removal  of  the  uterus  would 
be  neciessary,  but  one  of  the  other  methods  of  treatment,  which  will 
be  given  in  connection  with  rupture  during  labour,  might  be  adopted. 
In  a  case  of  spontaneous  rupture,  if  the  uterus  is  not  removed,  the 
patient  should  certainly  be  sterilized  to  prevent  a  recurrence  in  a 
future  pregnancy- 

HydranmiOS, — Hydramnios,  or  an  excessive  amount  of  liquor 
amnii,  is  occasionally  met  with  as  a  complication  of  pregnancy.  In 
many  cases  the  pregnancy  will  not  be  interrupted,  but,  as  we  shall 
see  later,  the  overdistention  of  the  uterus  will  cause  delay  in  labour. 
In  a  few  cases,  however,  the  inconvenience  to  the  patient  is  so  great 
that  the  pregnancy  will  have  to  be  terminated,  if  premature  labour 
does  not  come  on  spontaneously.  The  amount  of  distention  of  the 
uterus  may  be  very  great.  In  some  cases  this  takes  place  very  rapidly 
within  a  few  days — acute  hydramnios — but  in  most  cases  the  increase 
is  much  slower. 

In  nearly  one-half  of  the  cases  there  is  some  abnormality  in  the 
ftJBtuB — e.g.,  anencephalus,  spina  bifida,  etc.  The  condition  is  much 
more  common  in  multiple  than  in  single  pregnancies.  One  amniotic 
sac  only  is  affected.  It  is  nuich  more  common  in  uni-ovular  than  in 
binovular  twins. 
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The  amount  of  fluid  varies  much,  but  it  may  be  very  large,  amount^ 
ing  to  over  6  gallons.  The  largest  amount  I  have  been  able  to 
measure  was  2 J  gallons  in  Case  I.  In  composition  the  fluid  does  not 
differ  from  ordinary  liquor  amnii,  but  it  is  said  to  contain  a  little 
more  urea. 

The  exact  cause  of  the  condition  is  not  known.  By  some  it  is  said 
t^  be  due  to  great  activity  of  the  ftjetal  kidneys.  In  anencephalic 
monaters  irritation  of  the  exposed  brain  is  supposed  to  stimulate  the 
kidneys  to  gTeat  activity.  In  uni*ovuIar  twins  one  sac  only  is  usually 
affected,  and  it  has  been  found  that  the  heart  of  the  fcDtus  in  that 
sac  is  generally  hypertrophied.  Wilson  has  supposed  that  for  some 
reason  or  other  this  foetus  haa  received  a  larger  supply  of  blood  than 
the  other,  and  this  has  caused  hypertrophy  of  the  heart  and  kidneys, 


Fju.  li.— a  Case  of  HrDRAMmos  at  the  Eu.Hni  Mokth. 

and  an  excessive  excretion  of  urine.  In  Cas^  II.  the  twins  were 
uni-ovular,  but  to  all  appearances  they  were  equally  developed.  The 
condition  occurred  so  early  in  the  pregnancy  that  it  seeniB  to  me  the 
foetal  kidneys  could  not  possibly  have  excreted  such  a  large  amount 
of  urine  in  so  short  a  time.  I  have  also  seen  a  case  with  a  fairly  large 
amount  of  liquor  amnii  where  the  kidneys  were  cystic,  and  the  urethra 
was  imperforate,  so  that  no  urine  could  have  been  voided  into  the 
amniotic  sac. 

Stftnplom^. — ^These  are  due  to  pressure  on  the  various  organs  and 
nerves.  There  may  be  a  good  deal  of  pain,  as  in  Case  L,  but  the 
most  urgent  symptom  is  usually  difficulty  of  breathing.  There  may 
be  severe  dyspnoea  and  cyanosis,  and  the  patient  may  not  be  able  to 
lie  down.     (Edema  of  the  lower  extremities  and  vulva  may  be  marked. 
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Diagnosis. — In  a  moderate  case  the  foBtal  parts  can  usually  be 
palpated,  and  the  fcetu»  found  very  freely  movable.  The  foetal 
heart  is  heard  with  difficulty,  and  in  many  cases  cannot  be 
detected.  In  an  extreme  case  you  may  not  be  able  to  palpate  the 
foetus  at  all 

It  is  sometime.^  difficult  to  diagnose  a  multiple  pregnancy  from 
hydramnios,  and  the  two  are  often  combined.  In  an  ordinary  mul- 
tiple pregnancy  you  can  feel  the  fcrtal  parts  easily,  and  you  should 
be  able  to  make  out  more  than  one  fcctal  pole. 

In  cases  of  acute  hydranuiios  with  great  distention,  the  condition 
has  not  infrequently  been  mistaken  for  a  large  ovarian  cyst.  The 
presence  of  the  signs  and  symptoms  of  pregnancy  and  careful  ausculta- 
tion should  keep  one  right. 

Treatments — It  is  only  in  cases  of  great  distention  that  treatment 
will  be  rer|uircd  during  pregnancy.  The  membranes  should  be  punc- 
tured, and  the  uterus  left  to  empty  itself.  There  is  considerable 
risk  of  atonic  post-partum  haemorrhage  if  the  uterus  is  emptied 
quickly,  so  it  is  better  to  wait  and  allow  the  uterine  muscle  fibres  to 
regain  tone.  In  most  cases  the  fcetus  will  be  deformed,  so  no  risk 
need  be  run  in  its  interests. 

Case  L-^Mrs.  H„  O-para,  aged  twenty-nine  years,  was  first  seen  by 
me  at  her  home  for  Dr.  Christie.  Her  abdomen  was  very  much 
distended,  quite  as  much  as  at  full  time,  although  she  still  had  two 
and  a  half  months  to  go.  She  complained  of  considerable  pain  in 
the  right  hide.  Two  weeks  later  I  took  her  into  hospital.  The  dis- 
tention had  increased  a  great  deal,  and  her  sufferings  also.  Her 
breathing  w^as  very  much  embarrassed,  and  she  could  not  lie  down. 
She  had  had  twins  twnce. 

By  abdominal  palpation  no  fcetal  parts  could  be  detected.  A  uterine 
bruit  could  be  heard,  but  no  foetal  heart.  The  case  was  clearly  one 
of  hydramnios,  but  whether  or  not  of  multiple  pregnancy  it  was 
impossible  to  say,  I  decided  to  puncture  the  membranes  on  the 
following  morning.  During  the  night  uterine  contractions  came  on, 
and  next  morning  I  found  the  os  was  about  half  dilated  and  the 
membranes  still  intact.  I  ruptured  the  membranes,  and  collected 
24  gallons  of  liquor  aniiiii.  When  it  was  all  drained  away  a  face  pre- 
sented, I  had  intended  not  to  deliver  at  once,  but  to  wait  for  the 
uterus  to  gain  tone,  so  as  to  lessen  the  risk  of  post-partum  hsemor- 
rfaage,  and  I  would  have  left  the  delivery  to  nature  if  I  could  have 
flexed  the  head,  but  this  was  impossible.  The  patient  was  put  under 
chloroform,   and   I   then  found   the   fcetus  w^as  anencephalic,   which 
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explained  why  the  head  could  not  be  flexed.  Deliver)^  was  easily 
effected  by  means  of  a  crotchet  hooked  into  the  base  of  the  akulL 
There  was  a  large  ventral  hernia,  extending  up  inside  the  cord  for 
about  i  inches.  The  uterus  remained  tiabby  for  same  time  after 
delivery  of  the  placenta,  but  there  was  no  post-partura  haemorrhage. 
An  intra-nterine  douche  of  suprarenal  gl*nd  (30  grs.  to  th?  pint) 
was  given,  and  also  a  hypodermic  of  '4  grain?  of  ergotin. 

The  patient  made  an  uninterrupted  recovery. 

Case  II. — Mra.  McG.,  a  multipara,  was  admitted  to  the  hospital 
from  Irvine.  I  had  seen  her  the  day  previous  in  consultation  with 
Dr.  Wilson,  The  patient  stated  that  she  wai  about  four  months 
pregnant,  and  that  the  pregnan'^y  had  followed  the  usual  course 
until  about  three  weeks  before,  when  she  had  a  slight  bleeding.  She 
was  positive  that  until  then  the  abdominal  distention  was  not  greater 
than  it  should  have  been.  After  the  bleeding  the  abdominal  disten- 
tion had  rapidly  increased,  until  at  the  time  I  saw  her,  it  was  much 
greater  than  at  full  time.  The  fundus  of  the  uterus  was  as  high  as 
it  could  rise,  and  it  was  markedly  cordate,  and  much  broader  than 
usual  The  uterus  was  tender  and  tense,  but  no  foetal  parts  could 
be  detected.  There  was  a  distinct  uterine  bruit,  but  no  foetal  heart 
could  be  heard.  No  movement'5  had  been  felt  by  the  patient.  Dr. 
Wilson,  junr.,  was  quite  sure  that  he  had  made  out  a  distinct  crepitant 
sensation  to  the  side  of  the  umbilicus,  and  I  also  felt  what  I  thought 
were  crepitations,but  after  admission  to  the  hospital  I  could  not  make 
them  out.  However,  in  hospital,  while  auscultating  the  patient's 
heart,  I  made  out  loud,  coarse  crepitations  a  little  below  the  cardiao 
area.  The  sounds  seemed  to  originate  either  in  the  Jipper  part  of  the 
uterus,  or  else  between  the  top  of  the  uterus  and  the  diaphragm- 
There  had  never  been  any  vaginal  discharge,  except  the  small  amount 
of  blood  three  weeks  preWously.  The  patient's  pulse  was  very  good, 
ao  there  could  not  have  been  any  internal  haemorrhage.  *)n  adnxis* 
sion,  the  patient's  greatest  girth  midway  between  the  sternum  and 
the  umbilicus  was  38  inches. 

There  was  no  doubt  that  we  had  to  deal  with  a  case  of  a  large 
amount  of  hcjuor  amnii  in  the  uterus,  but  the  case  did  not  seem  to  me 
to  be  one  of  hydramnios  pure  and  simple.  I  came  to  the  conclusion 
that  it  was  a  case  of  vesicular  mole  in  a  case  of  twin  pregnancy,  with 
hydranmios  in  the  other  sac.  When  I  detected  the  loud  creaking 
crepitations  at  the  upper  part  of  the  left  side  of  the  fundus  I  at 
once  thought  of  the  possibility  of  the  cysts  ha\nng  perforated  bet 
fundus. 
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I  decided  to  empty  the  utenis,  but  before  doing  this  the  abdomen 
was  prepared  for  section,  aa  I  made  up  my  mind  that  if  the  uterine 
haBmorrhage  was  excessive,  or  if  it  was  a  case  in  which  the  cysts 
had  penetrated  the  uterine  wall,  1  would  remove  the  uterus  at  once. 
About  three  hours  before  the  time  for  operation  uterine  contractions 
set  in  and  the  membranes  ruptured-  The  amount  of  liquor  amnii 
was  very  great,  but  it  could  not  be  measured.  A  gallon  was  collected, 
but  there  must  have  been  more  than  in  Case  L  There  was  a  good 
deal  of  bleeding  before  T  reached  the  hospital.  The  os  would  admit 
two  fmgers,  I  at  once  inserted  Frommer's  dilator  and  dilated  the 
cervix  to  about  a  half  and  extracted  two  foetuses,  and  removed  a  large 
single  placenta.  Both  liorns  of  the  uterus  contained  a  large  amount 
of  ver}^  thick  decidua,  which  was  removed  by  the  fingers.  The 
poBt-partum  haemorrhage  was  not  excessive,  A  suprarenal  douche 
was  given,  and  a  hypodermic  of  ergotin  and  strychnine. 

The  patient  made  a  good  recovery,  but  on  the  sixth  day  her  tem- 
perature suddenly  rose  to  1()4*2°  F.  An  intra-uterine  douche  was 
given,  and  the  temperature  fell  to  normal  within  twelve  hours,  and 
never  rose  again. 

The  placenta  was  soft  and  gelatinous,  and  Dr.  Edwards^  who  ex- 
amined it  microscopically,  reported  :  '*  The  placenta  showed  slight 
degeneration  of  the  syncytium  and  excessive  proliferation  of  the 
connective  cells  of  the  villi »  The  villi  were  irregular  in  size  and 
shape,  some  swollen  and  ixdcmatous.  In  the  decidua  there  was 
nothing  definite  of  an  abnormal  imture/' 

In  this  case  my  diagnosis  w^as  wrong.  The  absence  of  discharge 
was  certainly  against  the  presence  of  cystic  disease  of  the  chorion, 
but  all  the  other  indications  were  in  favour  of  this  disease.  The 
loud  creaking  crepitations  just  under  the  cardiac  area  were  very 
interesting.  1  think  they  were  caused  by  the  rubbing  of  the  fundus 
against  the  diaphragm.  Dr.  Brewis,  of  Edinburgh,  has  told  me  of 
a  case  of  a  fibroid  of  the  uterus  in  which  there  was  a  sudden  increase 
in  size,  and  where  the  same  feature  was  observed,  and  was  at  first 
supposed  to  be  due  to  pericarditis.  After  the  operation,  which  was 
•  successful,  no  friction  cmild  be  detected, 

KydrorrlKBa  Gravidainiin.--Occasionally  during  pregnancy 
the  patient  suliers  from  a  discharge  of  watery  fluid  from  the  vagina. 
This  may  dribble  away  or  come  in  a  gush. 

There  are  two  theories  as  to  the  source  of  this  fluid— the  one 
that  it  is  really  liquor  amnii  which  escapes  from  time  to  time  through 
a  valvular  opening  in  the"memljranes,  and  the'other  that  it  is  a  secre- 
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tion  from  the  glands  in  the  decidua  :  glandular  hyperplasia  of  the 
decidua  is  said  to  be  present. 

The  following  case  is  of  very  great  interest  in  more  ways  than  one  : 

Case. — The  patient  was  a  priniipara,  on  whom  an  operation  for 
appendicitis  had  been  performed  a  year  or  two  previously.  She 
had  alw^ays  suffered  a  goo<l  deal  at  her  periods,  and  had  had  endo- 
metritis before  her  marriage.  The  pregnancy,  her  first,  dated  from 
February  16.  Her  health  was  good  until  July  18,  when,  while  sitting 
iji  a  tramcar,  a  heavy  man  was  thrown  by  a  jolt  of  the  car  into  her 
lap,  Hia  whole  weight  came  upon  the  right  side  of  her  a!*domeii 
just  over  the  scar  of  the  appendix  operation. 

The  patient  suffered  considerable  shock  and  a  great  deal  of  con- 
tinuous pain,  attended  by  some  uterine  contractions.  There  w^as  !io 
discharge  of  any  kind  from  the  vagina.  The  pain  lasted  two  or  three 
days,  and  left  the  patient  very  ner\'ous  and  much  out  of  sorts.  She 
went  to  England  for  a  holiday,  but  was  in  bed  all  the  time — a  period 
of  three  weeks — owing  to  recurrence  of  the  pain  and  uterine  con- 
tractions, which  generally  occurred  every  second  night.  At  each 
time  after  several  contractions  the  abdomen  became  distended  and 
the  uterus  very  tense,  and  there  was  an  escai>e  of  a  clear  fluid  from 
the  vagina.  This  was  followed  by  relief.  Only  once  during  this 
time  w^as  the  fluid  coloured  red.     The  os  uteri  w^as  quite  closed. 

The  patient  returned  home  about  the  middle  of  August,  and  was 
w*ell  only  for  a  few  days,  when  pain  and  contractions  again  recurred, 
but  not  so  frequently  as  before  ;  nor  was  there  much,  if  any,  watery 
discharge.  At  this  time  she  suffered  from  cystitis.  The  bladder 
was  washed  out  and  the  cystitis  relieved,  but  the  frequency  of  mic- 
turition continued  to  the  end  of  the  pregnancy.  About  the  middle 
of  September  there  w^as  a  slight  discharge  of  blood  from  the  vagina 
during  defalcation.  There  w^as  pain  and  discomfc»rt  in  the  back  before 
the  blood  came  away.  The  patient  again  kept  her  bed,  and  the 
bleeding  subsided.  At  the  end  of  September  she  was  wakened  one 
night  by  pain  and  severe  contractions  of  the  uterus,  which  ceased 
on  the  expulsion  of  a  large  clot  and  some  fluid  blood. 

I  saw  the  patient  in  the  morning,  and  examined  her  carefully 
under  chloroform.  There  was  very  little  liquor  amnii  in  the  uterus, 
and  the  fa*tus  lay  wilh  its  head  presenting.  The  os  was  quite  closed, 
and  there  was  no  discharge  coming-  There  w^as  a  suspicious  boggy 
feel  in  the  fornices.  There  was  a  good  deal  of  tenderness  at  the  right 
side  of  the  uterus  in  the  region  of  the  abdominal  scar.  I  was  unable 
to  decide  whether  the  case  was  one   of  accidental  or  unavoidable 
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ksemorrhafTc.  The  history  of  the  passage  of  a  clot  with  iniraediate 
rehef  to  the  pain  pointed  rather  to  the  former.  The  patient  was 
kejit  in  bed.  There  was  no  more  lileedirifr  until  November  23,  when 
another  clot,  but  not  so  large  au  the  previous  one,  was  passed  with 
pain.  On  November  25  another  large  clot  was  paased,  with  very 
severe  pain.  The  pain  now  continued  imtil  the  child  was  delivered 
on  the  27th.  I  saw  her  on  the  25th*  and  found  she  was  suflfering 
very  severely  from  irregular  uterine  contractions,  but  the  os  was  not 
dilating.     She  was  given  full  doses  of  morphia,  and  this  relieved  her. 

On  the  morning  of  the  27th  regular  labour  paiiLs  came  on,  and  tliere 
was  some  bleeding,  but  not  very  much.  I  examined,  and  found  the 
06  would  admit  a  finger,  and  that  1  had  to  deal  with  a  case  of  complete 
placenta  previa.  She  began  to  bleed  very  profusely,  so  1  cjuickly 
plugged  the  vagina  very  firmly  with  iodoform  gauze.  This  was  left 
in  for  five  houn*,  and  when  it  was  removed  the  os  wa^  dilated  sufficiently 
to  admit  a  C'hampetier  de  Ribes's  bag.  By  putting  traction  on  the 
bag  dilatation  was  nearly  complete  in  about  an  hour,  when  I  passed 
my  hand  through  the  placenta,  and  turned  the  chihL  I  delivered 
slowly  in  order  not  to  injure  the  cervix,  fully  expecting  the  child  would 
be  dead,  but  to  my  surprise  it  was  alive,  and  began  to  breathe  without 
artificial  respiration  being  necessary.  The  placenta  and  complete 
sac  of  membranes  came  away  quickly,  and  there  was  no  post-part um 
haemorrhage.  The  patient  was  not  collapsed,  ami  licr  recovery  was 
uninterrupted.  Her  temperature  never  rose  above  normal.  The 
child,  a  female,  was  a  fair  size.     The  mother  was  able  to  nurse  it. 

The  sac  of  membranes  seemed  to  be  quite  complete,  but  of  course 
there  might  have  been  a  small  valvular  opening  in  it.  Apart  from 
the  hydrorrhcpa,  there  are  some  very  interesting  points  in  connection 
with  the  case.  In  the  first  place,  the  severe  injury,  which  must  have 
nearly  burst  her  uterus,  did  not  cause  a  miscarriage.  At  the  first 
glance  one  would  say  that  low  implantation  of  the  placenta  would 
have  made  the  patient  more  liable  to  miscarry  than  if  the  placenta 
had  been  high  up,  but  I  am  inclined  to  think  that,  if  the  placenta 
had  been  high  up,  it  would,  in  all  probability,  have  been  crushed  by 
direct  violence,  and  a  miscarriage  have  been  brought  about.  The 
passage  of  clots  is  unusual  in  a  case  of  placenta  prsevia.  The  ex- 
planation of  this  may  be  due  to  the  fact  that  the  os  was  very  firmly 
closed,  and  the  blood  was  retained  until  it  set  up  such  strong  con- 
tractions that  it  was  finally  expelled  in  the  form  of  a  clot,  and  in  the 
meantime  the  sinuses  had  been  sealed.  Another  unusual  feature 
is  that  the  pregnancy  went  to  full  time.     I  think  the  small  amount  of 
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liquor  amnii  contributed  to  this,  because,  from  the  time  I  saw  the 
patient — i.e.,  during  the  last  two  months  of  the  pregnancy  —  the 
head  of  the  foetus  was  always  down  hard  against  the  placenta,  and  the 
pressure  would  check  the  bleeding. 

When  we  come  to  consider  the  hydrorrhoea,  how  are  we  to  explain 
the  escape  of  the  fluid  if  it  was  liquor  amnii,  or  even  if  it  came  from 
the  glands  of  the  decidua  ?  The  placenta  completely  covered  the 
OS,  and  how  could  it  get  out  without  separation  of  the  placenta,  unless 
it  found  its  way  through  the  centre  of  the  placenta  ?  And  in  that 
case  it  must  have  been  liquor  anmii.  The  fact  that  there  was  very 
little  liquor  amnii  in  the  uterus  towards  the  end  of  pregnancy  would 
point  to  it  having  been  that  fluid.  And,  again,  the  fact  that  it  never, 
except  on  one  occasion,  was  stained  with  blood,  would,  I  think,  militate 
against  its  having  cojfne  from  the  decidual  glands.  On  the  whole,  I 
am  inclined  to  think  it  really  was  liquor  amnii  which  escaped  through 
the  part  of  the  placenta  immediately  over  the  os. 


CHAPTER  IX 

COMPLICATIONS  OF  TRZQKAN^Ti'-Contnrnrtt 

ITenerert!  Diseases — (lonorrha^fl— Soft  CliaiuTe^ — SypliiliB^Effect  of  tlie  DisenBe 
ii|>on  the  Plivcenta— Effect  upon  the  Fo.4iiiJ— The  Effect  id  liijiLries  or 
Surgical  OfK^ratiouw. 


Venereal  Diseases, 

Gonorrhoea. — There  can  be  no  doubt  that  gonorrhoea  is  present  ia 
a  good  many  cases  treated  in  liospital,  especially  among  the  unmarried. 
It  is  impossible  to  say  how  frequent  it  may  be,  as  it  is  an  exceedingly 
difficutt  disease  to  diagnose  in  a  pregnant  woman  unless  the  gono- 
coccus  is  looked  for.  In  bad  cases  the  vaginitis  and  cystitis  will  show 
its  presence,  but  there  are  many  cases  in  which  the  woman  seems 
to  suffer  very  little  from  it,  and  these  may  be  easily  passed  over. 
The  occurrence  of  ophthalmia  neonatorum  in  the  child  may  be  the 
first  indication  one  gets,  and  in  hospital  cases  we  are  largely  deprived 
of  this  means  of  diagnosis,  as  the  eyes  of  every  child  are  treated  pre- 
ventatively  as  soon  as  it  is  born.  Yet,  in  spite  of  this,  cases  do  arise 
every  now  and  again. 

The  woman  may  have  had  gonorrhoea  prior  to  conception,  or  she 
may  have  contracted  it  during  the  pregnancy.  If  she  has  had  it 
some  time  prior  to  conception,  the  gonococci  may  have  invaded  one 
ol  the  tubes  and  set  up  a  pyosalpinx.  This  may  prove  verj^  dis- 
astrous during  the  puerperium  by  setting  up  septic  peritonitis.  The 
case  recorded  on  p.  437  was  probably  of  that  nature.  There  can  be 
no  doubt  that  a  good  many  cases  of  sepsis  have  their  origin  in  gonor- 
rhara.  The  gonococci  offer  a  very  great  power  of  resistance  to  the 
vaginal  bacteria* 

Gonorrhtval  warts  are  occasionally  seen,  and  they  may  be  so  large 
and  numerous  as  to  obstruct  labour.  They  will  be  so  foul  and  septic 
that  they  may  prove  a  very  serious  source  of  infection  during  labour 
or  the  puerperium  (see  case  on  p.  225), 
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The  glands  of  Bartholin,  one  or  both^  may  become  affected  and 
suppurate »  causing  the  woman  great  pain.  They  should  be  dealt  with 
either  by  total  extirpation  or  free  incision  and  drainage. 

When  gonorrha^a  is  recognised  during  pregnancy  it  should  be  care- 
fully treated,  even  although  it  ia  not  causing  the  woman  any  incor- 
venience.  The  risk  will  come  during  the  puerperium.  The  child's 
eyes  must  be  carefully  seen  to  as  soon  as  the  head  is  born, 

Treaimeni. — Astringent  and  antiseptic  douches  may  be  used,  but 
packing  the  vagina  with  powdered  boracic  acid  is  preferable.  Douch- 
ing during  pregnancy  is  somewhat  risky,  as  uterine  action  may  be 
set  up.  When  warts  are  present,  they  should  be  carefully  excised 
and  the  wounds  stitched. 

Soft  ChancreSt^Among  a  certain  class  these  are  occasionally 
seen.  They  will  be  very  foul  and  septic,  and  if  present  at  the  time  of 
labour  will  prove  a  very  serious  source  of  infection. 

Tre(ttni€nt> — Cauterize  them  freely  with  fuming  nitric  acid  and 
dress  with  iodoform.  If  they  are  present  at  the  time  of  labour  nitric 
acid  can  hardly  be  used,  but  they  should  be  very  thoroughly  swabbed 
all  over  with  pure  carbolic^  after  the  vagina  has  been  as  well  disin- 
fected as  possible. 

Syphilis.— If  a  woman  has  had  syphilis  a  short  time  prior  to 
conception,  the  foetus  is  sure  to  be  affected.  If,  on  the  other  hand, 
the  disease  is  acquired  during  gestation,  the  foetus  may  escape, 
especially  if  the  infection  has  occurred  late  in  pregnancy,  but  in  many 
cases  it  is  affected.  If  the  father  of  the  child  is  suffering  from  the 
disease  in  a  latent  form,  the  foetus  will  be  affected  and  the  mother 
may  show  no  indications  of  the  disease.  The  woman's  system  will 
be  rendered  immune  to  the  disease^at  least,  in  so  far  that  in  nursing 
her  own  syphilitic  child  it  will  not  infect  her,  while,  if  the  same  child 
were  allowed  to  suck  a  non-s}^hilitic  wet  nurse,  the  nurse  would 
contract  the  disease  from  it.  The  mother  may,  however,  be  infected 
through  the  utero^placentai  circulation  and  have  the  usual  manifesta- 
tions of  the  disease. 

After  a  certain  length  of  time  the  disease  will  lose  its  power  ot 
transmission  by  either  parent,  but  how  long  that  time  may  be  has 
not  been  definitely  settled.  It  probably  varies  in  different  individuals. 
Foumier  gives  four  years  as  the  maximum,  but  cases  have  been 
recorded  in  which  ten  or  twelve  years  have  elapsed  and  yet  a  syphilitic 
infant  was  begot. 

Primary  sypliihs,  when  acquired  at  the  time  of  conception,  may 
assume  a  \4rulent   type,   and  cause  considerable   ulceration  of  the 
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labia  and  vagina.  If  the  chancre  or  mucous  patches  should  be  pre- 
sent at  the  time  of  labour,  they  would  be  a  verj^  dangerous  source  of 
infection. 

The  chief  risk*  however,  is  not  from  this,  but  from  the  effect  the 
disease  has  upon  the  deciduae  and  uterijie  contents.  The  result  is, 
that  in  a  large  number  of  cases  the  pregnancy  ends  in  an  abortion, 
miscarriage,  premature  labour,  or  labour  at  full  time  with  a  macerated 
fcetus.  A  ])atient  who  has  no  audsyphilitic  treatment  may  have 
several  abortions  or  premature  labours,  a  he  tie  later  each  time,  until 
finally  the  disease,  as  it  were,  works  itself  out,  and  a  live  ehihl  is  born 
at  full  time. 

Effect  of  the  Blsease  upon  the  Placenta.— Both   the 

matenisil  and  fcctal  portions  of  the  placenta  arc  affected.  To  the  naked 
eye,  syphilitic  placenta?  may  diflfer  considerably,  according  to  whether 
the  child  is  dead  or  alive.  If  the  child  has  been  dead  for  some  time 
the  plane nta  may  be  almost  white  and  soft  to  the  feel,  If  the  child 
is  alive  and  at  full  time  the  placenta  will  be  thick  and  of  a  pinkish 
colour  from  the  greatly  thickened  maternal  part.  There  are  oft.en 
heemorrhages  into  its  substances,  more  or  less  organized-  Calcareous 
degeneration  is  also  common,  and  sometimes  large  fibrous  masses  are 
found. 

Microscopic  section  of  the  villi  will  show  that  they  are  increased 
in  size  and  distorted  in  shape  from  infiltration  with  granulation 
cells.  The  epithelial  covering  will  also  be  degenerated.  The  vessels 
in  the  villi  may  be  completely  blocked.  In  the  maternal  portion 
there  will  be  an  enormous  overgrowth  and  degeneration  of  the  decidual 
cells,  which  will  encroach  upon  the  intervillous  spaces. 

According  to  Frankel,  the  seat  and  extent  of  the  lesion  varies  with 
the  manner  and  time  of  infection.  If  it  is  a  sperm  infection — i.e., 
from  the  father^the  \dlli  will  be  affected  with  granulation  cell  infil- 
tration and  degeneration  of  their  epithehal  covering.  If  the  mother 
is  infected  at  the  same  time,  the  deciduse  as  well  as  the  villi  will  be 
affected.  If  the  woman  is  syphilitic  before  impregnation,  the  deciduae 
wilJ  be  chiefly  affected.  In  infection  in  the  later  months  of  preg- 
nancy the  placenta  may  remain  unaffected. 

Effect  npon  the  r®ttlS.— The  disease  may  so  affect  the  deciduse 
and  placenta  as  to  cause  the  very  early  death  of  the  ovum.  In  the 
foetus  itself  the  disease  manifests  itself  in  many  ways.  There  may 
be  bullous  eruptions  on  the  skin.  I  have  seen  a  case  in  which  these 
were  present  on  the  hands  and  feet,  and  full  of  pus  at  the  time  of 
birth.     Condylomata  and  inflammation  of  the   mucous  and  serous 
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membranes  are  often  present.  There  may  be  gummatous  deposits 
in  various  organs  and  tissues  of  the  bodies  ^  and  a  characteristic  osteitis, 
and  osteo-chondritis.  The  dividing  line  between  the  epiphysis  and 
shaft  will  be  broad  and  jagged,  and  yellow  in  colour.  This  is  due  to 
premature  ossification  which  has  ended  in  necrosis  and  suppuration. 
The  liver  may  be  enormously  enlarged,  so  a^  to  fill  the  greater  part 
of  the  abdominal  cavity.  Ascites  is  comTiictn.  and  many  adliesious 
may  be  found  in  the  abdomen. 

In  many  cases  at  birth  the  child  may  show  no  external  indications 
of  the  disease,  but  in  a  few  days — at  longest  within  three  weeks — 
they  begin  to  appear  in  the  form  of  snuffles,  a  coppery  coloured  rash 
(first  about  the  buttocks,  but  soon  becoming  general),  mucous  pat^ches 
in  the  mouth  and  aboui  the  anus,  etc,  S^m^times  a  bullous  eruption 
of  pemphigus  appears  instead  of  the  coppery  er}^hema.  The  child 
will  soon  begin  to  pine  away,  and  if  not  promptly  treated,  will  soon 
die.     In  many  cases  the  child  will  be  puny  and  ill-developed. 

Prognosis* — Pregnancy  is  influenced  most  unfavourably  by  syphilis. 
If  untreated  the  disease  proves  fatal  to  the  majority  of  the  foetuses. 
Fortunately  the  disease  is  most  amcmable  to  treatment,  and,  if  the> 
patient  will  only  undergo  regular  treatment  during  the  whole  preg- 
nancy, she  will  probably  go  to  full  time  and  give  birth  to  a  live 
child. 

Trealment. — Mercury  alon^  or  combined  with  iodide  of  potash 
should  be  given  continuously  throughout  the  whole  pregnancy.  In 
the  earUer  months  the  patient  should  be  extra  careful  not  to  exert 
herself  at  the  times  corresponding  to  her  menstrual  periods,  as  she  is 
very  liable  to  abort  at  these  times.  Both  parents  should,  if  possible, 
be  put  under  treatment,  but  one  has  to  be  very  cautious  in  attempcing 
this,  or  trouble  may  be  caused. 

Ca"^k. — Mrs.  C,  aged  twenty-two,  3-para,  had  given  birtb  to  two 
atillborn  macerated  syphihtic  children  before  she  was  twenty-one. 
She  showed  no  indications  of  the  disease  herself,  and  said  she  had 
never  had  a  rash,  but  there  was  no  doubt  about  the  condition  of  the 
foetuses.  I  did  not  care  to  interrogate  the  husband,  as  I  knew  it 
would  cause  trouble.  As  Mrs.  C.  was  extremely  anxious  to  have  a 
live  child,  she  consented  to  undergo  treatment  in  the  event  of  again 
becoming  pregnant.  She  took  a  mixture  of  hq.  hydrarg.  perchlor. 
and  pot.  iodidi  continuously  throughout  the  third  pregnancy  and 
went  to  full  time.  At  birth  the  child  seemed  perfectly  healthy,  but 
it  may  yet  develop  slight  manifestations  of  the  disease,  I  have  seen 
this  in  some  cases  (see  also  case  Mrs.  B.,  p.  57). 
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The  Effect  of  Injuries  or  Surgical  Operations. 

Injuries  to  any  part  of  the  body  other  than  the  uterus  may  cause 
a  termination  of  the  pregnancy  through  shock,  but  this  does  not  in- 
variably happen.  Even  a  very  serious  blow  upon  the  uterus,  suffi- 
cient to  cause  fracture  of  the  skull  or  long  bones  of  the  foetus,  may 
not  bring  on  uterine  action.  Neurotic  women  are  more  liable  to  be 
affected  by  shock  than  others. 

Surgical  operations  are  not  contra-indicated,  but  those  on  any  part 
connected  with  the  pelvic  organs  should  be  postponed,  if  possible, 
until  some  time  after  delivery,  or  until  the  child  is  viable,  so  that  if 
a  premature  labour  comes  on  the  child  may  be  saved.  Operations 
on  the  uterus,  tubes  or  ovaries  are  an  exception  to  this,  as  they  should 
be  done  as  early  as  possible  in  pregnancy,  to  allow  of  the  abdominal 
cicatrix  becoming  firm  before  labour  comes  on.  If  sepsis  is  avoided, 
the  risk  to  the  pregnancy  is  not  very  great,  even  in  operations  upon 
the  uterus  itself.  Fibroid  tumours  have  been  enucleated  from  the 
uterus  without  interrupting  gestation. 

Naturally  one  would  avoid  operating  during  pregnancy,  if  delay 
would  not  in  any  way  endanger  the  patient.  If,  on  the  other  hand, 
the  patient  would  suffer  from  delay,  the  operation  should  be  under- 
taken without  hesitation.  To  lessen  shock  an  anaesthetic  should  be 
used,  even  in  comparatively  small  operations  like  the  extracting  of 
teeth. 


CHAPTER  X 

COMPLICATIONS  OF  WKEQnANCY—OoHtinn^d 

ei6c  Fevers  as  a  C)ompUcation  of  Pregnancy — Small-pox;  Ca«e$i — Typhus; 
C^ses — Enteric;  Case» — Plftgue  ;  Ca.^ — Searlet  Fever;  Qises^Diphthem 
— Measles;  Cases — Influenza;  Caae. 


Specific  Fevers  as  a  Complication  qf  Pregnancy. 

I  AM  indebted  to  Dr.  Brownlee,  Supermtendent  of  Belvidere  Fever 
Hospital,  for  notes  of  the  following  cases  of  small-pox,  typhus,  and 
enteric  fever  occurring  in  pregnant  ivonien.  As  I  have  had  little 
or  no  experience  in  dealing  with  such  cases,  my  remarks  umst  be 
general,  and  based  upon  the  experience  of  others. 

Small-pox. — Sirmll-pox,  especially  in  its  virulent  form,  is  said 
to  have  the  most  disastrous  results  upon  |>regnancy  of  any  of  the 
fevers.  Mild  attacks  may  not  affect  the  pregnancy  at  all,  but,  if 
the  attack  has  been  severe,  an  abortion  or  miscarriage  is  very  hkely 
to  occur.  The  miscarriage  may  occur  during  convalescence.  The 
fcptua  may  contract  the  disease  in  wtero,  and  may  be  born  with  the 
eruption  upon  it,  or  the  eruption  may  appear  within  a  few  days  of 
its  birth.  H  the  woman  passes  safely  through  the  attack,  and  goes 
to  full  time,  the  child,  although  it  shows  no  indication  of  having  had 
the  disease  in  tdero,  will  probably  be  immune  to  vaccination.  In 
llKIl  I  tlid  a  Ca-'sarian  section  on  a  patient  seven  weeks  after  her 
['harge  from  the  small-pox  hospital  8he  had  had  a  very  mild 
attack.  The  child  showed  no  indications  of  having  had  the  disease, 
but  three  attempts  at  vaccination  proved  un^^uccessfuL  In  a  second 
case,  also,  recently  confined  in  the  hospital  a  few  weeks  after  an  attack 
of  small-pox,  vaccination  of  the  child  was  unsuccessfuL  The  mother 
in  this  case  had  had  a  very  severe  attack. 

Prognosis. — In  severe  attacks,  the  pregnancy  is  very  likely  to  be 
interrupted,  and  the  danger  to  the  woman  is  very  great.  In  milder 
attacks,  there  is  a  considerable  risk  of  the  pregnancy  being  inter- 
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rupted,  and  this  increases  the  danger,  but  expulsion  of  the  uterine 
contents  does  not  invariably  happen. 

Trec^mejU. — The  usual  treatment  must  be  adopted,  and  if  the 
uterine  contents  are  expelled,  the  utmost  care  must  be  taken  to  pre- 
vent septic  infection,  and  to  insure  that  the  uterus  is  thoroughly 
emptied. 

Case  I. — Abortion  between  the  Third  and  Fourth  MmUhs  during 
ConvaIe^cm€£  from  Small -pox. —Mrs,  B.,  aged  thirty-three,  a  multi- 
para, was  seized  with  sickness,  headache,  and  rigor  on  April  7.  The 
eruption  began  on  the  9th  with  two  papules  on  the  fingers  and  one  or 
two  on  the  arms.  Her  son  had  been  admitted  to  the  Fever  Hospital 
eleven  days  before,  and  slie  had  been  revaceinated  two  days  later. 
The  vaccination  had  taken  satisfactorily.  She  said  she  had  been 
vaccinated  in  infancy,  but  the  mark  was  very  indistinct.  When  she 
was  admitted,  on  April  10,  the  eruption  was  beginning  to  show  on  the 
back.     She  was  about  four  months  pregnant. 

The  eruption  became  fairly  abundant,  and  ran  its  full  course. 

April  30. — The  patient  was  up,  feeUng  fairly  well,  but  complained 
of  some  pain  in  her  back.  Next  day  the  pain  in  the  back  was  worse, 
and  the  uterus  expelled  its  contents.     The  abortion  seemed  complete. 

May  3. — The  temperature  rose  to  100"^  F*  An  intra-uterine  douche 
was  given,  and  the  temperature  rose  to  10-1:°  F,,  but  on  the  morning 
of  the  tlth  it  had  fallen  to  9^  F.,  rising  again  in  the  evening  to  101-8''  F. 

Mai/  7. — An  intra-uterine  douche  was  given,  as  the  temperaturo 
was  atUl  up.     The  discharge  was  not  fa^tid. 

May  10. — The  uterus  was  curetted  and  douched,  but  there  was 
very  Uttle  to  remove. 

Muif  12.— The  temperature  was  102-2^  F.,  but  the  patient  main- 
tained that  she  felt  quite,  well.  There  was  decided  dulness  to  per- 
cussion, and  resistance,  but  no  tenderness  in  the  left  iliac;  fossa. 

May  120.— The  temperature  has  continued  to  rise  to  l(MT  or  101°  F. 
The  cervix  was  found  low  down,  with  little  or  no  mobility  of  the 
uterus,  and  there  was  well-marked  resistance  in  the  posterior  and  left 
fornix,     Ichthyol  tampons  were  used  daily. 

May  24.— An  abscess  had  suddenly  formed  in  the  left  groin.  It  was 
incised  and  drained. 

June  10. — The  incision  had  healed.  Per  vaginam,  the  resistance 
in  the  left  fornix  had  almost  entirely  disappeared.  There  was  some 
resistance  in  the  pouch  of  Douglas,  but  no  tenderness.  The  uterus 
was  quite  movable  and  involuted. 

The  patient  was  dismissed  well  on  June  21 . 
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The  risk  to  this  patient  was  undoubtedly  \^ery  much  iticreased  by 
the  abortion  and  subsequent  eelluhtis.  Instead  of  being  in  hospital 
about  a  month,  as  she  would  have  been  if  she  had  not  aborted,  she  had 
to  remain  nearly  two  and  a  half  months. 

Case  IL — Miscarriage  at  the  Sixth  MoiUh. — Mrs.  MeL.,  aged  thirty- 
nine,  multipara.  The  patient  considered  herself  pregnant  about  six 
months.  Her  last  three  pregnancies  had  resulted  in  two  early  mis- 
carriages, and  the  third  in  a  dead-born  child,  about  two  years  ago 

She  had  been  seized  with  shivering,  sickness,  and  vomiting  on 
February  11,  and  the  eruption  had  appeared  on  the  lith.  She  was 
admitted  on  the  15th.  The  rash  was  pretty  abundant  and  discrete 
on  the  ISth,  papulo- vesicular  and  pustular,  with  considerable  ery- 
thema between  the  spots.  It  was  fairly  evenly  distributed  over  the 
face,  scalp,  back,  arms,  and  legs,  also  on  the  palms  and  soles.  There 
were  some  papules  on  her  tongue.  Her  vaccination  mark  was  very 
doubtful. 

March  7. — Pains  began  suddenly,  and  on  examination  the  os  was 
found  to  be  about  the  sixe  of  a  florin  and  the  membranes  tense.  The 
fa^tus  was  expelled  at  6.30  a.m.  on  the  8th.  The  placenta  was  re- 
moved from  the  vagina,  and  there  was  little  bleeding.  Her  puer* 
perium  was  quite  normal,  and  she  was  dismissed  well  on  March  2^1 

The  miscarriage  had  no  bad  effect  in  this  case.  She  seemed  prone 
t'O  miscarry,  so  there  was  little  chance  of  her  pregnancy  continuing. 

Typhus. — In  the  present  day  typhus  is,  generally  speaking,  a 
rare  disease,  but  in  (ilasgow  small  localized  epidemics  are  still  not 
very  uncommon.  In  the  early  days  of  the  Maternity  Hospital  a  good 
many  cases  were  dealt  with,  especially  in  the  outdoor  department. 
The  pregnancy  is  very  Uable  to  be  interrupted,  and  the  risk  to  the 
woman  is  very  great.  The  high  temperature  alone  may  have  a 
deleterious  effect  upon  the  foetus,  but  I  should  think  it  is  the  typhus 
poison  which  actually  causes  its  death. 

Case  h^Abortion  of  a  Fleshy  Mote, — Mrs.  M.,  aged  twenty-seven, 
5- para  ;  amenorrhiJ?a  for  four  months.     Admitted  December  6, 

The  patient  had  been  ill  about  a  week  with  general  malaise,  head- 
ache, pains  all  over,  and  feverishness.  The  bowels  were  constipated, 
and  she  had  been  sick  and  vomiting.  Her  temperature  was  103°  F., 
pulse  112,  and  respiration  3H. 

December  T. — She  had  not  slept,  and  was  much  troubled  with  a 
cough.  The  bowels  had  moved,  slight,  constipated  motion  ;  tempera- 
ture 103-6'  F..  pulse  114,  and  respiration  32.  Her  face  was  somewhat 
dull  and  flushed  generally,  eyes  slightly  injected,  pupils  small.     She 
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was  quite  sensible,   and  complained  only  of  headache  and  cough. 
Her  tongue  was  dry  and  slightly  coated. 

Rash^ — On  the  arms  there  was  sUght  general  erythema,  and  a  few 
spots  appeared.  On  the  trunk  only  a  few  spots,  macula,  fading  on 
pressure,  reddish  in  colour ;  on  the  feet  only  a  few  spots. 

The  heart -sounds  were  good  in  quality,  and  the  pulse  good*  Some 
rales  were  audible  at  the  base  of  the  lungs, 

The  urine  was  dark,  straw-coloured,  acid,  and  contained  a  distinct 
trace  of  albumin. 

December  H. — Had  passed  a  better  night  after  getting  bromide. 
At  noon  her  bowels  moved  freely,  and  she  began  to  pass  blood  and 
clots  from  the  vagina  in  considerable  quantity.  Per  vaginam  the 
08  was  felt  slightly  dilated,  but  nothing  but  clot  could  be  felt. 

December  9. — As  there  was  again  some  bleeding,  the  vagina  was 
plugged.  The  patient  felt  much  better.  There  was  very  little  evidence 
of  a  rash,  and  the  tongue  was  moist.  The  temperature  last  night  was 
103^  F.,  and  this  morning  101-2'^  F.  She  looked  much  brighter.  In 
the  evening  the  plugs  were  removed,  and  the  uterus  was  cleared  of 
a  mass  about  the  size  of  a  hen's  egg.  This  was  evidently  a  fleshy 
mole.  There  was  no  bleeding.  After  that  she  did  very  well,  although 
the  vagina!  discharge  was  foetid.  The  temperature  varied  between 
99-6^  and  102' 8"  F.  for  a  few  days. 

She  was  dismissed  well  on  January  22. 

Case  II. ^ — Incmnplele  Abortion^ — X.  H.,  single,  aged  twenty-three  : 
length  of  amenorrhoea  not  stated. 

This  patient  was  admitted  on  January  2H  in  the  second  day  of  her 
illness.  Her  temperature  was  102^6'^  F.,  pulse  104,  and  respirations  28 

January  2[K — The  patient  was  very  bright,  and  stated  that  her 
headache  and  pains  had  improved.  Her  tongue  was  moist,  and  there 
was  no  rash.  Her  heart -sounds  were  normal  and  her  limgs  clear. 
There  w^as  a  slight  trace  of  albumin  in  her  urine.  Her  spleen  was 
enlarged  4  J  by  3|  inches. 

Jannury  31. — Her  headache  was  bad  again.     Her  face  was  suffused. 

Fdhfuary  2.^ She  complained  of  abdominal  pain  and  pain  in  the 
back.  A  placental  mass,  and  a  portion  of  membrane,  were  expelled 
from  the  uterus. 

February  4. — ^The  face  and  conjunccivae  had  become  suflfuBcd. 
The  patient  was  dull  and  stupid,  with  nmttering  delirium.  The 
tongue  was  dry  and  brown  in  the  centre-  The  rash  had  appeared. 
Her  pulse  was  very  feeble,  and  there  was  now  some  bronchitis  present. 
The  vaginal  discharge  was  fcetid,  but  douching  soon  put  it  right. 
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February  19. — ^She  was  now  convalescing  favourably.  The  mutter* 
ing  deliriuDi  had  lasted  about  a  week*  The  bronchitis  had  cleared 
np,  and  the  cardiac  weakness  yielded  to  treatment.  There  was  no 
further  development  of  the  rash.     She  was  dismissed  well 

From  the  description,  it  would  seera  that  this  patient  was  suffering 
from  an  incomplete  abortion  at  the  time  of  admission. 

Enteric  Fever, — This  is  the  fever  of  which  we  see  most  cases 
in  the  maternity  hospital.  We  usually  have  several  cases  each  year. 
The  patients  come  to  us  in  labour,  with  a  history  of  having  been  out  of 
sorts  for  a  week  or  two.  The  temperature  is  found  to  be  raised  and 
the  pulse  quickened,  but  beyond  that  there  may  be  nothing  definite. 
The  bowels  are  usually  constipated.  After  the  labour  is  over  the 
temperature  remains  high,  and  diarrhoea  probably  begins.  The  rash 
over  the  abdomen  is  hardly  ever  seen,  as  the  strice  mask  it.  It  is 
extremely  difficult  to  dbtingulsh  the  condition  from  one  of  sepsis. 
Diarrhoea  and  enlargement  of  the  spleen  are  common  to  both.  The 
Widal  test  is  most  useful  If  a  good  reaction  is  got,  one  may  be 
pretty  confident  the  case  is  one  of  enteric.  In  all  cases  of  fever  during 
the  puerperium,  where  there  is  the  least  suspicion  of  enteric,  the 
Widal  test  should  be  applied.  Sepsis  is  very  liable  to  arise.  In  two 
of  my  cases  the  Widal  reaction  was  obtained  from  the  infant's  blood* 

Expulsion  of  the  uterine  contents  occurs  in  about  three-quarters 
of  the  cases,  and  it  is  only  in  very  mild  attacks  that  the  pregnancy  is 
not  interrupted.  I  do  not  consider  the  prognosis  as  Fegards  the  woman 
any  worse  than  in  non- pregnant  cases. 

Case  I. — Ahwtion. — J.  McM.,  aged  thirty.  Length  of  amenorrhoea 
not  stated. 

This  patient  was  admitted  on  February  3*  8hc  had  been  ill  for 
ten  days  with  sickness,  headache,  backache,  diarrhoea,  and  abdominal 
pain.  She  had  been  confined  to  bed  for  eiglit  days.  Her  temperature 
was  104^'  F.,  pulse  112,  and  respirations  2^.  Her  akin  was  pale  gen- 
erally, and  there  was  an  abundant  crop  of  very  typical  rose  spots. 
Her  pupils  were  dibted,  the  tongue  dry,  hard  and  brown,  with  trans- 
verse cracks.  The  abdomen  appeared  normal,  but  she  complained 
of  pain  low  down  in  the  right  ihac  region,  and  there  was  tenderness 
on  pressure.  The  spleen  was  markedly  enlarged  ;  its  lower  edge  at 
the  costal  margin. 

The  heart-sounds  were  pure,  but  feeble.     The  lungs  were  clear. 

There  was  a  vaginal  dischar|;e,  which  had  been  going  on  for  a  day 
or  two,  and  was  supposed  to  be  menstrual 

The   disease  ran  a  fairly  typical  course.     The   vaginal  discharge 
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continued,  and  on  the  14th,  the  twenty-Becond  day  of  the  illness,  a 
rounded  mass  about  the  size  of  a  large  walnut  was  expelled  from  the 
vagina.  The  abortion  was  quite  complete.  A  couple  of  days  later 
the  temperature  fell  to  normal.  There  had  been  retention  of  urine 
for  some  days  previous  to  the  abortion,  and  the  urine  had  become 
ammoniacal.  The  bladder  required  to  be  washed  out.  She  was 
dismissed  quite  well  on  March  3L 

From  the  deecription  of  the  mass  expelled,  the  abortion  must  have 
been  an  early  one. 

Case  ll.^Abortion. — Mrs.  B,.  multipara.  Amenorrho^a  of  about 
three  months. 

This  patient  was  admitted  to  hospital  on  April  IH,  three  weeks 
after  the  onset  of  her  illness.  She  had  been  confined  to  lied  for  a 
week.  Deafness  had  manifested  itself  four  days  before  admission* 
Her  bowels  were  constipated.  She  stated  that  she  had  been  suckling 
a  child  for  three  years,  and  that  her  last  menstrual  period  had  been 
in  January,  but  a  flow  of  blood  had  commenced  just  before  admission. 
She  liad  had  enteric  fever  when  six  years  old. 

Her  temperature  was  101 -6 "  F.,  pulse  128,  and  respiration  46, 

The  patient  looked  very  ill.  The  tongue  was  clean  but  dry,  and 
brownish  in  colour.  The  pulse  was  quick,  soft,  and  somewhat  irre^lar* 
The  abdomen  was  distended  and  tympanitic,  but  there  was  no  gurgling 
or  tenderness.  The  spleen  was  not  palpable.  No  rose  spots  were 
seen.  The  heart's  action  was  weak,  but  there  were  no  murmurs. 
In  the  lungs  rales  were  distinctly  heard,  \'aginal  examination  gave 
evidence  that  an  abortion  had  occurred. 

Next  morning  some  large  clots  were  expelled  from  the  vagina. 
The  uterus  was  cleared  of  clot  by  the  tinge rs»  and  an  intra -uterine 
douche  given. 

The  disease  ran  an  ordinary  course,  and  there  were  no  pelvic  com- 
plications. The  temperature  fell  to  normal  on  May  7,  but  four  days 
later  it  rose  again  and  kept  up  (or  a  week.  The  patient  had  evidently 
had  a  relapse. 

She  was  dismissed  well  on  July  1*.  In  this  case  the  abortion  had 
evidently  occurred  before  the  patient  had  reached  the  hospital,  as 
nothing  but  clot  was  found  in  the  uterus. 

Plague.-— Among  the  cases  of  plague  which  occurred  in  Glasgow 
in  UM\  one  of  the  women  patients  was  eight  and  a  half  months  preg- 
nant. The  following  is  the  report  of  the  case  taken  in  full  from  the 
rejiort  issued  by  tlie  medical  officer  of  health  : 

*  Premature   Labour. — Mrs.    M.,   twenty,    admitted   September    15. 
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The  duration  of  the  illness  was  a  little  doubtful,  owing  to  the  difficulty 
of  obtaining  an  accurate  history  of  the  patient  from  her  friends.  Ifc 
was,  however,  certainly  undt^r  forty -eight  hours.  The  onset  had 
apparently  been  very  severe  ;  headache,  pain  in  the  back,  diarrhoea, 
and  great  prostration  being  the  most  marked  syniptonis.  The  patient 
was  very  much  emaciated,  and  had  undergone  great  privations  for 
some  time  prior  to  admission.  The  face  was  pallid,  the  lips  dry  and 
covered  with  sorde^,  and  the  tongue  likewise  dry,  with  a  brown  fur* 
The  temperature  was  102' 0  F.,  the  pulse,  which  was  soft  and  rapid, 
numbered  HO,  and  the  respiratious  40.  The  patient  was  eight  and 
a  half  months  pregnant,  and  on  admission  labour  was  already  in  pro- 

t~  gress.     The  only   physical  signs  observed  in  the   lungs  were  some 

mibcrepitant  rtiles  at  both  bases.  There  was  a  large,  iiulurated,  and 
very  tender  bubo  in  the  left  inguinal  region.  No  rash  was  observed. 
On  the  evening  of  admission  20  c.c.  of  serum  were  injected  intra- 
venously, and  20  c.c.  into  the  area  immediately  below  the  left  groin. 
Id  that  it  might  drain  directly  into  the  bubo.  At  the  time  of  the 
injection  the  t*^mperature  had  fallen  to  9^»  f>"  F.,  and  the  patient  was 
much  collapsed.  At  4  a.m.  the  os  waa  found  to  l»e  fully  dilatetl,  and 
■I  by  this  time  the  patient's  general  condition  was  one  of  extreme 
gravity,  instrumental  delivery  was  at  once  effected-  The  child  was 
bom  asphyxiated,  and  after  much  trouble  was  resuscitated.  No 
gross  lesion  of  the  placenta  could  be  observed.  After  the  birth  of  the 
child  the  patient  rallied  a  little.  The  temperature  rose  to  lt>3S'  F,, 
the  tougue  and  lips  became  cleaner  and  moiater,  and  the  patient 
expressed  herselJ  as  feeling  a  little  better*  On  September  16, 
20  additional  centimetres  of  serum  were  injected  subcutaneously  into 
the  abdominal  walL  During  the  day  the  patient's  state  became 
more  and  more  grave,  and  she  died  at  11.50  p.m.  A  pure  culture 
of  the  plague  bacillus  was  obtained  from  the  bubo  on  admission, 
and  also  from  the  blood.  On  examining  the  bubo  after  death,  no 
plague  bacillary  forms  which  did  not  bear  evidence  of  the  most  pro- 
found degeneration  could  be  discovered,  though  in  the  spleen  and 
other  organs  of  the  l)ody  typical  uncultured  forms  were  easily  seen.'' 

Post-mortem  examination,  iSeptember  18,  1900,  by  Dr.  R.  M. 
Buchanan. 

''  Externa!  Appearance. — The  body  is  very  well  developed  and 
well  nourished.  The  abdomen  is  much  distended,  and  presents  the 
greenish  discoloration  of  commencing  putrefaction.  With  this  excep- 
tion, the  general  surface  of  the  body  is  pale.  There  is  a  slight  fulness 
observed  over  the  area  of  Scarpa's  triangle  on  the  right  side. 
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*'  Chest. — The  heart  is  of  firm  consisteace.  Over  a  small  area  at 
the  apex  of  the  left  ventricle  there  is  a  group  of  small  hfemorrhages, 
under  the  pericardium,  extending  into  the  muscle  superficially.  The 
muscle  is  slightly  paler  than  normal  and  a  shght  degree  of  cloudy 
swelling  is  evident.     The  valvular  structures  are  normal. 

'*  The  lungs  are  hypera?mic  posteriorly  and  cedematous. 

*'  Ahflomen. — The  Ever,  spleen,  aiid  kidneys  are  hyperiemic. 

*'  The  uterus  in  its  form,  size,  and  position  is  characteristic  of  recent 
delivery.  It  is  firmly  contracted,  and  the  internal  surface  is  lined  by 
a  filmy  coating  of  blood -clot. 

''  (Jlmuh, — The  right  inguinal  glands  are  considerably  enlarged. 
The  vertically  disposed  glands,  together  with  a  retroperitoneal  (lower 
ihac)  gland  ftjrm  a  chain,  in  which  each  gland  is  very  similar  in  size 
and  appearance,  ihi  section  they  are  found  to  be  fully  4  inch  in 
diameter;  while  the  cut  surfaces  are  of  firm  consistence,  intensely 
hypenemic,  and  darkly  mottled.  The  surrounding  tissues  are  cede- 
matous,  but  free  from  haemorrhage.  The  retroperitoneal  gland  is 
the  largest  of  the  group  in  virtue  of  its  elongated  shape.  The  pre- 
vertebral  glands,  in  the  same  way,  are  also  notably  affected.  The 
glands  generally,  including  those  of  the  mesentery,  are  shghtly  enlarged 
and  liyperteniic. 

''  llistQnj  of  the  Bahf^.^Bahy  M,,  born  in  hospital  September  16, 
at  4.30  a.m.  Though  the  mother  had  a  blood  infection  of  B.  pestis 
(V.S.),  the  placenta  showed  no  macroscopic  lesion.  At  birth  the  child 
was  completely  asphyxiated,  and  no  spontaneous  attempt  at  respira- 
tion was  made  for  ahnost  three-quarters  of  an  hour. 

"  For  eight  days  the  child  seemed  to  be  quite  well,  but  on  the  ninth 
day  it  was  observed  that  the  neck  seemed  rigid,  and  on  examination 
some  induration  was  discovered  on  the  left  side  of  the  neck  high  up, 
at  the  posterior  border  of  the  sterno- ma  staid.  Next  day  a  few  isolated 
glands  could  be  felt,  about  the  size  of  a  pea,  in  the  above-mentioned 
situation,  and  the  group  of  glands  lying  in  the  anterior  triangle  of  the 
neck  were  by  tins  time  also  affected.  On  the  right  side  there  were 
also  some  enlarged  lymphatic  glands,  but  not  so  large  as  those  on  the 
left  side.  The  temperature,  %vhich  had  previously  not  riBen  above 
99^(r  F,,  rose  on  this  morning  to  101"  F.  Next  day  the  child  refused 
its  food,  and  vomited  frequently.  The  child  rapidly  sank,  and  died 
on  the  following  afternoon,'" 

Scarlet  Paver, — If  the  attack  be  a  severe  one,  scarlet,  like 
other  fevers,  is  very  likely  to  cause  a  premature  terniination  to  the 
pregnancy.     An  ordinary  mild  attack  will  probably  neither  influence 
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the  pregaaucy,  uor  will  the  disease  l»e  influeaced  by  the  woman's 
condition.  It  has  been  asserted  that  pregnant  women  are  not  very 
sujsceptible  to  scarlet-fev^er  infection,  hut  this  is  doubtfnL  The 
disease  is  usually  coutraeted  in  childhood,, and,  as  one  attack  is  gener- 
ally protective,  most  childbearing  women  are  to  a  very  large  extent 
imnmne  to  it.     It  is  a  much  rarer  disease  in  pregnancy  than  enteric. 

Protjnosia. — This  will  certainly  be  somewhat  graver  than  in  non- 
puerperal cases,  but  the  risk  is  not  very  much  greater. 

I  am  indebted  to  Dr.  James  Todd  for  notes  of  the  two  following 
cases  : 

Case  I. — Pretnature  Labour. — M*  B,,  unmarried,  aged  nineteen, 
1-para,  seven  months  pregnant.  The  fretus  had  beea  dead  for  some 
time.  Three  days  after  the  confinement  the  patient  was  seized  with 
flickness,  vomiting,  and  sore  throat.     Next  morning  the  rash  was  seen. 

On  admission  to  the  Fever  Hospital,  on  the  fourth  day  of  the  puer- 
periuni,  a  doll  red,  distinctly  punctate,  rash  was  seen  over  the  chest 
and  anns,  but  fainter  and  more  papular  on  the  legs.  There  was  a 
diffuse  blush  over  the  abdomen.  The  throat  was  congested  and  the 
glands  not  enlarged.  The  tongue  had  a  distinct  thick  yellowish  fur 
on  its  dorsum,  with  papillae  showing  through  at  the  tip. 

The  heart  was  normal. 

The  abdomen  was  flaccid,  wnth  no  tenderness  anj^where.  The 
uterus  was  ill  defined.  The  cervix  vjras  high,  and  the  os  patulous  and 
soft.     The  discharse  had  a  strong  odour. 

Shortly  after  adndssion  the  patient  began  to  vomit,  and  her  pulse 
became  soft  and  rapid.  She  complained  of  headache,  and  was  dull 
mentally,  rambhng  at  times.     Her  urine  and  faeces  were  passed  in  bed. 

On  the  fifth  day  of  the  puerperium  she  was  quite  unconscious, 
vomiting  everythiiig.  Her  temperature  was  102^2^  F.,  and  the  pulse 
very  rapid  and  soft. 

Under  chloroform  the  uterus  w^as  explored.  The  cavity  was  about 
half  the  size  of  a  uterus  immediately  after  delivery.  Soft  tissue  was 
found  in  the  upper  part,  and  about  a  tablespoonful  easily  removed. 
It  appeared  to  be  a  placental  tissue.  The  uterus  was  flushed  out  with 
1  in  60  carbolic  lotion.     The  patient  stood  the  chloroform  well. 

On  the  sixth  day  of  the  puerperium  .^he  became  rapidly  w^orse.  In 
the  afternoon  she  had  a  rigor  which  lasted  about  five  minutes.  She 
died  at  2.55  a.m.  on  the  seventh  day  of  the  puerperium. 

Unfortunately,  no  post-mortem  examination  was  obtained.  There 
was  undoubtedly  an  element  of  septictmnia  present,  but  the  fever 
was  probably  of  a  malignant  type,  as  the  patient's  little  sister,  fifteen 

7—2 


CLINICAL  OBSTETRICS 


months  old,  sickened  mth  a  sore  throat,  and  died  two  days  later 
without  a  rash  appearing. 

Case  II. — Abortion. — Mrs.  R.^  multipara,  aged  twenty-six,  Amenor-  ^ 
rhcea  had  lasted  two  months* 

This  patient  had  aborted  at  the  end  of  the  second  month,  two  days 
before  she  had  been  seized  with  sickness,  vomiting,  headache,  and 
sore  throat.     The  rash  had  been  seen  on  the  iifth  day. 

She  was  admitted  to  the  fever  hospital  on  the  eighth  day  of  her 
illness.  The  rash  was  then  fading,  and  desquamation  commencing 
on  the  neck.     Her  temperature  was  1014"  F. 

The  disease  ran  an  ordinary  course,  and  she  was  dismissed  well  in 
about  seven  weeks. 

In  this  case  the  patient  had  done  a  heavy  washing  the  day  before 
she  aborted,  so  that  the  scarlet  fever  had  probably  nothing  to  do  with 
causing  it.  It  was  two  days  after  the  abortion  before  she  sickened 
with  the  fever. 

dplltlieiria. — ^I  have  never  seen  a  case  of  diphtheria  in  a 
jtregnaiit  woman,  and  it  seems  to  be  very  rare,  but  it  is  occasionally 
found  during  the  puerperium.  The  typical  exudate  containing  the 
Klebs-Loifler  bacillus  will  be  found  on  the  vaginal  mucous  membrane 
as  well  as  upon  the  pharynx. 

When  I  was  in  charge  of  the  West  End  branch  of  the  Maternity 
Hospital  I  saw  a  ease.  A  day  or  two  after  deUvei}^  the  patient's 
temperature  rose,  and  I  discovered  a  diphtheritic  exudation  on  the 
vaginal  mucous  membrane.  The  throat  also  showed  typical  patches. 
The  source  of  infection  waa  easily  traced,  as  there  had  been  a  case 
of  diphtheria  in  the  house  a  short  time  before.  The  patient  was 
removed,  so  I  could  not  follow  up  the  case- 
Septicaemia  ia  very  likely  to  arise  in  such  cases.  The  Klebs-Loffler 
bacillus  has  occasionally  been  found  in  the  discharges  in  cases  of 
septicaemia  where  diphtheria  was  not  suspected.  The  relationship 
between  the  two  diseases  seems  very  close. 

When  the  baciUus  is  found  the  an ti -diphtheritic  serum  should  be 
used  at  once. 

Measles.— If  the  attack  is  a  mild  one  the  disease  will  probably 
nm  an  ordinary  course,  and  the  pregnancy  be  unaffected.  On  the 
other  hand,  in  severe  attacks  there  is  considerable  risk  of  expulsion 
of  the  uterine  contents.  Nearly  half  of  the  severe  c-a«es  are  said  to 
end  in  this  way,  Occasionally  the  child  is  born  with  the  rash  upon 
it.  In  cases  of  delivery  during  an  attack  there  is  said  to  be  a  tendency 
to  post-partum  hemorrhage. 
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As  a  complication  of  the  puerperium,  measles  was  held  by  no  Jeea 
an  aiithoritv  than  Sir  James  Simpson  to  be  a  very  serious  disease, 
but  experience  in  our  hospital  does  not  bear  this  out.  All  the  cases 
we  have  had  have  run  an  ordinary  course. 

Case  I. —  Full-time  Lalmur.—A.  G.,  single,  aged  twenty-eight, 
2-para.  had  been  working  in  the  hospital  for  several  months  prior  to 
her  confinement.  On  April  'A  ^he  had  felt  out  of  sorts,  but  bad  showed 
no  marked  coryza.  In  the  evening,  labour  was  found  to  have  com- 
menced, and  the  rash  was  noticed.  Her  temperature  was  ^9°  F. 
The  labour  was  norma L  lasting  nine  and  a  half  hours.  There  was  no 
tendency  to  post-partum  hsemorrhage.  The  child,  a  female,  weighed 
1\  pounds.  Next  day  the  rash  was  well  out.  The  patient  was  kept 
in  hc»spital  for  three  days,  and  then  removed  to  the  measles  ward  of 
the  fever  hospital  The  highest  point  the  temperature  reached, 
101'^  F*,  was  on  the  evening  of  tlie  first  day  of  the  puerperium.  The 
subsequent  coursu  uf  the  tlisease  was  quite  regular. 

The  child,  which  had  remained  with  her  during  the  three  days  that 
she  was  in  the  Maternity  Hospital  after  dehvery,  was  taken  to  one  of 
the  receiving  houses  and  kept  under  observation  for  two  weeks.  It 
remained  quite  well.  It  is  possible  that  it  may  have  been  rendered 
immune  to  the  disease,  just  as  the  infants  in  the  two  small-pox  cases 
already  referred  to  were  immune  to  vaccination.  My  experience 
has  been  that,  when  a  new-bom  infant  is  exposed  to  the  infection  of 
measles  immediately  after  birth,  the  disease  develops  very  rapidly,  and 
the  rash  appears  in  aliout  a  week.  Possibly  the  infection  takes  place 
thr<:jugh  the  stump  of  the  cord.  la  this  case,  however,  no  rash  appeared, 
although  at  that  time  we  had  no  separate  cots  for  the  infants,  and 
the  child  was  therefore  in  bed  with  the  mother  for  three  days. 

Case  Ih^-Ftdl'fime  Labour- — In  this  case  the  patient  was  exposed 
to  the  infection  of  measles  on  the  dav  when  labour  commenced. 

A.  McK.,  single,  aged  thirty.  I -para,  was  admitted  December  II, 
and  dehvered  December  12.  The  child,  whjch  weighed  HJ  pounds, 
was  delivered  Ijy  forceps,  as  the  second  stage  of  labour  was  prolonged. 
The  perineum  was  slightly  ruptured,  and  requiretl  two  stitches.  The 
puerprium  was  perfectly  normal  until  the  seventh  day,  when  the 
temperature  rt»se  from  99^^  F.  in  the  morning  to  101*^  F,  in  the  evening. 
Until  the  thirteenth  day,  the  temperature  was  never  below  UMJ  F., 
and  on  the  evening  of  the  eleventh  day  it  reached  its  highest  point, 
1034''  F.  On  the  morning  of  the  thirteenth  day  it  fell  to  ^l*""  F.,  and 
she  was  found  to  be  covered  with  a  copious  measles  raslu  which  had 
come  out  during  the  night.     During  all  these  days  she  had  never 
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complained  of  any  special  pain  or  discomfort,  except  from  the  heat* 
The  lochia  were  sweet,  and  involution  of  the  uterus  had  gone  on 
steadily*  8he  had  never  shown  any  signs  of  coryza.  I  was  at  a  loss 
to  account  for  the  temperature,  but  felt  sure  that  it  was  not  due  to 
septic  absorption.  The  incubation  stage  had  lasted  exactly  foiirteen 
days.  It  was  only  after  the  rash  had  developed  that  we  found  out 
that  a  child  had  sickened  with  measles  in  the  house  the  patient  was 
stapng  in  the  very  morning  before  she  came  into  hospital* 

She  was  removed  to  the  measles  ward  of  the  Fever  Hospital  where 
the  disease  ran  an  ordinary  course.  Her  infant  had  been  taken  away 
by  her  friends,  and  I  was  unable  to  find  out  whether  or  not  it  developed 
the  disease. 

In  both  of  these  cases  it  is  remarkable  that  the  coryzal  intlicationB 
were  absent. 

Influenza. — Unfortunately,  the  term  '* influenza"  is  often  very 
loosely  applied  to  all  forms  of  feverish  colds.  An  intlueniwi  cold  is 
not  a  serious  complication  of  pregnancy,  but  the  true  influenza  is. 
The  risk  to  the  patient,  especially  if  a  pulmonary  compHcation  arises, 
is  very  great.  The  uterine  contents  may,  not  improbably,  be  ex- 
pelled,  and  the  patient  die  within  a  few  days,  or  death  may  occur 
without  an  interruption  of  the  pregnancy. 

(*ASE  I, — Mrs.  D.,  u-para,  aged  thirty-seven,  eight  months  pregnant, 
began  to  suffer  from  severe  headache,  pains  throughout  her  body, 
and  fcverishncss.  For  two  days  she  treated  herself,  but  on  the  third 
day  I  was  called  to  see  her,  as  her  breathing  had  become  embarrassed. 
I  foimd  her  very  ill,  with  a  temperature  of  103°  F.,  and  a  pulse  of  120. 
Her  abdomen  was  very  much  distended.  The  uterus  was  as  large  as 
a  full-time  one,  from  excessive  liquor  atunii.  Her  legs  were  swollen. 
At  the  base  of  the  right  lung  there  was  evidence  of  commencing  con- 
solidation. 

The  patient  was  very  restless,  and  could  not  get  sleep.  Her  urine 
was  free  from  albumin. 

In  spite  of  most  active  treatment  the  patient  got  no  rehef.  The 
temperature  remained  very  high,  and  at  the  time  when  the  crisis 
should  have  occurred  there  was  no  fall.  Instead  of  a  crisis,  the 
pneumonia  spread  to  the  left  lung,  and  the  patient  died  on  the  twelfth 
day  after  the  onset  of  the  pneumonia.  1  was  unable  to  determine 
whether  or  not  the  ftptus  had  died  pre\'iou8  to  the  mother,  as  it  was 
impossible  to  make  a  proper  examination.  The  uterus  remained 
ijuii^scent,  and  showed  no  indication  of  expelling  its  contents. 

lu  reference  to  these  cases  of  specific  fevers  in  pregnancy  antl  the 
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puerperium,  an  iniportant  question  arises  ia  regard  to  puerperal  fever. 
Will  the  infection  of  any  of  the  fevers  give  rise  to  puerperal  fever  ? 
I  do  not  think  it  vail  of  itself,  but  a  patient  suffering  from  any  of  the 
fevers  is  a  most  favourable  subject  for  the  germa  of  puerperal  fever 
to  work  upon.  There  can  be  no  doubt  that  septicfemia  is  very  prone 
to  arise  in  such  cases.  The  high  temperature  and  the  low  vitality 
of  the  patient's  tissues  are  most  powerful  predisposing  factors  in 
favour  of  septic  invasion. 

Erysipelas,  I  believe,  will  give  rise  to  puerperal  fever,  because  the 
niicro'orgaaisms  are  identical ;  but  in  the  other  cases  where  the 
micro Mjrganisms  are  quite  distinct,  the  one  cannot  change  into  the 
other*  but  may  assist  the  other,  by  preparing  the  way  for  its  entrance. 

In  treating  cases  of  fever  after  the  uterus  has  emptied  itself,  or  has 
been  emptied  artificially,  the  most  absolute  aseptic  precautions  should 
be  taken,  both  at  the  time  and  subsequently,  to  guard  against  sepsis. 

If  a  practitioner  is  attending  fever  cases,  should  he  attend  confine- 
ments ?  If  he  is  seeing  many  fever  eases,  especially  erysipelas,  I 
think  he  should  refrain  from  midwifery  work,  A  general  practi- 
tioner, who  is  seeing  an  occasional  fever  case,  camiot  very  weU  help 
himself,  but  before  going  to  a  confinement  after  seeing  a  case  of  fever, 
he  shoidd  be  careful  to  change  his  clothes  and  thoroughly  disinfect 
his  hands  and  arms. 


CHAPTER  XI 

LABOUB  AND  ITS  MECHANISM 

Powers — Passages — Passenger — Diameters  of  the  Pelvis — Planes  of  the  Pelvis — 
Inclination  of  the  Pelvis — Attitude  of  the  Foetus — Presentation — Position 
—The  Foetal  Head — Sutures — Fontanelles — Diameters  of  the  Foetal  Head 
— Stages  of  Labour — Premonitory  Symptoms — False  and  True  Pains — The 
First  Stage  of  Labour— The  Second  Stage— The  Third  Stege— Effect  of 
Labour  on  the  Child — Caput  Succedaneum — Duration  of  Labour — Normal, 
Laborious,  Preternatural,  Complex,  Missed  Labour — The  Mechanism  of 
labour. 

By  the  term  labour  is  meant  the  expulsion  of  the  uterine  contents. 
It  is  a  mature  or  fuU-tinie  labour  when  the  fcetus  has  reached  its  full 
development,  and  a  pretnature  labour  if  before  full  time,  but  not 
before  the  foetus  is  viable — i.e.,  from  the  seventh  month. 

The  three  principal  factors  concerned  in  labour  are  the  potvers,  the 
passages,  and  the  passenger. 

The  primary  powers  are  the  contractions  of  the  uterus,  while  the 
secondary  powers  are  the  contractions  of  the  abdominal  muscles. 
The  primary  powers  are  involuntaty,  while  the  secondary  are  volun- 
tary, but  towards  the  end  of  labour  they  too  become  practically 
involuntary.  The  primary  powers  are  concerned  first,  with  dilating 
the  lower  uterine  segment  and  the  cervix,  and  second,  with  expelling 
the  uterine  contents.  The  secondary  powers  take  no  part  in  the 
dilatation,  but  materially  assist  in  the  expulsion.  The  weight  of  the 
uterine  contents  assists  by  gravity,  especially  during  the  early  part 
of  labour,  if  the  woman  stands  or  walks  about. 

The  passages  are  the  lower  uterine  segment,  the  cervix,  the  vagina, 
and  the  bony  pelvis  round  all. 

The  passenger  is  the  foetus  with  placenta  and  membranes. 

Diameters  of  the  Pelvis. 

External  Diameters.— The  most  important  are  the  inter- 
cristal — the   distance   between  the   widest   part   of  the  iliac  crests  ; 
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the  interspiuous — the  distance  between  the  anterior  superior  spines  ; 
and  the  a ntero* posterior  or  external  conjugate — the  distance  between 
the  tip  of  tlie  last  lumbar  vertebra  and  the  front  of  the  symphysis 
pubis  (BaudekxMjue's  diameter).  These  measurements  are  made  by 
means  of  caiipers.  The  intercristai  one  shoukl  be  about  11  inches, 
and  the  interspiuous  about  10  inches.  They  var^^  according  to  the 
size  of  the  pelvis,  but  in  a  properly  shaped  pelvis  there  should  be 
about  1  inch  difference  between  them.  Baudelocque's  diameter 
shoukl  1)0  ab«:iut  7 A  inches,  but  it  is  of  very  tittle  importance. 

Internal  Diameters.— These  are  taken  at  the  brim,  in  the 
cavity  and  at  the  outlet.  They  are  four  in  number — viz.,  the  antero- 
posterior or  conjugate,  two  obhques  (right  and  left),  and  tht*  trans- 
verse. 


if- 


Picj.  3. — Bri^i  of  Pel\*is,  sufiwisi*  the  Ci>nji.uate,  Obuque,  anp  Til\nS' 
VERSE  Diameters  (PLAiFAtu). 


At  the  brim,  the  antero- posterior  or  conjugate  is  measured  from 
the  centre  of  the  top  of  the  sacral  promontory  to  the  centre  of  the 
top  of  the  symphysis  pubis.  The  right  ohhque  is  measured  from 
the  right  sacro-iliac  joint  to  the  left  iho-pectineal  eminence.  The 
left  is  measured  from  the  left  sacro-iliac  joint  to  the  ri^ht  ilio- pectineal 
eminence.  The  right  is  slightly  longer  than  the  left,  but  the  difference 
ia  very  slight. 

The  transverse  is  measured  from  the  middle  of  the  brim  of  one 
fdde  to  the  same  |»oint  on  the  other  side.  Sandstein  has  recently 
pointed  out  the  fact  that  the  transverse  diameter  is.  on  an  average. 
one -half  the  length  of  the  intercristah 

In  the  ca\4ty,  the  same  measurements  can  be  taken  about  its  centre. 
In  a  normal  pelvis  they  are  all  about  equal. 
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At  the  outlet  the  conjugate  is  measured  from  the  tip  of  the  coccyx 
to  the  under  edge  of  the  sympliysia  pubis.  As  the  coccyx  is  usually 
more  or  less  movable,  this  diameter  can  be  increased  by  pressing  the 
coccyx  backwards. 

There  is  no  fixed  point  from  which  to  measure  the  obliques. 

The  transverse  is  measured  from  the  bat-k  part  of  one  ischial 
tuberosity  to  the  same  point  on  the  other. 

The  following  table  gives  the  measurements,  in  a  form  in  which 
they  can  be  easily  remembered.  These  diameters  are  slightly  less 
than  the  ones  usually  given.  They  may  be  taken  as  representing 
the  smallest  normal  pelvis.  Anything  less  than  these  show  that  the 
pelvif^  is  a  contracted  one. 


Bnm 

Cavity 

Outlet 


C'oDjUgStc, 

1  )bUquu. 

Tmii((ver««. 

4  in. 

4^    in. 

5  in. 

4J.. 

4J    „ 

4i„ 

3    ,. 

4i    .. 

4    „ 

You  will  ut>tice  that  the  smallest  diameter  at  the  brim,  the  con- 
jugate, becomes  the  largest  at  the  outlet,  while  the  largest  at  the 
brim,  the  transverse,  becomes  the  smallest  at  the  outlet.  The  obliques 
can  only  be  nieasiired  at  the  brim  and  in  the  cavity,  but  it  is  con- 
venient to  consider  them  the  same  at  the  outlet  as  at  the  brim  and 
in  tlu^  cavity. 

Flail68  of  tllB  JPelviS, — If  you  were  to  place  a  saw  on  the 
ilio*pectineal  line,  and  cut  right  back  through  both  iliac  bones,  fol- 
lowing the  line  all  the  way  back  to  the  top  of  the  promontory,  the  saw 
would  pass  along  the  plane  of  the  brim.  Or,  if  you  were  to  cut  a  piece 
of  paper  the  exact  shape  of  the  brim,  and  place  it  in  the  brim,  it  would 
lie  exactly  in  the  plane.  If  humlreds  of  these  sheets  of  paper  were 
placed  in  the  cavity,  they  would  represent  the  difierent  planes,  and, 
in  the  same  way,  one  in  the  outlet  would  represent  the  plane  of  the 
outlet.  The  plane  of  the  outlet  is  not  parallel  to  that  of  the  brim, 
because  the  pelvic  canal  is  not  straight,  but  curved,  the  posterior 
wall  being  very  much  longer  than  the  anterior. 

Inclination  of  the  Pelvis,— The  l>rim  makes  with  the 
honzontan  angle  of  about  ')4:  .  In  the  erect  posture  the  anterior 
superior  iliac  spines  and  the  top  of  the  symphysis  are  in  one  per- 
pendicular plane — t.e.,  the  superior  spines  lie  directly  above  the  upper 
margin  of  the  symphysis,  the  acetabular  notches  look  directly  down- 
wards, and  the  tip  of  the  coccyx  is  slightly  above  the  apex  of  the 
pubic  arch.    Seeing  the  dried  disarticulate  pelvis,  one  is  very  apt 
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to  forget  this,  and  to  think  of  it  as  being  placed  at  right  angles  to  the 
flpioe. 

The  Axis  of  the  Feliris.— An  axis  to  a  plane  is  a  line 
drawn  at  riijfht  angles  U)  the  centre  of  the  plane.  If  we  were  to  find 
the  axis  of  each  of  the  large  number  of  planes  of  the  pelvis,  from  brim 
to  outlet,  and  then  connect  all  these  points,  we  would  get  a  curved 
line,  running  through  the  pelvie  cavity,  midway  between  its  walls. 
This  is  the  axis  of  the  pelvis,  and  it  indicates  the  direction  to  be 
travelled  by  the  presenting  part  of  the  child  during  labour.  In  the 
living  person  the  direction  of  the  axis  ot  the  brim  is  represented  by 
a  hne  drawn  from  the  umbilicus  to  the  tip  of  the  coccyx.  Taking 
the  plane  of  the  outlet  as  extending  from  the  lower  border  of  the 
symphysis  to  the  tip  of  the  coccyx,  the  axis  of  the  outlet  will  nin 
from  the  promontory  directly  downwards.  In  the  Uving  subject, 
however,  the  vulvar  opening  Hes  considerably  farther  forward  than 
this,  and  its  axis  runs  very  much  farther  forward.  The  axis  of  the 
outlet  is  practically  at  right  angles  to  that  of  the  brim.  In  deliver- 
ing with  forceps,  etc.,  it  is  of  very  great  importance  to  remember  the 
direction  of  the  different  axej*,  so  as  to  apply  traction  in  the  right 
direction — viz.,  downw*ard9  and  well  back  at  the  brim,  and  then 
coming  gradually  forwards,  until  finally  you  are  pulling  at  right 
angles  to  the  Hne  of  your  first  traction.  This  curved  axis  is  known 
as  the  curve  of  Carus, 

Attitude  of  the  Pcetua.— By  this  is  meant  the  relation  ol 
the  different  parts  of  the  foetus  to  each  other.  The  fa*tus  is  de- 
veloped in  an  attitude  of  flexion.  The  head  and  arms  are  flexed 
on  the  chest,  the  thighs  on  the  body,  the  legs  on  the  thighs,  and  the 
feet  on  the  front  of  the  legs,  while  the  trunk  itself  bends  forwards. 
This  arrangement  allows  of  the  packing  of  the  fcetus  into  as  small 
a  sjiace  as  possible.  For  a  short  time  after  birth  this  tendency  to 
flexion,  especially  of  the  thighs,  feet,  and  legs,  wiH  jjersist. 

The  presentation  of  the  foBtus  is  usually  defined  as  the  part 
which  lies  over  the  os  uteri,  and  is  that  part  which  is  felt  by  the 
examining  flnger — e.g.,  vortex,  or  head  presentation,  transverse^  or 
shoulder  presentation,  breech  presentation,  face  presentation,  etc, 
A  better  w^ay  to  treat  of  presentations  would  be  to  divide  them  into 
two  main  divisions — viz.,  longitmlinal  and  transverse — ^and  deflne 
the  presentation  as  the  relation  of  tlie  kmg  axis  of  the  fcetus  to  the 
long  axis  of  the  mother*  In  longitudinal  presentations  the  axes 
would  correspond,  while  in  transverse  they  would  be  more  <jr  less 
at  right  angles.     The  longitudinal  ones  would  be  again  divided  into 
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two  main  subdivisions,  according  to  wliicli  pole  of  the  fcetus  came 
first,  head  or  breech,  and  the  transverse,  into  dorso-anterior  and  doreo* 
posterior. 

The  position  of  the  f«tu»  means  the  relation  which  the  pre- 
senting part  bears  to  the  pelvis.  There  are  four  principal  positions, 
right  and  left  anterior,  and  right  and  left  posterior,  according  as  the 
presenting  part  lies  t^  the  right  or  left  side  of  the  pelvis,  to  the  front, 
or  to  the  back. 

The  attitude  of  tiie  ftjetus  is  practically  always  the  same,  more  or 
less  flexed,  but  tlie  presentation  and  i)osition  frequently  change 
during  pregnancy.  In  the  vast  majority  of  cases  it  is  the  head  which 
presents,  most  frequently  with  wciput  coming  first,  turned  towards 
the  left  aide  and  front  of  the  pelvis — i,e.,  in  the  left  anterior  position. 

The  FfBtal  Head.—The  ffptal  skull  differs  from  the  adult 
one  in  the  bunes  not  being  tirnily  united  together.  The  membranous 
union  allows  of  considerable  moulding  of  the  head  as  it  passes  through 
the  pelvis.  The  occipital  bone  can  slijj  under  the  posterior  end  of 
the  parietals,  and  the  frontals  under  the  anterior  ends,  thus  lessening 
the  antero-pusterior  diameter  of  the  head,  while  one  parietal  can  slip 
over  the  other  and  lessen  the  transverse  tliarneter. 

There  are  four  sutures — v^iz.,  the  fronlal,  between  the  two  frontal 
bones  ;  the  sayiUal,  between  the  two  parietals  and  continuous  back 
from  the  fronial ;  the  coronaL  between  the  parietals  and  frontals  ; 
the  lambdoiddi.  between  the  parietals  and  the  occipital  bone.  Where 
the  coronal  suture  crosses  the  junction  of  the  frontal  and  sagittal 
sutures,  there  is  a  lozenge  shapetl  membranous  space,  the  atUerior 
fontandle  or  bregma,  and  at  the  posterior  end  of  the  sagittal  suture, 
where  it  meets  the  angle  of  the  lambdoidal,  there  is  a  much  smaller 
triangular  space,  the  fKHih^nnr  foftUitwiie.  It  is  important  to  be  able 
to  recognise  the  fontanelles  by  touch,  so  as  to  make  out  the  {Ktsition 
of  the  liead.  The  anterior  is  the  larger,  is  lozenge -shaped,  and  haa 
four  sutures  running  out  from  it — viz.,  the  frontal,  sagittal,  and  the 
halves  of  the  ct»ronal.  The  posterior  one  is  the  smaller,  is  triangular 
in  shape,  can  be  enlarged  by  depressing  the  tip  of  the  occipital  bone, 
and  has  three  sutures  nmning  out  from  it — viz.,  the  sagittal  and  the 
two  halves  of  the  lambdoidal. 

The  portion  of  the  top  of  the  head  lying  between  the  two  fonta- 
BeUes  is  known  as  the  vertex. 
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Diameters  op  the  F<etal  Head. 

The  longest  antero-poaterior  diameter,  the  occipiio^mental^  is 
meaBUxed  from  the  tip  of  the  occipital  bone  to  the  tip  of  the  chin 
(5  inches) ;  the  next  in  length,  the  occipiio-frontaL  is  from  the  occiput 
to  the  root  of  the  nose  (4i  inches)  ;  while  the  shortest,  the  aub-occipitO' 
bregmatic,  extends  from  the  nape  of  the  neck  to  the  anterior  fonta- 
nelJe  (4  to  3  J  inchea).     The  sub-occipito-bregmatic  measures  4  iiiches 


So 
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Fio.  4,— TiiE  FtETAL  Skull  {FoTHERtJiLL). 


O.M.     =sOcf^ipitO'mental  diameter. 
S»0»B.  =Siib-occipit'0-1»regniatic  diameter. 
O.F.     =Oceipi  to -frontal  diiimeter. 


B,T.  =  Bitemporal  diameter. 
B.P.  =  BipBnetiU  diameter. 
V.     =  Ve^rtcx. 


when  the  head  is  not  tlexed,  as  the  front  end  of  the  diameter  is  then 
taken  from  the  front  of  the  anterior  fontanelle,  but  when  the  head  is 
much  flexed  it  measures  3i  inches,  as  the  front  end  then  lies  at  the 
back  part  of  the  fontanelle.  The  greater  the  amount  of  flexion  of 
the  head  the  shorter  this  diameter  is.  The  importance  of  this  will  be 
seen  when  we  deal  with  labour. 
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Transverse  Diameters,— The  biparielai  is  measured  be- 
tween the  widest  parts  oi  the  parietals  (3|  inches),  and  the  hitetnportd 
between  the  tenqiles  {"Ik  incheij)- 

Vertical  Biameters, — The  frotdo-mmtal  h  measured  from 
the  chin  to  the  top  of  the  forehead  (3  inches),  ami  the  cervko-breg- 
matic  from  behind  the  angle  of  the  jaw  to  the  ant-erior  fontanelle. 
The  vertical  diameters  are  the  least  important. 

All  these  diameters  can  be  enasiderably  lessened  by  the  moulding 
of  the  head  during  labour.  By  this  I  do  not  mean  that  they  will  all 
be  lessened  in  each  case,  because,  as  a  matter  of  fact,  while  some  are 
lessened  others  must  necessarily  be  increased.  It  vaW  depend  upon 
the  way  in  which  the  head  presents  as  to  which  diameter  ydW  be 
lessened  and  which  increased.  Some  heads  are  broader  than  others* 
and  do  not  mould  so  well,  while  other.s  are  much  longer  (dolicho- 
cephalic). The  head  of  a  male  is  usually  slightly  larger  than  that  of 
a  female.  Among  highly  civilized  races  the  heads  are  larger  than 
among  savages.  This  is  one  reason  why  labonr  among  civilised 
women  is  much  more  difficidt  than  among  primitive  people,  and 
also  why  labour  aniung  savage  women  is  much  more  difficult  when 
the  children  are  half-breeds. 

Stages  of  Labour.— For  convenience,  labour  is  usually  divided 
into  three  distinct  stages. 

The  first  atmjt,  or  that  of  dilatation,  lasts  from  the  commencement 
of  true  labour  pains  until  the  os  uteri  is  fully  dilated. 

The  sevond  stage,  or  that  of  expulsion,  lasts  from  the  full  dilatation 
of  the  OS  uteri  unti!  the  child  is  born. 

The  third  stage,  or  that  of  delivery,  lasts  from  the  birth  of  the  child 
until  the  placenta  and  membranes  are  expelled. 

Fremonltory  Symptoms.— During  the  last  two  or  three 
weeks  of  pregnancy,  the  uterine  tumour  sinks,  and  allows  of  greater 
ease  in  breathing,  but  pressure  upon  the  bladder  and  rectum  will  be 
increased,  so  there  will  be  frequency  ol  micturition,  and  an  increase 
of  constipation,  and  tiie  patient  may  have  some  difiiculty  in  walking, 
and  her  legs  may  swell  somewhat  from  the  increased  pressure.  This 
is  known  to  women  as  ''  the  lightening  before  labour.'' 

The  cervix  becomes  shortened,  or  taken  up  into  the  uterine  ca^nt>% 
by  the  gradual  exfjansion  of  the  lower  uterine  segment.  At  the  same 
time  there  will  l*e  an  inrrease  in  the  mucous  discharge  from  the  vagina, 
which  becomes  blood-stained  at  the  onset  of  actual  labour,  constitut- 
ing what  is  known  as  the  ''  shows," 

Many  patients  are  troubled  with  pains,  especially  at  nighty  for  the 
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last  two  or  three  weeks*  These  are  sometimes  so  bad  that  the  patieat 
unagineg  the  labour  has  actually  comnieaced.  These  paias  are  known 
*  aa  false,  while  the  proper  labour  pains  are  known  as  true  pains.  It  is 
important  to  be  able  to  distinguish  between  them.  True  pains,  or 
contractions,  cause  dilatation,  and  during  their  occurrence  the  pre- 
senting' part  v\nli  be  felt  to  be  forced  down  against  the  os  ;  the  hag 
of  membranes  will  become  tense.  False  pains  have  no  effect  in  this 
way.  They  are  generally  caused  by  irritation  in  the  bowels,  or  from 
an  overdistended  bladder,  or  froui  the  jjatient  being  overfatigued, 
from  standing  too  long.  They  recur  at  irregular  intcrv^als,  and  the 
uterus  does  not  harden  regularly,  as  when  the  true  pains  are  on. 

Diagnosis. — A  %^aginal  examination  during  a  false  pain  will  show 
that  the  OS  uteri  is  not  being  dilated,  neither  is  the  presenting  part 
being  pressed  down. 

Treat  me  fit. — False  pains  do  not  assist  labour.  They  cause  much 
suffering  to  the  patient,  and  should  therefore  be  reheved.  Remove 
the  caiise  by  attending  to  the  bowels  or  bladder,  and  then  give  an 
opiate. 

The  First  Stage  of  JiB^l^Our.—TrHe  paim  are  first  felt 
in  the  abdomen  at  intervals  of  (:erhaps  half  an  hour  or  even  longer. 
The  word  '' pains''  is  used  as  synonymous  mt\i  uterine  contractions. 
Ac  first  the  pains  recur  every  half -hour  or  so,  but  as  labour  advances 
they  become  much  more  frequent :  every  fifteen  or  ten  minutes,  aud 
then  every  five  minutes,  and  finally  every  three  or  four  minutes. 
Between  the  pains  there  is  complete  rest,  and  the  patient  will  often 
drop  oS  to  sleep.  This  rest  is  a  wise  provision  of  Nature.  If  the 
pains  were  continuous,  the  woman  would  quickly  become  exhausted, 
and  the  fcetus  would  be  killed  by  the  continuous  pressure.  As  they 
increase  in  strength  and  frequency,  the  patient  begins  to  feel  them 
in  her  back  and  shootijig  roimd  towards  the  front.  If  you  place  your 
hand  upon  the  abdomen  during  a  pain,  you  will  feel  the  uterus  harden 
and  come  forward. 

During  the  first  stage  the  pain  feels  fif  a  gnawitig  or  grinding  nature. 
Some  women  suffer  greatl}\  while  others  again  seem  to  suffer  very 
little,  and  give  practically  no  indication  of  what  is  going  on,  except 
perhaps  by  a  drawing  together  of  the  face.  Most  patients  are  rest- 
less, and  cry  out  a  good  deaL  During  this  time  canalization  of  the 
lower  part  of  the  uterus  and  cen^  is  taking  place.  The  lower  uterine 
segment  stretches,  and  the  membranes  attached  to  it  get  separated, 
and  project  through  the  opening  os,  as  the  hag  uf  membra nts  or  fore- 
waters.     The   bag  of  membranes  acts  as  a  splendid  dilator.     It  is 
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usually  rounded  in  shape,  but  it  sometimes  projects  into  the  vagina 
in  a  sausage  shape  in  cases  of  malpresentation  or  contracted  pelves. 
Its  power  as  a  dilator  is  then  very  small.  The  contractions  of  the 
longitudinal  fibres  of  the  uteru.s  tend  tn  push  the  uterine  contents 
downwards,  and  at  the  same  time  pull  open  the  os. 

If  a  vajginal  examination  is  made  during  a  pain,  the  bag  of 
membranes  will  be  felt  to  become  tense  and  the  lips  of  the  cervix  firm. 

When  the  os  is  fully  dilated,  the  membranes,  as  a  rule,  rupture,  and 
the  forewaters  escape.  The  whole  of  the  liquor  amnii  does  not  escape, 
as  part  of  it  is  dammed  back  l>y  the  head  plugging  tlie  cervix,  but  in 
transverse  or  breech  cases  the  presenting  part  does  not  do  this,  so  the 
whole  fluid  quickly  escapes.  Sometimes  the  membranes  rupture 
early,  even  before  the  pains  come  on,  while  at  other  times  they  are 
80  tough  that  the  J  require  to  be  ruptured  artificially.  There  is 
occasionally  a  collection  of  fluid  between  the  chorion  and  amnion, 
and  the  discharge  of  this  may  lead  to  the  mistake  that  the  mem- 
branes have  ruptured,  while  in  reality  the  amnion  is  still  intact. 
Occasionally  the  ovum  is  expelled  intact — i.e.,  with  the  child  com- 
pletely enveloped  in  the  membranes.  They  must  be  torn  at  once, 
or  the  child  will  be  smothered.  Sometimes  the  child  is  bom  with  a 
cap  of  membranes  over  its  head,  known  as  a  ''  cauh'*  The  well- 
known  superstition  as  to  this  membrane  has  hardly  yet  died  out 
among  a  certain  class. 

Tlie  Second  Stage  of  Labour,— When   the   os  is   fully 

dilated  and  the  membranes  arc  rupturetl.  the  second  stage  begins. 
The  pains  now  become  stronger  and  more  frequent,  and  the  head 
distends  the  perineum  (Fig.  5).  The  suffering  is  greater,  and,  at  the 
moment,  of  expulsion  of  the  child,  may  become  so  great  that  the 
woman  may  lose  control  of  herself  for  a  little,  and  can  hardly  be  held 
responsible  for  her  actions.  The  pain  is  of  a  rending,  tearing  nature, 
and  will  be  siTccially  felt  in  the  back. 

During  the  second  stage  the  secondary  powers  come  into  play^ 
The  woman  holds  her  breath  and  contracts  her  abdominal  muscles^ 
as  much  as  she  can,  in  making  expulsive  efforts.     This  assists  uterine 
action  very  markedly. 

Tblrd  Stage* — After  the  child  is  born  the  uterus  retracts 
and  nuiv  remain  quiescent  for  a  few  minutes,  but  contractions  soon 
come  on,  and  retraction  increases  until  the  placenta  and  membranes 
are  separated  and  expelled  A  primipara,  as  a  rule,  will  not  have 
any  more  pains  after  the  expulsion  of  the  placenta  and  membranes, 
uidess  a  portion  is  retained  in  lUero,  but  in  subsequent  labours  they 
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wiU  coiitmue  for  fruin  twelve  to  thirty*six  houra  afterwards,  and  be 
especially  severe  when  the  cliild  is  at  the  breast. 

Effect  of  Labour  on  the  CllUd.— Until  the  niembranes 
rupture  and  the  hquor  ainnii  escapes,  the  child  does  not  sutler  from 
pressure,  as  the  fluid  prevents  this ;  therefore,  as  a  rule,  there  is  no 
pressure  upon  the  child  until  the  second  stage,  unless  the  membranes 
have  ruptured  prior  to,  or  during,  the  tirst  stage*  If  the  second  stage 
is  too  prolonged,  there  is  considerable  risk  of  the  pressure  killing  the 
child.  As  has  already  been  mentioned,  the  fo?tal  head  moulds  con- 
siderably when  it  h  the  presenting  part.     In  difficult  and  prolonged 
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labours  the  moulding  will  be  marked.     It  occurs  chiefly  during  the 
second  stage. 

Caput  Smccedaneum.— Besides  the  moulding  of  the  head 
there  is  always  more  or  less  swelling  of  the  scalp,  known  as  the  capiU 
snccedaneum ,  Tins  forms  on  the  part  which  presents,  or  lies  free  in 
the  08.  This  part  is  not  supported,  therefore  the  pressure  from 
above  forces  the  serum  of  the  blood  into  it^  and  causes  it  to  swell- 
The  position  of  the  caput  succedaneuni  differs  according  to  the  posi- 
tion of  the  presenting  part.  We  thus  have  several  swellings,  forming 
as  the  head  changes  position,  during  its  movement  through  the  pelvis, 
but  finally  they  all  come  to  be  merged  into  one.  In  vertex  presenta- 
tions this  is  over  the  back  part  of  the  parietal  bone,  which  hes  to  the 
front.     When  any  part  of  the  child,  other  than  the  head,  presents, 
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the  swelling  will,  of  course,  be  on  the  part  which  presents,  and  not 
the  head. 

In  a  few  days  the  head  usually  gains  its  normal  shape  and  the 
caput  swcedaixeum  disappears,  but,  until  it  has  disappeared,  one  can 
judge  from  it  in  what  way  the  child  has  presentee d. 

Duration  of  JLabour. — A  normal  labour  should  not  last  more 
than  twenty- four  hours  from  the  onset  of  true  labour  pains.  Twelve 
hours  is  about  an  average  duration.  It  is  usually  longer  with  first, 
than  with  subsequent  children.  Of  the  three  stages,  the  first  is  much 
the  longest,  averaging  about  eight  or  ten  hours,  though  it  may  be 
much  longer  or  much  shorter-  During  the  first  stage,  so  long  as  thai 
membranes  are  intact,  there  is  no  risk  to  mother  or  child  in  ordinary 
cases.  The  second  stage  may  last  only  a  few  minutes,  but  about 
three  hours  in  multi parse  and  four  hours  in  primiparte  is  as  long 
as  it  should  be  allowed  to  last,  pro^^ded  the  pains  are  active.  If 
it  is  allowed  to  linger  on  for  hours,  the  pressure  upon  the  child  may 
cause  its  death.  The  mother  may  become  exhausted,  and  the  aoft 
parts  in  the  peivis  may  be  so  injured,  by  pressure  from  the  presenting 
part,  that  sloughing  will  occur  a  few  day^^  later.  In  such  a  case  the^ 
bladder  or  rectum,  or  both,  may  be  opened  into  ;  septic  absorption 
is  also  apt  to  occur. 

The  third  stage  is  usually  over  in  about  fifteen  or  twenty  minutes. 
If  it  is  prolonged  much  beyond  that,  the  placenta  is  in  all  probabiUty 
adherent 

i.  Normal  Labour. — It  is  almost  impossible  to  define  what  is  meant 
by  a  normal  l<jtbouT,  It  may  be  looked  upon  as  one  in  which  the 
vertex  presents,  and  the  child  is  expelled  by  natural  efforts  within 
twenty -f OUT  hours,  without  anything  untoward  occurring. 

2,  Lahoriom  nr  Lingering  Labour ^ — This  differs  from  a  normal  j 
labour  in  being  prolonged  beyond  twenty-four  hours.  The  risk  to 
both  mother  and  child  is  considerably  increased  In  labours  lasting 
over  twenty-four  hours  the  mortahty  is  four  times  greater  than  in 
those  under  twenty-four  hours^  while  in  those  lasting  over  thirty  hours 
it  is  twelve  times  greater.  You  see,  then,  that  a  laborious  labour  is  a 
dangerous  one,  and  the  danger  rapidly  increases  with  the  lengthening 
of  the  time, 

l\.  PftiernatHTfd  Labour. — In  this  form  some  part  of  the  child 
other  than  the  head  presents.  This  includes  breech  and  transverse 
presentations.  It  is  a  dangerous  labour,  especially  in  the  transverse 
cases. 

4.  Compile  Of  CofHplicated  Labours. -^In  this  form  there  is  danger 
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to  the  iiinther  and  child,  apart  from  that  due  to  the  presentation. 
The  complication  may  be  either  fotal  or  maternal.  Tbe  fcetal  com- 
plications may  he  from  prolapse  of  the  cord  or  multiple  pregnancies. 
The  maternal  complications  may  be  from  haemorrhage,  cardiac  or 
chest  disease,  eclampsia,  malformations  of  the  uterus,  and  rupture 
of  the  vagina  and  uterus. 

5.  Missed  labour,  where  at  full  time  labour  has  not  come  on  at  all, 
or,  having  commenced,  the  pains  have  subsequently  passed  of!,  and 
the  fretus  is  retained  in  uteto  for  a  rnnsiderable  period. 

Tlie  Mechanism  of  Labour,— To  thoroughly  understand 
labour,  we  must  study  t!u^  muvements  of  the  presenting  part  of  the 
fcetus,  as  it  passes  through  tbe  pelvis.  lu  95  ]ier  cent,  it  is  the  vertex 
which  presents,  so  we  shall  consiiler  its  movements. 

The  head  may  present  in  four  different  positions.  The  occiput  is 
the  part  w*hich  leads,  and  is  known  as  the  denominator — i,e.,  it  de- 
nominates or  gives  the  name  to  the  presentation.  The  positions  are 
named  first,  second,  thirds  fourth,  according  to  the  way  the  occiput 
points.  The  first  and  second  are  anterior  positions,  and  the  third 
and  fourth  posterior. 

First  Position  (L.O.A,),^In  the  first  or  left  occipito-anterior  posi- 
tion, which  is  the  most  frequent  of  alb  the  occiput  points  towards  the 
left  cotyloid  foramen  and  the  sinciput  or  forehead  towards  the  right 
sacro-iljac  joint-  The  occipito-frontal  diameter  of  the  head  thus  lies 
in  the  right  obhque  diameter  of  the  pelvis  (Fig,  6,  I.). 

Second^  Position  (R.O.A.). — In  the  second  or  right  occipito-anterior 
position,  the  occiput  points  towards  the  right  cotyloid  foramen,  and 
the  sinciput  towards  the  left  sacro-ihac  joint.  The  occipito-frontal 
diameter  of  the  head  thus  lies  in  the  left  obhqne  diameter  of  the 
pelvis  (Fig,  H,  IL). 

Third  Position  {R.O,P.), — In  the  third  or  right  occipito- posterior 
position,  the  occiput  points  towards  the  right  sacro-iliac  joint  and 
the  ainciput  towards  the  left  cotyloid  foramen.  The  occipito-frontal 
diameter  of  the  head  thus  lies  in  the  right  oblique  diameter  of  the 
fielviB.     Tltis  is  just  the  reverse  of  the  first  (Fig.  5,  III.). 

Fourth  Posilion  {L.O,P.). — In  the  fourth  or  left  occipito-posterior 
position,  the  occiput  points  towards  the  left  sacro-iliac  joint  and 
the  sinciput  towards  the  right  cotyloid  foramen.  The  occipito- 
frontal diameter  of  the  head  thus  lies  in  the  left  oblique  diameter 
of  the  pelvis.     This  is  the  reverse  of  the  second  (Fig.  *i,  IV.), 

Frequency  of  Occnrrem'e, — Of  the  anterior  positions,  the  tirst  (L.O.A.) 
Is  by  far  the  more  frequent,  and  of  the  posterior,  the  third  (R.O.P.). 
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The  tliird  occurs  more  frequently  than  the  second  or  fourth.  The 
fourth  is  rare.  Placing  them  in  the  order  of  frequency,  we  have  the 
first,  the  third,  the  second,  and  then  the  fourth.  As  the  first  and 
third  are  by  far  the  most  frequent,  it  vn.ll  thus  be  seen  that  in  the 
vast  majority  of  cases  the  head  passes  through  the  pelvis  with  its 
oceipito-lrontal  diameter  in  the  right  oblique  diameter  of  the  peMs, 
As  I  have  ahready  stated,  this  diameter  of  the  pelvis  is  shghtly  longer 
than  the  corresponding  left  one. 

MovenieiUs  of  lite  Head  m  it  pmses  throiufh  tfn:  Pel  vis  in  the  First 
Position  (LXKA.). — The  head,  which  is  somewhat  tlexed  on  the  chest, 
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enters  the  pehds  or  engages  in  the  brim,  with  its  occipito-frontal 

diameter  in  the  right  oblique  of  the  pelvis,  the  occiput  pointii^  to- 
wards the  left  cotyloid  foramen,  and  the  sinciput  towards  the  right 
sacro-iiiac  joint,  the  right  parietal  bone  presenting.  The  con- 
tractions of  the  uterus  and  abdominal  nmscles  force  the  head  down- 
wartb  and  backwards,  through  the  cavity  of  the  fielvis,  in  the  right 
oblique  diameter.  This  movement  of  demetii  is  continuous  through* 
out  the  other  movements  about  to  be  described.  The  fcetus  is  de- 
veloped in  a  Hexed  attitude,  so  at  the  l»eginniug  of  labour  the  head 
is  somewhat  flexed  on  the  chest.     As  soon  as  descent  begins,  and  the 


LABOUR  AND  ITS  MECHAXISM 


117 


head  me^ts  with  resistance,  fieMon  is  increased,  until  the  occiput  gets 
considerably  in  advance  of  the  sinciput.  This  is  due  to  the  steeper 
or  occipital  part  of  the  head  travelling  qiueker  than  the  more  sloping 
front  part.  The  inward  pressure  froni  the  aides  of  the  canal  tend  to 
increase  flexion  when  it  has  commenced.  The  result  of  flexion  is  to 
bring  the  subocnipito-bregniatic  diameter  of  the  head  into  the  oblique 
diameter  of  the  pelvis,  in  place  of  the  oc^ipito-f rental ^ — i.e.,  to  sub- 
stitute a  short,  diameter  for  a  much  longer  one,  which  will  allow  the 
head  to  pass  more  easily-  The  movement  of  flejcion  is  a  very  im- 
portant one,  and,  the  more  marked  it  is,  the  more  easily  will  the  head 
pass  down. 

When  the  flexed  head  has  passed  down  through  the  cavity  of  the 
pelvis,  the  leading  part  of  it^viz.»  the  occiput^ mpinges  against  the 
pelvic  floor,  and  we  then  have  the  next  movement^ — viz.,  internal 
rotation.  The  occiput  turns  forward— i.e.,  towards  the  right,  under 
the  pubic  s^inphysis.  This  is  caused  by  the  elastic  resistance  of  the 
pelvic  floor  forcing  the  occiput  in  the  only  direction  in  which  it  can 
gi>^viz.,  forw^ard  to  the  vulvar  opening.  The  rule  for  internal  rota* 
tion  is,  that  the  leading  part,  of  the  child— i.*^,  the  part  which  strikes 
the  i>elvic  floor  first — must  go  forward-  This  holds  good,  no  matter 
what  the  presentation  may  be.  The  result  in  this  case  is  that  the 
subotrcipito-bregmatic  diameter  of  the  head  changes  from  the  right 
oblique  diameter  of  the  pelvis  into  the  conjugate  at  the  outlet — i,e*, 
into  the  longest  diameter  at  the  outlet,  which  of  course  allows  of  the 
head  passing  more  easily. 

When  the  occiput  comes  under  the  pubic  symphysis,  the  nape  of 
the  neck  fits  well  into  the  arch,  and  then  we  have  the  next  movement 
of  esrtcnjftow.  It  is  the  undoing  uf  tlesLion.  The  chin  gradually  leaves 
the  chest,  but  at  the  same  time  the  nape  of  the  neck  glides  under  the 
symphysis,  so  that  there  is  a  movement  forward^  as  well  as  a  bending 
back,  of  the  head.  In  this  way  the  top  of  the  head,  the  forehead, 
and  then  the  face,  of  the  child  are  forced  over  the  perineum,  and  the 
head  is  born.  Extension  is  the  result  of  the  force  from  above  driving 
the  head  downwards,  while  the  perineum  resists,  so  the  head  must 
pass  forwards  in  the  line  of  the  resultant  of  the  two  forces — t»e*,  in 
the  axis  of  the  outlet. 

The  next  •  movement  is  known  as  extemtd  rotation  or  restiliUum, 
The  head  turns  round  so  that  the  face  of  the  child,  which  was  looking 
directly  towards  the  mother's  anus,  comes  to  look  towards  her  right 
thigh,  or  directly  upwards,  when  the  patient  is  lying  in  the  usual 
position  on  her  left  side.    The  head  has  nothing  to  do  with  causing 


Ii8 


CLINICAL  OBSTETRICS 


tliia.  It  is  really  an  internal  rotation  of  the  shoulders,  the  leading 
shoulder  following  the  ordinary  rule  of  internal  rotation,  and  jiassiug 
forward  under  the  pnbic  arch  just  as  the  occiput  did,  but  in  the 
opposite  direction — ^'iz.,  towards  the  left.  The  posterior  shoulder 
now  sweeps  over  the  perineum,  and  both  shoulders  and  arms  are 
born.     The  body  is  then  expelled  without  any  difficulty,  as  a  rule. 

To  recapitulate :  we  have  flexion,  descent,  increase  of  flexion, 
internal  rotation,  extension,  and,  iinally,  external  rotation  and  birth 
of  the  body* 

Mejckanism  in  the  Second  Position  (R.O.A.)^— The  occiput  points 
towards  the  right  cotyloid  foramen,   and  the  sinciput  towards  the 
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left  sacro-iliac  joint — i.f.,  the  occipito-frontal  diameter  of  the  head 
lies  in  the  left  obhque  diameter  of  the  pelvis.  The  left  parietal  bone 
presents.  The  movements  of  the  head  are  precisely  the  same  as  in 
the  first  position^ — viz.,  flexion,  descent,  increase  of  flexion,  internal 
rotation,  extension  and  ex1:ernal  rotation.  The  only  difference  is 
that  the  head  descends  in  the  left  oblique  tliameter  of  the  pelvis,  and, 
as  the  occiput  rotates  forward,  it  must  turn  towards  the  left.  In 
external  rot^ition  the  face  turns  to  look  towards  the  mother^s  left 
thigli,  or  directly  downwards  tow^ards  the  bed. 

The  mechaiui?m  in  occipito- posterior  cases  will  be  dealt  with  later 
on,  when  we  consider  the  treatment  of  such  cases. 
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Mechanism  of  the  Third  Stage. — During  the  third  stage  of  labour 
the  placenta  and  membranes  are  separated  and  expelled.  The 
placenta,  which  is  from  6  to  8  inches  in  diameter,  is  attached  to  a 
portion  of  the  uterine  wall  of  corresponding  size.  The  exact  position 
of  the  attachment  varies,  but,  to  be  normal,  it  should  be  somewhere 
in  the  uterine  cavity  above  Bandl's  ring.  When  the  child  is  born, 
the  size  of  the  uterus  is  much  reduced  by  retraction  or  permanent 
shortening  of  the  muscular  fibres,  and  the  site  of  attachment  of  the 
placenta  shrinks  with  the  rest  of  the  wall.  With  each  contraction 
during  the  third  stage,  more  and  more  retraction  occurs,  and  the 
uterus  becomes  smaller  and  smaller.  The  placenta  itself  cannot 
shrink  very  much  ;  and,  as  its  site  does,  separation  necessarily  occurs. 
The  membranes  are  separated  in  the  same  way.  When  separation 
has  occurred,  the  uterine  contractions  expel  the  placenta  into  the 
vagina,  and  its  birth  is  completed  by  the  expulsive  powers  of 
the  abdominal  muscles.  It  may  come  edge^dse  or  doubled  on  itself. 
The  membranes  follow  it.     More  or  less  clot  comes  with  the  placenta. 
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THE  MANAGEMENT  OF  AN  ORDINARY  LABOUB 

Armameninriiun — Arrangement  of  the  Bed — ^Extemal  Examination  ol  the 
Patient — Inspection,  Palpation,  and  AiusciiltAtion  of  the  Abdomen — Vaginal 
Examinatian— The  First  Stage — The  ?>eeond  Stage^The  Third  Stage. 

To  insure  success  in  surgical  work,  absolute  cleanliness  or  asepsis  is 
necessary.  This  is  equally  true  of  midwifery  work,  and  the  sooner 
this  is  realized  the  sooner  \iall  the  death-rate  from  puerperal  sepsis 
be  materially  lessened.  In  my  introductory  chapter  I  have  dealt 
shortly  with  this  subject,  go  I  shall  not  elaborate  it  further,  but  shall 
describe  the  methods  which  I  have  found  most  successful  in  conducting 
my  midwiiery  work. 

Before  taking  up  the  consideration  of  how  to  manage  an  ordinary 
labour,  let  us  consider  our  armamexitarllllll.  If  a  midmfer)^  bag 
is  used,  it  should  be  of  fair  size,  and  have  a  removable  canvas  tining, 
fitted  with  loops  for  bottles.  This  lining  should  be  sterilized  from 
time  to  time,  A  much  better  appliance  is  a  midwifery  satchel  like 
Ballantyne's  (Figs.  8  and  9).  It  consists  of  two  tin  trays,  one  fitting 
partly  into  the  other.  In  the  shallower,  and  lower,  one  there  is  a  canvas 
tray  with  eunipartments  for  the  various  bottles,  etc,  and  in  the 
upper  one  the  lorceps,  douche,  etc.,  are  carried.  The  whrde  is  enclosed 
in  a  removable  canvas  cover,  with  a  strap  and  handle  for  carrjdng  it. 
If  the  case  is  an  instrumental  one,  you  hft  the  canvas  tray  out  of  the 
lower  tray,  and  you  have  an  adnurable  steribzer  for  your  instruments, 
which  you  can  use  on  an  ordinary  fire  or  gas -stove.  The  water  should 
be  cooled  down  by  adding  sterilized  water,  and  a  bttle  lysol  to  lubri- 
cate your  instruments.  You  thus  insure  asepsis  as  regards  the  instru- 
ments. The  upper  tray  is  large  enough  to  allow  of  soaking  your 
hands  and  forearms  in  an  antiseptic  solution,  and  it  may  also  be 
used  for  bathing  the  child  if  resuscitation  is  necessary.  In  working 
among  the  poor  you  often  have  great  difficulty  in  obtaining  proper 
basins  and  jugs,  and  when  you  do  get  them  you  can  never  be  sure 
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4.  A  lung  silver  or  glass  catheter. 

5.  An  antiseptic.  Lysol  is  the  most  cOrivevient,  as  it  does  away 
vdth  the  need  of  a  j^reaaj  lubricant.  Perchloride  of  mercury  pellets 
may  also  be  carried,  but  except  for  sterilizing  one's  hands  they  are 
not  to  be  used  in  an  ordinary  labour, 

6.  Chloroform. 

7.  Ergot,  but  ergotin  or  ergotinin  for  hypodermic  use  is  of  much 
greater  value.  ^ 

8»  Clean  nail-brush. 

!lK  Scissors,  curved  needles,  needle-holder,  silkworm  gut,  and  catgut* 

10;  A  small  packet  or  two  of  absorbent  wool,  Ven^  convenient 
ounce  packets  of  this  are  now  supplied  by  chemists. 

11.  A  large  sterilized  waterproof  apron,  or  an  aseptic  cotton  overall* 

Besides  these  it  is  well  to  carry  a  small  bottle  of  ether  and  an 
opiate  in  one  form  or  other,  and  a  hypodermic  syringe  with  tabloids 
of  ergotinin,  morphia,  and  strychnine*  To  arm  one  completely  for 
emergencies,  a  packet  of  iodoform  or  sterilized  gauze,  a  pair  of  packing 
forceps,  a  pair  of  volsella  forceps,  and  a  saline  infusion  apparatus 
would  be  necessary. 

When  labour  begins,  you  should  attend  as  soon  as  sent  for.  On 
arrival,  in(|uiries  should  at  once  be  made  as  to  the  nature  of  the  pains. 
how^  long  they  have  been  going  on.  and  how  frequently  they  are  re- 
curring, and  also  if  there  has  been  any  di.seharge.  If  the  patient  is 
not  in  bed»  she  should  go  there,  to  enable  you  to  examine  her* 

The  proper  arrangement  of  the  bed  is  of  great  importance.  If 
there  be  a  trained  nurse  in  attendance  she  is  of  course  responsible 
for  this,  but  many  patients  camiot  afford  to  have  a  proper  nurse, 
and  in  this  case  you  must  see  to  the  bed  yourself.  If  possible,  the 
bedstead  should  be  so  placed  as  to  allow  you  to  get  round  it.  A 
firm  hair  mattress  is  the  best  form  of  bed,  but  you  must  make  the 
best  of  whatever  is  at  hand.  A  mackintosh  sheet  is  usually  put 
over  the  bed,  then  t!ie  ordinary  sheet,  and  above  that  a  smaller 
mackintosh  with  a  folded  up  draw-sheet  or  blanket,  or,  what  is  much 
better,  an  obstetric  bed  sheet  (gamgee  rissue  does  nicely  for  this). 
In  many  cases  mackintosh  sheets  will  not  be  available,  but  several 
plies  of  brown  paper,  or  ordinary  newspapers,  make  a  very  good 
substitute.  The  draw-sheet,  at  least,  should  be  perfectly  clean. 
Amiong  the  poorer  classes  it  is  usual  for  the  patient  to  have  on  a  dirty 
petticoat,  and  perhaps  soiled  underclothing  and  nightdress.  The 
petticoat  should  be  removed,  and  the  underclothing  and  nightdress 
replaced  by  clean  ones,  which  should  l>e  w^ell  tucked  up,  so  as  to  pre- 
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vent  the  bottom  part  becoming  soiled  It  is  quite  impossible  to  cott- 
duct  a  labour  aseptically  if  the  surrounding  clothing  is  in  the  filthy- 
condition  tliat  it  too  often  is. 


Examination  of  the  Patient. 

Where  it  is  possible,  the  patient  should  be  seen  some  days  before 
the  labour  is  due,  and  the  presentation  of  the  foetus  should  be  made 
out  by  palpation  of  the  abdomen.  As  a  rule,  a  vaginal  examination 
will  not  be  necessary,  but  if  any  abnormality  as  regards  the  pelvis 
is  suspected,  a  thorough  examination  should  be  made,  if  necessary 
under  chloroform. 

External  Examination  of  the  Patient.— Your    hands 

and  forearnis  should  first  he  thoruu^klv  washed  witfi  warm  water  and 


Fio,   10. — Distended  BiuDDes, 


soap.  Particular  attention  must  be  paid  to  the  finger-nails.  When 
the  hands  and  forearms  are  thoroughly  clean,  they  should  be  soaked 
in  an  antiseptic  solution  for  several  minutes.  Corrosive  sublimate 
solution  (1  to  IJXX))  is  the  most  powerful,  but  a  1  per  cent,  lysol  one 
does  admirably. 

Inspection, — The  patient  should  lie  flat  upon  her  back,  with 
the  legs  extended,  her  nightdress  well  rolled  up,  and  tlie  bed-ch>thea 
folded  down  so  as  to  expose  the  abdomen  from  the  ensiforra  cartilage 
to  just  above  the  pubic  hairs.  A  careful  inspection  will  at  once 
reveal  whether  or  not  the  contour  is  normal.  If  the  lower  part  shows 
a  somewhat  globular  swelling  in  addition  to  the  uterine  tumour,  you 
should  at  once  suspect  that  the  bladder  contains  a  considerable 
amount  of  urine  (Fig.  1(1).  Get  the  patient  to  pass  her  urine,  as  a 
distended  bladder  will  interfere  with  palpation. 
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Auscultation. — The  heart-sounds  should  be  carefully  lifitened 
for,  and  the  position  of  greatest  intensity  noted,  as  this  will,  as  a  rule, 
give  you  a  guide  as  to  where  the  back  of  the  foetus  is  lying.  The  rate 
of  the  fa*tal  heart  shoulil  be  noted,  because  in  a  prolonged  labour  a 
change  in  the  rate  indicates  danger  to  the  fcetus,  and  is  a  warning 
that,  in  the  interests  of  the  child,  speedy  delivery  is  called  for.  If 
you  hear  the  foetal  heart  distinctly,  t^U  the  patient  that  the  child 
is  alive,  but  if  you  cannot  make  it  out,  tell  some  responsible  person 
that  you  fear  the  child  may  be  dead,  but  do  not  let  the  patient  know 
this.  If  the  child  is  born  dead,  no  blame  can  be  attached  to  you  if 
you  have  announced  beforehand  that  you  could  not  detect  life  in  it. 


Fn;.  IL— Palpatkio  the  pREsuimNo  Pabt, 


Palpation. — You  now  proceed  to  a  systematic  palpation  of  the 
abdomen^  but,  before  touching  the  patient,  make  sure  that  your  hands 
are  quite  warm.  If  tliey  are  cold,  it  will  not  only  cause  the  patient 
discomfortj  but  she  will  contract  her  abdominal  muscles  so  firmly 
that  you  will  not  be  able  to  feet  the  facial  parts.  You  should  stand 
facing  the  foot  of  the  bed.  Place  both  hands  flat  upon  the  lower 
part  of  the  abdomen,  and  with  firm,  etjuable  pressure  steadily  sink 
the  tips  of  the  fingers  downwards  and  inwards,  so  as  to  grasp  the 
presenting  part  of  the  child  (Fig,  11).  In  this  case  it  should  be  the 
head  which  you  should  feel  as  a  hard  globular  mass,  joined  to  the 
trunk  by  a  narrower  portion,  the  neck.  If  the  patient  is  a  multi- 
para, as  a  rule  the  head  vfiU  be  felt  above  the  brim  in  the  early  stage 
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of  labour,  but,  il  she  is  a  priuiipara,  it  should  be  tjugaged  in  the  brim 
of  the  [pelvis  and  more  or  less  fixed.  In  either  case,  if  it  is  above  the 
brim  it  \rill  be  somewhat  movable,  and  tan  be  easily  grasped  with 
one  hand  (Fig.  12).  With  a  prirnipara  at  full  time,  if  the  head  is 
freely  movable  above  the  |^»elvic  brim,  you  should  at  once  suspect 
that  there  h  a  disproportion  between  the  size  of  the  head  and  brim. 
The  probabilicy  is  that  you  have  either  to  deal  with  a  large  head 
or  a  contracted  brim.  Wlien  the  head  is  well  engaged  you  can  only 
grasp  its  base.  The  occipital  end  of  the  head  will  be  deeper  in  the 
pelvis  than  the  sincipital,  showing  that  flexion  has  taken  place. 
When  you  have  made  out  the  presenting  part,  you  place  your 


Fig.  12,— tlFwv^riM*  tul  FtLiiiiENTiNo  Paet  with  one  Hand. 


handn  higher  up  on  the  abdomen,  and  feel  for  the  rounded  back  on 
one  side,  and  the  limbs  on  the  other  (Fig.  13),  In  the  great  majority 
of  cases  the  back  will  be  to  the  left  side.  It  is  recognised  by  its  smooth- 
ness, and  the  limbs  by  their  unevenness.  If  the  back  is  deeply 
situated,  and  the  Umba  are  well  to  the  front,  the  position  of  the  child 
will  be  occipito-poat^rior,  while,  if  the  opposite  maintains,  the  position 
will  be  occipito-anterior.  The  latter  is,  of  course,  by  far  the  com- 
moner position.  If  the  abdominal  wall  is  very  thick»  or  if  there  is 
much  liquor  amnii  in  the  uterus,  you  will  have  conBiderable  difficulty 
in  making  out  the  different  parts,  but  in  most  cases  you  can  gain  a 
good  idea  of  how  the  Icetus  is  lying. 

You  next  proceed  to  palpate  the  fundus,  and  to  do  so  you  face 
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towards  the  head  of  the  bed,  and  place  your  liands  on  either  side  of 
the  upper  part  of  the  utenia  (Fig.  H).  The  breech  will  be  felt  to  be 
softer  than  the  head,  and  not  so  rounded,  and  there  will  be  no  indica- 
tion of  a  neck. 

Besides  making  out  the  presentation  and  position  of  the  fcBtus, 
you  will  be  able  to  form  an  estimate  of  its  size»  the  amount  of  liquor 
amnii  Ln  the  uterus,  and  whether  or  not  active  contractions  are  going 
on.     You  will  also  probably  feel  the  fa^tal  movements. 

Some  obstetrician.^  maintain  that  by  palpation  and  auacultation 
you  can  learn  aU  that  you  require  to  knoAv  without  making  a  vaginal 
examination.     An  expert,  in  palpation  may  be  able  to  conduct  a  large 


Fj<-.  13.— Feelino  for  the  H\*  k  anu  Limus  oi--  the  Fcetl'S, 


number  of  his  labours  without  making  a  vaginal  examination,  but 
even  he  may  be  at  fault  at  times,  as  there  are  certain  conditions 
which  the  most  careful  palpation  will  not  reveab  The  following  case 
is  an  illustration : 

Case. — I  was  called  to  a  priniipara  who  was  in  labour.  Palpation 
of  the  abdomen  revealed  that  the  head  was  engaged  in  the  R.O,A. 
position.  The  pains  were  strong,  and  the  membranes  had  recently 
ruptured-  The  vaginal  examination  revealed  that  a  loop  of  the 
cord  was  prolapsed,  and  was  being  compressed  by  the  head.  I  at 
once  took  yteps  to  deliver  the  child  with  forceps,  and  saved  its  life, 
but  if  I  had  depended  upon  palpation  I  would  have  assuredly  lost 
that  child,     I  therefore  maintain  that  a  vaginal  examination  is  neces- 
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"iary,  and  if  it  is  done  with  proper  aseptic  precaiitioiia  there  is  no 
risk  to  the  patient.  To  minimize  the  risk  of  vagina!  examinations, 
the  use  of  aseptic  rubber  gloves  is  strongly  advocated  by  some  ac- 
coucheurs, but  I  do  not  think  they  are  necessary  if  proper  care  is 
taken  to  thoroughly  cleanse  the  hands.  I  use  them  in  septic  cases 
to  protect  my  hands  from  contamination,  and  I  think  it  is  wise  to 
do  so,  but  in  ordinary  ca^es  I  prefer  the  bare  hands.  There  is  this, 
however,  to  be  constantly  borne  in  mind  :  that  it  is  not  only  necessary 
to  sterilize  the  hands,  but  you  must  also  thoroughly  cleanse  the 
external  genitalia  of  the  patient,  or  you  will  inevitably  convey  septic 
material  into  the  vagina.     If  the  field  of  operation  is  rendered  clean. 


TiQ.  14. — ^Palpatoo  the  Part  of  the  Fietus  at  this  Fundus, 


and  the  hands  are  sterile,  there  will  be  no  risk*  but  unfortunately 
the  cleansing  of  the  field  of  operation  is  a  point  which  many  accoucheurs 
neglect. 

Vaginal  HscaminatiOU.— The  hands  should  again  be  thorouglily 
sterihzed,  and  the  external  genitals  of  the  patient  cleansed  with  an 
antiseptic.  For  this  purpose  there  is  nothing  better  than  a  1  per 
cent,  solution  of  lysoL  A  properly  trained  nurse  mil  do  this  in  pre- 
paring her  patient  for  you,  but,  if  you  have  no  nurse,  do  it  yourself. 
Use  swabs  of  absorbent  wool,  and  not  an  ordinary  sponge.  This 
ceeding  has  been  objected  to  on  the  ground  that  patients  will  not 
ftbmit  to  it.     I  have  never  found  this  to  be  the  case,  and  if  a  patient 
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should  object,  I  am  confident  a  few  words  of  explanatioa  would 
remove  all  scruples.  With  the  patient  lying  on  her  left  side  there 
is  very  little  exposure.  When  the  parts  are  clean,  the  exaniiaing 
hand  should  be  soaked  in  the  lysol  solution*  and  the  finger  or  tiugera 
passed  into  the  vagina  without  touching  anything  before  being  in- 
serted. If  lysol  is  used,  there  is  no  need  of  a  greasy  lubricant.  It  is 
a  well-known  fact  that  the  majority  of  so-ealled  antiseptic  lubricants 
are  far  from  being  aseptic,  and  there  must  therefore  be  danger  in 
introducing  them  into  the  passages,  especially  into  the  uterus,  on 
instruments.  Begin  the  examination  before  the  onset  of  a  pain, 
and  continue  it  during  the  pain.  You  make  out  if  she  is  in  labour, 
the  stage  it  has  reached,  the  condition  of  the  membranes,  the  pre- 
sentation and  position  of  the  child,  and  the  state  of  the  passages. 
If  the  o8  is  not  fullv  dilated,  and  if  the  membranes  are  intact,  be 
careful  not  to  rupture  them.  If  everything  is  right,  tell  the  patient  ; 
but  if  you  lind  anything  abnormal  do  not  alarm  her,  but  tell  some 
responsibk^  person.  You  are  sure  to  be  asked  if  the  labour  will  be 
long,  but  be  careful  not  to  commit  yourself  to  any  definite  time,  as 
the  patient  will  lose  confidence  in  you  if  the  time  is  exceeded. 

8ee  that  the  attendant  has  ready  plenty  of  hot  water,  towels, 
binder,   napkins   (woorl-wool   or  gamgee   ones   preferably),   ligatures^ 
for  the  cord,  clean  sheets,  and  a  change  of  clothing  for  the  patient, 
as  well  as  the  baby's  garments.     Ever\^hing  should  be  well  aired 
before  the  fire. 

The  First  Stage.— If  the  labour  is  not  very  far  advanced,' 
and  the  bowels  have  not  been  freely  moved,  an  enema  of  soap  and 
water,  with  some  castor  oil  added,  should  be  given.  It  is  well  to  see 
to  this  yourself  if  there  is  no  nurse.  In  the  early  stage  the  patient 
may  be  left,  mth  instructioris  that  you  are  to  be  sent  for  as  soon  as 
the  waters  come  away.  If  the  os  is  the  size  of  a  crown,  and  the  pains 
are  at  all  active,  you  had  better  stay  in  the  house,  but  not  in  the 
patient's  room.  She  may  be  allowed  to  move  about  the  room  during 
the  first  stage,  but  tell  her  not  to  bear  down.  In  an  ordinary  case 
you  will  not  require  to  examine  again  until  the  memi»ranes  have 
ruptured.  If  the  patient  is  up  when  this  occurs,  she  should  be  put 
to  bed  at  once.  The  external  genitals  should  be  again  cleansed  with 
lysol  solution,  and  the  hands  sterilized  as  before,  prior  to  the  vaginal 
examination.  It  is  important  to  examine  immediately  after  the 
membranes  rupture,  for  fear  the  cord  may  have  been  swept  down 
by  the  rush  of  waters.  External  palpatinn  will  not  reveal  this,  and 
if  it  has  occurred  prompt  treatment  will  he  required  to  save  the  child. 
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If  the  cord  cannot  be  replaced,  you  should  either  turn  or  apply  forceps, 
unless  you  see  the  child  is  likely  to  be  expelled  immediately.  Inter- 
ference will  usually  be  necessary,  and  the  sooner  it  is  done  the  better 
the  chance  of  saving  the  child.  Before  the  membranes  rupture  there 
is  practically  no  danger  to  either  mother  or  child  in  ordinary  cases, 
but  as  soon  as  the  U€|Uor  aninii  drains  away  risk  to  both  beginja. 

The  Second  Stage  has  now  commenced,  when  the  os  is 
fully  dilated  and  the  membranes  have  ruptured.  The  patient  must 
keep  in  bed,  and  she  should  be  encouraged  to  bear  down  as  much  as 
possible.  The  pain  in  her  back  may  be  eased  by  firm  pressure.  If 
the  suffering  is  very  great*  a  Uttle  chloroform  may  be  given  during 
the  pains.     When  the  head  begins  to  bulge  the  perineum  it  may  be 


Fig.  Lj. — Method  of  Sitfportini;  the  PERiNEtTM. 


necessary  to  giv^e  more  chloroform.  The  ehloroform  interferes  some- 
what with  the  uterine  coutractinns,  and,  if  much  is  given,  it  abolishes 
the  voluntary  contractions  of  the  abdominal  muscles,  but  on  the 
other  hand  it  relieves  the  patient's  sufferings,  and  relaxes  the  pas- 
sages. If  the  perineum  is  rigid,  hot  fomentations  may  help  to  relax 
it.  When  the  head  begins  to  bear  upon  the  perineum,  the  right 
thigh  should  be  supported.  Supporting  the  perineum  often  does 
Diore  harm  than  good,  but  some  good  may  be  done  by  putting  your 
right  hand  flat  over  the  anus,  with  your  fingers  on  one  side  of  the 
vulva,  and  your  tliumb  on  the  other,  then  push  the  whole  structure 
forw^ards,  in  the  direction  the  head  k  passing.  A  pledget  of  absorbent 
wool,  wrung  out  of  lysol,  should  first  be  placed  over  the  anus  to  pre- 
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vent  the  hand  being  soiled.  The  left  hand  should  at  the  same  time 
be  passed  between  the  thighs  from  the  front,  so  as  to  keep  the  head 
flexed  as  nmeh  as  possible.  The  tips  of  the  fingers  are  pressed  firmly 
against  the  part  of  the  head  in  front  of  the  posterior  eomniissure  at 
first  (Fig.  15),  and  finally  the  head  is  grasped  with  the  thumb  behind 
the  symphysis  (Figs.  Ki  and  17).  The  perineum  should  not  be  stripped 
back  over  tile  forehead,  as  this  is  sure  to  tear  it.  The  more  the  head 
is  flexed  the  smaller  its  diameter  wHl  be,  and  the  less  the  strain  on 
the  perineum.  Lateral  incisions  are  ad\dsed  by  some,  but  I  do  not 
recommend  them.  As  soon  as  the  head  is  born,  feel  if  the  cord  is 
round  the  neck,  and,  if  it  is,  slip  it  over  the  head  or  shoulders*  If 
it  is  too  short  to  allow  of  this,  cut  it  and  deliver  quickly.     You  may 
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tie  it  in  two  places  ami  cut  between,  but  if  you  cannot  Jo  this,  secure 
the  end  attached  to  the  child  as  soon  as  the  trunk  is  delivered.  Do 
not  hurry  the  birth  of  the  trunk  unless  there  is  some  reason  for  doing 
so»  and  try  to  prevent  the  shouklers  from  tearin*^  the  perineum. 
Do  this  by  pressing  the  body  well  against  the  symphysis  pubis^  If 
care  is  not  taken,  a  slight  tear  made  by  the  head  may  very  easily  be 
increased.  The  left  hand  should  follow  the  fundus  down  as  the 
body  is  being  expelled.  If  you  camiot  do  this,  get  the  attendant  to 
do  it. 

The  child's  eyes  shouhl  be  wiped  at  once,  and  all  mucus  freed  from 
the  mouth.  It  viill  usually  cry,  but  if  it  does  not,  lift  it  up  by  the 
feet,  and  give  it  a  smart  slap  or  two  on  the  buttocks.     If  this  does 
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lint  suHioe,  artificial  respiration  will  be  necessary.  A&  soon  as  it  has 
cried  freely,  or  at  once  if  artificial  respiration  is  necessary,  tie  the 
t.^ord  in  two  places,  2  inches  and  4  inches  from  the  abdomen,  and 
cut  l>ctween.  The  second  ligature  may  be  placed  close  to  the  vulva. 
A  stout  thread  hgature  is  the  best,  and  be  sure  it  is  tied  tightly.  Cut 
the  cord  on  the  palm  of  your  hand,  for  fear  of  wounding  any  part  of 
the  child. 

The  TMrd  Stage.— Wliile  you  are  attending  to  the  child 
the  attendant  should  liave  her  hand  on  the  abdomen  kneading  the 
utems  gently.  The  patient  should  now  He  on  her  back.  Keep  up 
this  gentle  kneading  for  a  little,  and  you  will  usually  feel  the  uterus 


Fkj.  17.— Method  of  Suppobtino  the  PKEtNStm;  Final  Staok* 

contract,  and  expel  the  jilacenta  into  the  vagina.  When  the  placenta 
has  slipped  out  of  the  uterine  cavity  into  the  cervdx  and  upper  part 
of  the  vagina,  the  fundus  will  rise  a  little  in  the  abdomen.  You  now 
press  firmly  downwards  and  backwards,  and  expel  it  from  the  vagina. 
The  membranes  are  usually  removed  by  twisting  them,  but  by  grasp- 
ing  them  between  the  finder  and  thumb,  and  making  gentle  traction 
upon  them,  you  will  be  able  to  tell  wdiether  they  are  peeling  of!  com- 
pletely or  tearing.  Examine  the  placenta  and  membranes  carefully, 
and  if  everything  is  not  complete,  explore  the  uterus  at  once  and 
clear  it  thoroughly.  A  small  tag  of  membrane  left  behind  ma}^  not 
cause  any  mischief,  but  a  bit  of  placenta  certaiijy  will,  so  it  must  be 
cleared  out  at  once*     If  the  placenta  does  not  come  away  in  fifteen 
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or  twenty  minutes,  try  to  expel  it  by  firm  pressure  downwards  and 
backwards.  If  this  is  of  no  avail,  after  half  an  hour  or  so,  introduce 
your  aseptic  hand,  and  peel  the  placenta  off  and  remove  it.  This  can 
be  done  without  chloroform,  but  it  will  cause  great  pain.  Lf  the 
hand  has  to  be  introduced,  an  intra-uterine  douche  should  he  given 
iianiediately  afterwards.  This  will  wash  out  all  the  debris  and  check 
post-partum  hsemorrhage. 

Of  late  there  has  been  a  tendency  to  advocate  immediate  removal 
of  the  placenta,  and  some  have  even  ad\4sed  doing  this  by  traction 
on  the  cord.  1  must  enter  a  strong  protest  against  such  proceedings. 
The  placenta  may  he  removed  from  the  vagina  by  traction  on  the 
cord,  hut  it  should  never  be  torn  off  the  uterus  and  dragged  out  in 
this  way.  The  natural  process  of  separation  and  ex:pulsion  of  the 
placenta  from  the  uterus  takes  some  time.  We  may  assist  this  by 
gentle  kneading,  but  we  should  not  tTy  to  hurry  matters  too  much. 
If  Nature  fails,  then  we  must  interfere,  but  only  then. 

You  should  examine  the  perineum  inmiediately  after  the  child  ia 
bom.  If  it  is  torn  to  any  extent  it  should  be  stitched.  This  may 
be  done  at  once  to  save  time,  but  it  is  better  to  wait  until  the  placenta 
is  away.  Silkworm  gut  is  the  best  suture  for  the  deep  stitches,  and 
they  should  ijiclude  the  whole  tear.  Superficial  catgut  ones  may  be 
necessary  as  welL  In  slight  tears  catgut  alone  may  be  used.  Tears 
in  the  vagina  should  be  closed  at  the  same  time  with  catgut.  As  a 
nde  the  cenax  is  not  stitched,  but  if  it  is  fjadly  torn  this  should  be 
done.  It  can  be  drawn  down,  and  the  stitches  of  silkworm  or  catgut 
easily  inserted.  It  is  not  a  sign  of  bad  midwifery  to  have  a  perineum 
to  stitch,  but  to  leave  it  torn,  in  the  hope  that  Nature  will  repair  it, 
deserves  the  strongest  condemnation.  The  man  who  boasts  that  he 
has  never  had  to  stitch  a  perineum  may  lay  to  his  soul  the  flattering 
unction  that  this  is  due  to  his  skill  as  an  obstetrician,  but  some  of  his 
patients  will  have  a  different  story  to  tell. 

The  patient  must  now  be  cleansed  and  all  the  soiled  things  must 
be  removed.  Wash  her  thoroughly  with  the  lysol  solution,  using 
Bwabs  of  absorbent  wool  and  apply  an  aseptic  diaper.  Put  a  clean, 
well-aired  draw-sheet  under  her.  If  there  is  no  trained  nurse  present, 
do  the  cleansing  yourself,  and  trust  to  no  ortlinary  attendant.  If 
the  uterus  is  well  contracted,  and  there  is  no  haemorrhage,  a  tirm 
binder  should  now  be  applied.  The  lower  part  of  it  should  grasp 
the  trochanters.  The  binder  sboukl  never  be  applied  until  the  uterus 
is  well  retracted.  If  it  tends  to  relax,  keep  kneading  it  until  it  becomes 
firm  and  remains  so.     Pads  are  sometimes  applied  over  the  uterus, 
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but  they  are  almost  sure  to  shifty  aad  do  more  harm  thaii  gootl.  If 
the  patient's  nightdress  is  sailed,  have  it  changed  at  once. 

Forraerly  routine  douching  was  ad\4sed  in  all  cases.  In  ordinary 
labours  which  have  been  properly  conducted,  douching  is  unneces- 
sary. It  will  probably  do  more  harm  than  good.  If  the  parts  are 
perfectly  aseptic  it  will  not  improve  matters ;  in  fact,  it  will  do  posi- 
tive harm  by  washing  out  the  protective  organiains. 

Some  obstetricians  advise  giving  ergot  in  all  cases,  but  this  is  not 
necessary  unless  there  is  hipmorrhage  or  the  uterus  remains  flabby* 
It  should  ne%^er  be  given  until  the  placenta  is  away. 

After  the  patient  has  rested  a  little,  she  should  be  given  some 
slight  nourishment,  such  as  a  cup  of  tea.  In  ordinary  cases  stimulants 
are  not  necessary,  either  during  or  after  the  labour,  but  if  the  labour 
has  been  at  all  prolonged  she  should  have  had  some  nourishment, 
such  as  a  cup  of  beef -tea  or  of  extract  of  meat,  during  the  time.  In 
a  few  hours  the  child  may  lje  put  to  the  breast*  This  enc^ourages 
contraction  of  the  uterus. 

Before  leaving  her,  see  that  the  pulse  is  slow,  the  uterus  well  con- 
tracted, and  the  discharge  normal  in  quantity.  It  is  often  stated 
that  the  pulse  frills  below  normal  iunnediately  after  labour,  but  this 
is  not  the  general  rule.  It  should  slow  down,  but  it  seldom  falls 
below  normal*  If  you  find  it  has  risen,  at  once  be  on  your  guard 
against  post-partum  heemorrhage. 
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THE  PUERPERIUM-CAEE  OF  THE  MOTHER  AND  CHILD 

Involution  of  the  Utt'ius — Thir  Lochia — Rat»*  of  Involution — Subinvolution — 
Sujifrin volution — Gate  of  the  ^h>lher  during  the  Puerperium — After-paina — 
Evacuation  of  the  Boweb — The  Diet — Pulse  tind  Temjierature — The  Breasts 
— Length  of  Time  in  Bed — Care  of  the  Child — Dressing  the  Cord. 

The  puerperium  includes  the  time  from  the  completion  of  labour 
until  the  organs  of  reproductiun  return  to  their  normal  state.  This 
takes  from  six  to  eight  weeks.  For  the  first  two  weeks  or  so  the  woman 
should  keep  her  bed,  and  until  involution  is  eompieted  she  should 
take  rare  not  to  overexert  herself.  Working-class  women  generally  rise 
too  soon,  and  exert  themselven  too  much,  and  as  a  consequence  many 
of  them  suffer  from  subinvolution  and  prolapse  of  the  uterus. 

On  the  completion  of  labour  the  uterus  is  about  7  inches  long  and 
weighs  about  2  pounds.  It  has  to  diminish  to  3  inches  in  length,  and 
to  a  little  over  1  ounce  in  weight.  Besides  the  uterine  body,  the 
surrounding  parts,  such  as  the  bgaments,  ovaries,  tubes,  cellular 
tissue,  and  vagina  have  all  to  undergo  a  process  of  involution,  so 
that  there  is  a  large  amount  of  mat-erial  to  be  got  rid  of.  It  must 
also  be  borne  in  mind  that  other  organs  besides  those  of  generation 
have  increased  in  size  during  pregnancy,  aiifl  that  they  too  must 
involute.  The  heart  may  be  taken  as  an  example.  At  the  end  of 
pregnancy  the  left  ventricle  has  increased  in  thickness,  but  on  delivery 
the  extra  strain  on  the  circulation  is  removed,  and,  as  it  is  no  longer 
required,  the  compensatory  hypertrophy  will  at  once  begin  to  dis- 
appear. A  large  amount  of  subcutaneous  fat  is  often  put  on  during 
pregnancy,  and  it  usually  rapidly  disappears  during  the  puerperium. 

Involution  of  the  tTterus. — The  process  is  essentially  one 
of  fatty  degeneration  and  absorption  of  the  redundant  tissue  of  the 
muscular  and  peritoneal  layers  of  the  uterus.  It  has  been  maintained 
that  there  is  a  complete  destruction  of  the  uterine  muscular  fibres, 
and  a  new  development  from  embryonal  cells  in  the  outer  layers, 
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but  more  probably  it  is  only  a  partial  degeneratioa.  Oa  the  other 
band,  Fiscbel  holds  that  the  muscle-cell  contents  are  conveited  into 
a  peptone,  absorbed  into  the  bloody  and  discharged  through  the  kidneys, 
giving  rise  to  peptonuria, 

The  involution  of  the  endometrium  differs  in  so  far  as  it  is  not 
absorbed,  but  cast  off  in  the  lochial  discharges.  At  birth,  separation 
of  the  decidua  takes  place  through  the  spongy  layer,  leaving  behind 
on  the  uteruie  wall  the  deeper  cellular  layer  and  the  ends  of  the 
glands  of  the  uterine  mucous  membrane.  The  obhte ration  of  many 
of  the  bloodvessels  cuts  off  the  uourishment,  and  this  layer  of  cells 
undergoes  fatty  degeneration,  and  is  discharged  in  the  locliia.  When 
this  layer  is  cleared  away,  a  process  of  reproduction  of  the  endo- 
metrium begins  from  the  epithelial  cells  of  the  ends  oi  the  glands 
and  the  interglandular  connective  tissue,  until  ultimately  a  new 
mucous  membrane  is  formed.  By  the  end  of  two  months  this  procesu 
will  be  complete. 

As  1  have  already  mentioned,  changes  occur  in  the  ligaments, 
ovaries,  tubes,  cellular  tissue,  and  vagina,  as  well  as  in  the  uterus. 
The  process  in  some  of  these  structures  wilt  be  partly  one  of  retrac- 
tion of  overstretched  tissue,  but  there  will  also  be  degeneration  and 
absorption  where  there  has  been  hy]iertrophy. 

While  involution  is  going  on,  and  mure  especially  during  the  first 
ten  or  twelve  days,  a  very  large  amount  of  absorption  is  taking  place. 
While  this  is  strictly  a  physiological  process,  it  approaches  danger- 
ously near  the  pathological,  and  very  little  may  upset  the  balance. 

The  LocMa.— The  discharges  which  come  from  the  genital 
canal  during  the  puerperium  are  known  as  the  lochia.  For  the  first 
five  days  or  so  the  discharge  consists  largely  of  blood  from  the  various 
vessels  which  have  been  torn  across  by  the  separation  of  the  placenta 
and  decidua,  and  also  from  any  small  tears  which  may  have  occurred 
in  the  cervax  or  vagina.  It  may  contain  clots,  especially  during  the 
first  day.  From  its  colour  it  is  known  as  the  l^hia  rubra.  For  the 
next  two  or  three  days  it  is  serous  in  nature,  as  the  oozing  of  blood 
should  now  have  ceased  (lochia  senmi).  This  is  followed  by  the 
lochia  alba,  which  consists  of  the  debris  of  decidua  and  blood-clot 
from  the  interior  of  the  uterus,  along  with  dead  tissue  and  pus  from 
the  injuries  to  the  cervix  and  vagina.  Mingling  with  the  whole  there 
will  be  a  large  amount  of  mucus.  Micro-organisms  of  a  non-patho- 
genic nature  will  be  found  in  it :  they  are  the  vaginal  bacteria.  This 
discharge  lasts  from  one  to  two  weeks  or  even  longer. 

The  amount  of  lochia  varies  considerably  in  different  women.     B'or 
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the  first  three  or  four  days  it  is  much  more  profuise  than  later.  For 
practical  purposes,  the  amount  m.ay  be  estimated  by  the  number  of 
napkins  required.  For  the  first  few  days  six  per  day  should  be  suffi- 
cient. The  amount  gradually  decreases,  but  it  should  continue  to 
flow  for  about  three  weeks,  A  sudden  cessation  of  it  indicates  that 
there  is  something  wrong.  If  the  lockia  rubra  continues  too  long,  or 
recurs  after  several  days'  cessation,  in  all  probability  there  is  some- 
thing retained  in  idero — a  piece  of  placenta  or  membrane. 

The  discharge  has  a  heavy  odour  pecnhar  to  itself,  but  it  should 
not  be  fa^tid.  When  it  is  exposed  to  the  air  it  soon  becomes  septic, 
hence  the  great  necessity  of  receiving  it  into  aseptic  or  antiseptic 
pads,  which,  when  soiled,  should  be  removed  and  burned.  For  the 
same  reason  the  externa!  genitals  must  be  frequently  cleansed  wth 
an  antiseptic  lotion,  and  no  soiled  draw*aheets  or  clothing  allowed 
to  lie  under  the  patient. 

Rate  of  laTOlntlon  of  the  UterUB.— During  the  first  ten 
days  the  rate  of  involution  is  rapid,  and  it  can  be  accurately  gauged 
each  day  by  measuring  the  height  of  the  fundus.  The  usual  method 
is  by  daily  noting  the  relation  of  the  fundus  to  the  umbilicus,  but 
this  is  far  from  being  accurate,  as  the  position  of  the  umbilicus  varies 
very  much  in  different  women.  From  a  large  nundier  of  observa- 
tions, I  have  found  that  in  the  niajorixy  of  cases  the  umbilicus  is 
7  inches  above  the  top  of  the  symphysis  pubis,  but  in  a  good  many 
it  varies  from  5  to  8  inches,  so  that  it  is  anything  but  a  fixed  point  to 
measure  from.  This  variation  is  not  due  to  variation  in  the  size  of 
the  women,  as  one  might  expect.  The  top  of  the  symphysis  pubis 
is  a  fixed  point  from  which  accurate  daily  measurements  can  be 
taken,  and  by  keeping  a  record  of  these  we  can  watch  the  progress 
during  the  first  ten  days.  By  the  end  of  that  time  the  fundus  has 
reached  the  brim  of  the  pelvis,  and  no  further  measurements  can  be 
taken.  The  progress  is  now  slower,  but  it  should  go  on  steadily,  until 
the  ntems  is  back  to  its  normal  size.  Care  must  be  t^ken  to  have 
the  bladder  and  rectum  both  empty  when  the  measurement  is  made, 
as  otherwise  the  uterus  will  be  pushed  up. 

Immediately  after  labour  the  top  of  the  fundus  should  be,  on  an 
average,  from  fl  to  7  inches  above  the  symphysis.  Within  the  first 
twelve  hours  or  so  it  usually  rises  from  \  to  I  inch,  and  then  falls 
more  or  less  steadily  at  the  rat^e  of  abont  1  inch  in  twenty *f our  hours. 
By  the  tenth  day  the  fundus  should  be  about  the  brim  of  the  peMs* 

The  axis  of  the  uterus  is  not  usually  in  the  axis  of  the  abdomen, 
but  towards  one  or  other  side,  more  frequently  towards  the  right  than 
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^H        the  left.     Eotation  is  also  very  conimonj  usually  from  left  to  right.         ^^^H 
^H        A  full  bladder  or  rectum  will  increase  the  deviation.                                      ^^^H 
^H            The  rate  of  involution  may  be  very  conveniently  depicted  on  the         ^^^H 
^H        ordinary  temperature  chart  by  taking  the  lOif  hne  to  represent  the          ^^^H 
^H        top  of  the  symphysis  and  counting  each  degree  as  an  inch.     If  each         ^^^H 
^H        day's  height  is  marked  in,  and  the  dots  are  cormected  by  lines,  we         ^^^H 
^H        have  an  involution  curve  above  the  temperature  curve,  and  we  can         ^^^H 
^H        thus  study  the  relationship  between  them.    This  is  of  great  impor-                ^M 
^H        tance,  because,  as  we  shall  shortly  see,  when  sepsis  occurs  involution                ^M 
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^H        stops,  and  the  fundus  often  rises,  so  that  both  curves  will  rise  together         ^^^| 
H        (Figs.  18  and  11»).                                                                                             ^^M 
^H            If  the  uterus  is  quite  emptied,  and  the  woman  healthy  and  able  to          ^^^| 
^H        nurse  her  child,  involution  should  be  steady  and  satisfactory.                       ^^^| 
^H            Subinvolutioil. — Here  the  uterus  does  not  return  to  its  normal               ^H 
^H        size  within  the  usual  time.     There  are  many  causes  for  this,  such  as          ^^^^ 
^H        sepsis  ;  the  retention  of  something  in  fdero — these  two  are  often  com-          ^^^| 
^H        bined ;  the  presence  of  fibroids  in  the  wall ;  lacerations  of  the  cervix ;         ^^^| 
^H        displacements,  generally  caused  by  rising  too  soon  ;  failure  to  nurse  ;          ^^^H 
^H        certain  diseases  of  the  liver ;  chronic  valvular  disease  of  the  heart,         ^^^| 
^■^  and  chronic  constipation.                                                                                 ^^H 

^^^^^             StLperiuVOlation. — This  is    an    exaggeration    of   the   procw^^^^f 
^^^^H         whereby  the  uterus  becomes  smaller  than  normal.     The  causes  are        ^H 
^^^^H        not  exactly  understood.     It  may  arise  in  cases  of  wasting  disease,        ^H 
^^^^H        such  as  phthisis,  cancer,   and  anemia,  after  a  rapid  succession  of        ^H 
^^^H        labours,  from  prolonged  lactation,  and  after  an  inflaumiatory  attack        ^H 
^^^^K        of  the  ovaries   which  has  interfered  with  their  ftmctions.     It  also        ^H 
^^^^H        aeems  to  be  common  in  cases  of  puerperal  insanity,                                 ^^^H 
^^^H          Care  of  the  Mother  during  the  Puerperlum.— This  part  ^^H 

^^^^B         of  obstetric  work  is  peculiarly  the  nurne's,  but  that  does  not  mean    ^^^B 
^^^H         that  the  doctor's  responsibility  is  in  any  way  lessened.     If  an)i:hiiig,        ^M 
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^^^^B              Fig.  19.— Slightly  Delayed  iNvOLtrTioy  from  Sapr.^mtc  x^bsi 

^^^H        it  is  increased,  because  he  is  not  only  responsible  for  his  on 
^^^^H         but  also  for  those  of  a  woman,  who  may,  through  circle 
^^^^H         ignorance,  completely  imdo  all  the  good  that  he,  by  his  ase 
^^^H        cautions,  has  done.     A  well-trained,  conscientious  nurse  ia  a 
^^^^H         but,  on  the  other  hand,  a  badly-trained,  presumptuous  wol 
^^^^B         does  things  on  her  o\^na  responsibihty,  is  a  terror.     In  the  ca 
^^^H*        no  nurse  ia  in  attendance,  you  have  to  instruct  the  attend 
^^^^H         she  is  to  do,  and  above  all  what  she  is  not  to  do.     Sins  of  co 
^^^^H         are  more  deadly  than  those  of  omission. 
^^^H            The  patient  should  be  kept  quiet,  and  allowed  to  see  no  vi 
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several  days.     Among  the  working  classes  it  is  practically  impossible 

to  obtain  this  quiet,  but  fortunately  excitement  does  not  seem  to 
affect  them  so  much  as  it  does  better-class  patients.  The  room 
should  be  well  ventilated,  and  kept  at  a  temperature  of  about  OO'-*  F. 
Stirring  up  of  dust  must  be  strictly  avoided,  so  any  dustinor  required 
should  be  done  with  a  cloth  damped  with  Sauitas  or  some  other  anti- 
septic. 

The  vulvar  pads  must  be  changed  as  often  as  they  become  soaked. 
For  the  first  day  or  two  this  may  be  ueccssary  every  four  or  six  hours. 
The  vulva  should  be  washed  each  time  with  an  antiseptic  lotion.  The 
nurse  or  attendant  should  wash  her  hands  each  time,  and  soak  them 
in  the  antiEeptic,  before  touching  the  patient.  Clean  rags»  or,  better, 
swabs  of  gamgee  tissue  or  absorbent  w^ool,  should  be  used  for  cleansing 
jiurposes  and  then  burnt.  The  domestic  sponge,  so  often  used,  is  a 
frightful  source  of  sepsis,  and  it  should  be  strictly  forbidden.  The 
draw-sheet,  binder,  and  nightdress  should  be  changed  when  they 
become  soiled.  Some  nurses  have  been  trained  to  douche  their 
patients  once  or  twice  daily,  but,  unJess  there  is  some  special  reason 
for  it,  this  should  be  strictly  forbidden,  and.  before  delegating  such  an 
important  operation  to  a  nurse,  satisfy  yourself  that  she  is  pro|>erly 
equipped  for  it,  and  knows  how  it  should  be  done.  The  binder  should 
be  tightened  night  and  morning,  and  w^hen  this  is  being  done  the 
Uterus  should  be  gently  massaged  for  a  few  minutes.  This  will  assist 
involution  and  promote  the  expulsion  of  clots,  if  there  should  be  any 
retained. 

Within  a  few  hours  after  delivery  the  patient  should  be  encouragetl 
to  paas  urine.  To  facilitate  this  the  parts  may  be  steamed  or  hot 
fomentations  appUed.  Many  patients  are  quite  unable  to  micturate 
into  a  bed-pan  when  l}iiig,  but  can  do  so  with  ease  when  allowed  to 
rise  on  their  hands  and  knees.  When  patients  are  strong  enough  to 
rise  in  this  way  to  micturate,  they  should  always  do  so,  as  it  allows 
of  free  drainage  of  the  vagina.  If  a  patient  is  kept  lying  upon  her 
back,  and  is  only  allowed  to  urinate  and  defalcate  into  a  bed-pan 
which  raises  the  pelvis,  free  drainage  is  impossible.  Free  drainage 
is  of  so  much  importance  that  in  a  few  days  the  patient  should  be 
propped  up  in  bed  so  as  to  ensure  it.  If  the  first  effort  to  empty 
the  bladder  is  unavailing,  she  may  wait  for  a  little,  but  within  twelve 
hours  after  delivery  she  should  try  again,  and  if  she  fails  a  catheter 
must  be  passed.  A  trained  nurse  should  be  able  to  perform  this 
ilelicate  operation,  but  in  many  cases  you  must  do  it  yourself.  It 
muBt  be  done  with  strict  aseptic  precautions,  and  by  sight,  not  by 
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touch.  You  should  make  it  a  routine  to  inquire  in  every  case  on 
your  first  visit  after  delivery  if  urine  has  been  passed.  Unless  the 
patient  is  suffering  considerable  incouvenience,  she  is  not  likely  to 
volunteer  the  statement  that  she  is  imable  to  urinate.  If  the  bladder 
is  left  overdistended  for  many  hours,  not  only  will  there  be  great 
immediate  suflfering,  but  the  after  results  may  be  very  serious. 

After-Pains,— Multiparous  patients  will  almost  invariably 
suffer  from  these  for  thirty-six  to  forty-eight  hours  after  labour- 
If  they  are  exeessive,  a  dose  of  opium  may  be  given.  When  they 
occur  in  primiparae,  they  are,  as  a  rule,  due  to  retention  of  clot  or  a 
part  of  the  secundines.  In  such  cases  it  may  be  necessary  to  clear 
the  uterus  by  means  of  the  fui^^ers  and  an  intra^uterine  douche. 

Evacuation  of  the  Bowels,— The  bowels  are  generally 
sluggish »  and  must  be  cleared  out  forty-eight  hours  after  labour. 
Any  purgative  may  be  used,  but  there  is  nothing  better  than  the 
old-fashioned  castor  oil,  A  saline  should  be  given  if  the  niilk  is  to  be 
dispersed,  but  salts  should  never  be  admoiistered  after  severe  haemor- 
rhage. It  may  be  neeessary  to  give  a  simple  enema  of  soap  and  water. 
During  the  remainder  of  the  puerj>erium  a  daily  evacuation  should, 
if  puHsible,  be  secured. 

The  Diet,— The  patient  will  not  be  inclined  for  much  food 
for  a  few  days,  but  she  will  probably  be  thirsty.  For  the  first  three 
days  she  should  be  kept  on  fluids,  such  as  tea  and  toast  or  biscuits, 
miJk,  gruel,  milk  puddings,  soups,  beef-tea,  and  porridge  in  the  morn- 
ings, if  she  cares  for  it.  After  the  bowels  have  been  cleared  some- 
thing more  substantial  luay  be  given,  such  as  eggs,  fish,  rabbit,  chicken, 
or  a  chop,  and  in  a  few  days  ordinary  plain  food.  If  she  is  nursing 
she  must  continue  to  take  a  good  deal  of  farinaceous  food  and  plenty 
of  milk.  If  she  is  not  imrsing,  the  amount  of  fluid  must  be  limited, 
but  if  she  is  thirsty  she  may  be  given  a  cream  of  tartar  drink.  In 
ordinary  cases  stimidant^s  are  not  required. 

FiUse  and  Temperature.— These  should  be  taken  momiog 
and  evening.  As  already  stated,  the  pulse-rate  should  fall  immedi- 
ately after  labour,  and,  if  everything  progresses  favourably,  it  should 
remain  somewhere  about  normal  throughout  the  puerperium.  The 
temperature  is  usually  slightly  raised  during  labour,  but  it  should 
soon  fall  to  normal,  or  a  little  below  that,  and  remain  about  normal 
throughout.  If  the  breasts  become  engorged  it  will  rise  slightly,  but 
any  rise  of  over  KXJ-a"  F.  must  be  looked  upon  with  grave  suspicion. 
The  pulse-rate  is  a  much  safer  guide  than  the  temperature.  If  it 
persistently  remains  high,  even  although  the  temperature  does  not 
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correspond,  there  niiiat  be  something  wrong.  In  considering  the  com- 
plicationa  of  the  puerperium  we  shall  deal  further  with  this, 

Tbe  Breasta. — While  involution  is  taking  place  in  the  various 
organs  an  entirely  opposite  process  is  going  on  in  the  breasts^  This 
process  of  growth  or  evolution  has  begun  during  the  pregnanoy,  and 
there  has  even  been  some  secrerion  of  milk.  By  the  second  or  third 
day  active  secretion  of  milk  will  be  established,  and  the  breasts  will 
probably  be  engorged  and  painfu!.  As  already  stated,  the  tempera- 
ture and  pulse  may  rise  a  little. 

Unless  the  woman  is  very  delicate,  or  there  is  some  very  good 
reason  for  her  not  doing  so,  she  should  suckle  her  child.  This  is 
what  Nature  intends,  and,  as  far  as  possible.  Nature  should  be  allowed 
to  have  her  way.  Suckling  stimulates  involution*  and  thus  benefits 
the  mother,  while  the  child  gets  its  natural  nourishment.  In  our 
large  cities  especially,  the  number  of  women  who  can  nurse  their 
children  seems  to  be  much  fewer  than  of  old.  This  is  not  altogether 
from  disinclination,  but  in  many  cases  from  actual  inability. 

During  the  last  two  or  three  weeks  of  pregnancy  the  nipples  should 
have  been  drawn  out,  and  occasionally  bathed  with  a  spirit  lotion, 
00  as  to  prepare  them.  They  should  be  carefuU}'  washed  before  the 
child  is  allowed  to  suckle*  Some  advise  putting  the  child  to  the 
breast  immediately  after  labour,  especially  if  there  is  any  tendency 
to  post-partum  hBemorrhage,  but  it  is  better  to  wait  for  some  hours, 
at  least,  until  the  woman  has  rested  a  little.  The  nipples  must  be 
kept  perfectly  clean,  and,  if  there  is  the  least  tendency  to  their  be- 
coming tender  or  chapped,  they  must  be  treated  at  once.  A  prepara- 
tion of  tannic  acid,  sulphurous  acid,  and  glycerine  makes  a  good 
appUcation.  If  the  breasts  become  engorged  and  painful*  a  brisk 
saline  purge  will  usually  relieve  them.  They  may  also  be  carefully 
massaged  by  rubbing  towards  the  nipples.  Warm  olive  oil  should  be 
used  on  the  hands  wldle  rubbing.  Sometimes  it  will  be  necessary  to 
exhaust  them,  or  to  relieve  the  pain  by  sedative  lotions,  such  as  lead 
and  opium,  or  a  belladonna  preparation.  If  a  lotion  is  used,  care 
must  be  taken  to  thoroughly  cleanse  the  nipples  before  the  child 
sucks,  or  it  may  be  poisoned.  When  the  nipples  are  very  flat,  a  nipple- 
shield  may  be  necessary. 

To  disperse  the  milk,  when  nursing  is  not  to  be  attempted,  saUne 
pui^es  should  be  given  and  the  amount  of  fluid  diet  restricted.  Bella- 
donna plasters  or  other  preparations  of  the  drug  are  frequently  applied 
to  the  breasts,  but  the  best  means  of  checking  the  secretion  is  by 
having  the  breasts  padded    and   firmly  bandaged  immediately  after 
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delivery.     If  this  is  done  properly,  the  milk  secretion  will  be  checked 
in  a  very  few  days. 
How  long  should  a  Fuerperal  Patient  be  confined  to 

Bed  ? — No  won;an  should  be  allowed  to  sit  up,  out  of  bed,  until  the 
fundus  uteri  has  fallen  below  the  brim.  As  this  does  not  occnr  before 
the  tenth  day,  she  should  not  be  atlowed  to  me  before  then.  Working- 
class  women,  as  a  rule,  rise  far  too  soon,  and,  as  a  consequence,  many 
of  them  suffer  from  subinvolution  and  displacements.  If  there  is  no 
trained  nurse,  then  by  the  .sixth  or  seventh  day  the  patient  may  be 
lifted  out  of  bed  on  to  a  couch  while  the  bed  is  being  thoroughly 
made,  as  ordinary  attendants  seldom  know  how  to  make  a  bed  with  a 
patient  in  it.  This  may  be  repeated  each  night,  and  will  greatly  add 
to  the  patient's  comfort.  By  the  end  of  a  fortnight  most  patients 
will  be  able  to  be  up  for  part  of  the  day,  and  they  may  go  about  the 
house  during  the  third  week,  and  even  go  out  for  a  little  in  fine  summer 
weather.  After  a  severe  labour,  if  the  parts  have  been  lacerated, 
the  patient  should  not  be  allowed  to  leave  her  bed  until  healing  is 
complete. 

Care  of  the  Cluld.— This  is  largely  left  to  the  nurse,  but 
the  doctor  should  see  that  it  is  properly  attended  to.  The  eyes  should 
be  carefully  washed,  and  if  there  has  been  any  suspicious  vaginal  dis- 
charge from  the  mother,  protargol  (20  grains  to  the  ounce)  should  at 
once  be  dropped  into  them.  In  hospital  practice  this,  or  some  other 
preparation,  is  invariably  used  as  a  preventative  of  ophthalmia. 

Dressinsf  the  Cord. — Before  a  dressing  is  applied,  always 
examine  the  cord  to  see  if  there  is  any  oozing.  If  there  is,  and  in 
all  cases  where  the  eord  is  very  thick,  apply  a  second  ligature  about 
an  inch  from  the  skin.  In  a  very  short  time  a  thick  cord  will  shrink 
so  much  that  the  ligature  will  become  quite  loose,  and  bleeding  of  a 
very  serious  nature  may  occur.  The  cord  is  usually  dressed  mth.  a 
clean  linen  rag,  but  it  would  be  much  safer  to  put  a  dry  antiseptic 
dressing  on  it,  after  dusting  it  well  with  boracic  acirl.  In  hot  climates 
this  should  always  be  done  as  a  preventative  of  tetanus  neonatorum. 
When  the  child  is  dressed  it  may  be  given  a  little  sugar  and  water, 
but  it  should  not  be  at  once  dosed  with  castor  oil.  It  may  be  put 
to  the  breast  in  a  few  hours.  On  your  first  \dsit  always  ask  if  it  has 
passed  water  and  had  its  bowels  moved.  If  the  bowels  have  not 
moved,  examine  the  anus  to  see  if  the  rectum  is  occluded.  The  first 
milk  or  colostrum  from  the  mother  will  usually  move  the  bowels 
but,  if  it  does  not,  and  the  rectum  is  patent,  half  a  teaspoonful  of 
cAstor  oil  may  be  given.     If  there  is  any  diflSculty  with  the  urine. 
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examine  the  foreskin  in  boys,  as  it  sometimes  requires  to  be  dilated 
or  incised.  The  administration  of  hot  water  or  10  drops  sp.  seth. 
nitrosi  may  be  required  to  assist  the  kidneys. 

The  stump  of  the  cord  should  drop  off  in  from  three  to  seven 
days,  and  you  should  then  examine  the  umbilicus  to  see  if  it  is 
all  right 

The  proper  feeding  of  the  child  will  be  dealt  with  in  a  subsequent 
chapter. 


CHAPTER  XIV 


THE  HJEMORRHAGES  OF  THE  EARLY  MONTHS  OF  PEEGNAHCY 


Menstniatioa  —  Purpura  Hfpmorrhagica  —  Scurvy— Hemophilia — Htemorrbage 
from  a  diseased  Cervix^Hiemorrhftgf  from  Wounds  of  the  Extenml  GenitAk 
— Ectopic  Pregnancy. 

As  a  rule,  when  a  woman  becomes  pregnant  her  monthly  menstrual 
discharge  ceases  completely,  and  she  should  be  free  from  any  loss  of 
blood  from  the  uterus  until  labour  occurs.  In  a  few  cases,  however, 
menstruation  is  continued  for  the  tirst  two  or  three  months.  During 
this  time  the  ovum  does  not  entirely  fill  the  uterine  cavity,  and  until 
it  does  there  is  a  free  space  between  the  deciduie  reflexa  and  vera 
from  which  the  discharge  may  come.  In  other  cases,  again,  menstrua- 
tion has  been  noted  as  continuous  throughout  the  whole  pregnancy, 
and  a  very  few  rare  cases  have  been  recorded  where  women  have 
menstruated  only  during  pregnancy.  An  explanation  of  this  pheno- 
menon of  menstruation  during  pregnancy  is  found,  in  some  of  the 
cases  at  least,  in  the  fact  that  there  is  a  double  uterus.  In  the  early 
stages  of  development  the  uterus  is  a  double  organ,  and  in  rare  cases 
fuBion  does  not  take  place,  so  that  a  uterus  didelphys  persists,  or  the 
two  halves  may  fuse,  but  the  septum  between  them  remains,  gi\Tng  a 
uterus  bicornis  duplex.  The  vagina  may  or  may  not  be  double. 
Each  half  has  its  own  ovary  and  Fallopian  tube,  and  an  ovum  may 
develop  in  one  or  both  of  the  halves.  If  one  side  only  becomes  im- 
pregnated, the  w^oman  may  continue  to  menstruate  from  the  other 
side,  but  this  does  not  necessarily  follow,  as  is  shown  in  the  case  of 
Mrs.  W.,  p.  362.  If  the  second  should  happen  to  become  impregnated 
several  months  after  the  first,  there  would  be  a  complete  cessation 
of  menstruation,  and  you  w^ould  have  a  very  interesting  condition  at 
labour  of  the  birth  of  either  a  mature  and  a  premature  child  at  one 
time,  or  of  two  mature  cluldreu  within  a  few  months  of  each  other. 
This  is  an  explanation  of  what  is  usually  described  as  the  condition 
of  superfoBtation. 
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TreatmefU* — Menstruation  during  pregnancy  does  not  call  for  any 
special  treatment,  but  the  woman  should  rest  at  the  times,  as  there 
is  likely  to  be  a  tendency  to  an  abortion  or  premature  labour- 
In  rare  cases  slight  irregular  haemorrhages  may  occur  without  any 
apparent  cause,  and  they  may  continue  throughout  the  whole  preg- 
nancy. The  following  is  a  case  :  Mrs.  S.  during  her  first  pregnancy 
began  to  have  a  slight  discharge  of  blood  about  the  fourth  month,  and 
this  continued  until  prenmture  labour  came  on  at  the  seventh  month. 
There  w^as  no  extra  bleeding  at  the  confinement,  so  it  was  not  a  case 
of  placenta  praevia.  The  child  survived.  During  her  second  preg- 
nancy she  was  under  my  care.  About  the  fourth  month  the  dis- 
charge commenced  again,  and  it  continued  throughout  the  w^ole 
pregnancy.  It  was  very  slight,  but  it  was  nearly  alwa\'^  present. 
Careful  examination  threw  no  hght  on  the  subject.  Various  drugs 
were  given  in  addition  to  a  continuous  course  of  chlorate  of  potash, 
but  nothing  checked  it.  She  went  to  full  time,  and  was  delivered 
of  a  fine  healthy  child.  The  placenta  was  normally  situated,  but  it 
showed  extreme  fatty  and  calcareous  degeneration.  This  was  nofc 
a  case  of  menstruation,  neither  was  there  a  double  uterus.  The 
paiient  is  healthy,  and  her  ordinary  menstrua!  periods  are  normal. 
The  decidua  was  undoubtedly  in  an  unhealthy  condition,  and  the 
bleeding  probably  came  from  the  part  of  it  in  the  lower  uterine 
segment.  The  chlorate  of  potash  probably  carried  her  on  to  full  time. 
Tim  patient  has  had  a  third  child  at  full  time.  There  was  no  bleeding 
during  this  pregnancy. 

H.i;morrhages  from  Blood  Diseases. 

Pnrpnra  Heemorrba^ca  is  an  exceedingly  rare  complica- 
tion of  pregnancy,  but  wiien  it  doea  occur  it  is  apt  to  interrupt  the 
pregnancy.  It  may  occur  at  any  time  during  tlie  pregnancy.  A  general 
ha^morrhagic  rash  appears  all  over  the  patient,  and  there  is  often 
bleeding  from  the  kidneys,  bowels,  and  stomach*  The  gums  will 
also  bleed  profusely.  The  uterus  is  almost  sure  to  expel  its  contents, 
and  profuse  ha?morrhage  often  occurs.  The  patient  may  die  from 
haemorrhage  at  the  time  of  labour  or  abortion,  or  subsequently  from 
exhaustion  or  sepsis.  In  some  cases  the  disease  may  only  manifest 
icself  during  the  puerperium.  In  all  rases  the  prognosis  is  exceed- 
ingly grave.     For  a  fuller  discussion  of  this  condition,  see  t'hapter  V. 

Scurvy. — This  disease  is  occasionally  found  in  pregnancy  in 
large  cities  during  times  of  distress-     It  arises  from  improper  feeding* 
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especially  from  the  want  of  fresh  meat  and  vegetables.  A  diet  of 
tea  and  bread,  with  an  occasional  salt  fish,  is  sure  to  be  followed  by 
scurvy  sooner  or  later.  It  thus  differs  from  purpura  haemorrhagica, 
as  diet  has  nothing  to  do  with  causing  the  latter. 

The  disease  will  probably  first  manifest  itself  in  the  gums,  which 
will  become  very  spongy  and  bleed  easily.  Hamiorrhages  will  appear 
in  different  parts  of  the  body.  There  may  be  a  rash,  but  the  haemor* 
rhages  will  usually  he  much  larger^  forming  spots  of  ecehymosis. 
The  disease  differs  in  no  way  from  an  ordinary  case  of  scurvy.  In 
mild  cases  pregnancy  may  not  be  interfered  with,  but,  if  the  disease  1 
is  severe,  abortion  or  premature  labour  may  occur.  The  child  may 
show  evidence  of  the  disease. 

The  prognosis  is  favourable  in  mild  cases  for  both  mother  and 
child,  but  in  severe  cases  it  is  unfavourable  for  both. 

The  ireaiment  is  the  same  as  in  ordinary  scurvy— viz.,  a  liberal 
fresh  diet,  with  plenty  of  vegetables.  Lime-juice  may  be  given,  and 
iron  and  arsenic.  The  mouth  should  be  kept  clean  with  an  anti- 
septic wash. 

HaBmophiUa. — This  is  fortunately  an  exceedingly  rare  com- 
plication of  pregnancy.  If  it  should  occur  the  patient  woiild^  as  at 
other  times,  be  hable  to  haemorrhages  in  various  parts  of  the  body 
from  slight  injuries.  She  would  likely  be  more  liable  to  abort  than 
an  ordinary  patient,  and  there  would  be  great  difficulty  in  controlling 
the  hsemorrhage  then  and  after  labour. 

The  progno^sij^  of  labour  or  abortion  in  such  a  case  would  be  grave. 

TreaifnetU. — I  would  suggest  the  administration  of  suprarenal 
extract  for  a  few  days  before  labour,  or  on  the  onset  of  abortion. 
To  control  past-partum  bleeding  the  uterus  and  vagina  should  be 
very  firmly  plugged,  preferably  with  strips  of  gauze  steeped  in  a 
solution  of  suprarenal  extract.  If  the  ordinary  gland  substance  were 
used,  'iO  grains  of  the  powder  should  first  be  boiled  for  three  minutes 
in  a  pint  of  water,  so  as  to  sterilize  it.  An  intra- uterine  douche  of  a 
couple  of  pints  of  this  solution  might  first  be  given.  The  plug  could. 
be  left  in  for  twenty-four  hours,  and  if  there  was  any  bleeding  on  it 
removal  another  should  be  inserted.  The  application  of  superheated 
8te4im  (atmocausis)  to  the  interior  of  the  uterus  has  been  strongly 
advocated  by  Pincus. 

Haemophilia  is  sometimes  seen  in  the  new- born  infant.  I  reported 
a  case  of  tbis  in  the  BrUuh  Medkai  Journal  some  years  ago.  The 
child  died  when  about  a  fortnight  old  after  repeated  ha3morrhageB 
into  almost  all  parts  of  its  body,  inchjding  the  joints, 
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Haemorrhages  may  occur  from  various  parts  of  the  body,  and  also 
from  the  uterus,  in  severe  constitutional  diseases^  such  as  hoemor- 
rhagic  small-pox,  typhus  and  scarlet  fever.  The  pregnancy  will  be 
almost  sure  to  be  internipted. 

The  prognoBts  in  such  cases  is  exceedingly  grave. 

The  trealmeni  consists  in  the  ordinary  treatment  of  such  diseases. 
Special  attention  must  be  paid  to  the  prevention  of  post- par  turn 
ha3morrhage.  In  measles  there  is  said  to  be  a  special  tendency  to 
post-partum  ha^niorrhage,  but  this  has  not  been  my  experience. 

Hsemorrliage  from  a  Diseased  Cervlk,— In  cancer  of 
the  cervix  hemorrhage  may  occur  at  any  time  during  pregnancy, 
Coitus  or  the  examining  finger  may  cause  it.  There  will  probably 
be  a  foul  discharge  as  well. 

Diagnosis. — Per  vaginam  the  cervix  ivill  be  found  to  he  ulcerated, 
and  probably  breaking  down.  It  will  bleed  easily  on  touch.  Care 
must  be  taken  not  to  mistake  it  for  a  case  of  placenta  pr^evda* 

The  prognosu  is  exceedingly  grave  as  regards  the  mother, 

TreatmetU. ^lii  the  early  months  the  best  treatment  is  complete 
extirpation  of  the  uterus.  If  the  case  has  gone  on  to  full  time,  it 
may  be  possible  to  deUver  a  Uve  child  by  the  natural  passages,  but 
in  many  cases  this  will  be  impossible.  In  the  interest  of  the  child 
a  Caesarian  section  should  he  done,  and  a  complete  extirpation  of  the 
uterus.  The  woman's  chances  will  be  small,  but,  as  otherwise  her 
fat/e  is  sealed,  vou  will  be  ju.^tified  in  taking  great  risks  (see  case, 
p.  515). 

Hsemorrliage  from  Wounds  of  the  External  Oenltals* 

^During  pregnancy  the  external  genitals  become  very  vascular. 
The  vagina  takes  on  a  dusky  hue.  and  the  veins  about  the  vulva  are 
frequently  very  varicose.  An  injury  to  the  vulva  or  vagina  may 
cause  very  \nolent  hsemorrhage.  If  the  surface  is  not  broken,  a 
hematoma  wvW  form,  and  it  may  reach  a  targe  size.  If  there  is  a 
wound  it  may  be  only  a  very  small  one,  and  yet  the  haemorrhage  may 
be  most  alarming. 

A  description  of  two  such  cases  will  suffice.  In  the  first  case,  the 
woman,  a  multipara,  was  about  seven  months  pregnant.  While 
intoxicated  she  had  fallen  against  the  sharp  edge  of  a  tub  into  which 
she  was  micturating.  She  nearly  bled  to  death  from  a  small  punc- 
tured wound  in  the  vestibule,  near  the  meatus  urinarius.  The  wound 
was  exactly  hke  a  leech  bite.  I  had  considerable  difficulty  in  secur* 
ing  the  bleeding-jioint  with  a  hgature.  The  second  case  was  also  in 
a  multipara  about  seven  months  pregnant.     In  getting  out  of  bed 
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hurriedly  she  had  fallen  astride  of  the  back  of  a  chair.  The  wound 
was  a  much  larger  one  than  in  the  other  caae,  involving  the  meatus 
urinarius,  and  extending  up  into  the  vestibule.  It  was  stitched  witli 
catgut  before  she  was  brought  to  us,  and  as  it  was  still  oozing  we 
plugged  the  vagina  and  vulva,  and  put  on  pressure  by  means  of  a 
large  vulvar  pad  secured  with  a  T-bandage.  Both  cases  did  welL 
and  went  to  full  time. 

Thfi  prrxfuosis  is  good,  if  tbe  patient  ia  seen  in  time,  but  she  may 
easily  bleed  to  death  if  not  attended  to, 

Treatmeni. — Secure  the  point  by  means  of  ligatures  or  stitches* 
You  wiW  find  some  difficulty  in  doing  this,  as  there  is  so  little  tissue 
between  tbe  symphysis  and  the  mucous  membrane.  If  the  meacus 
is  involved  you  may  have  to  tie  a  catheter  in.  In  stitching  be  careful 
not  to  include  the  urethra. 

In  a  case  of  ha^matoma  apply  cold  compresses  and  use  absorbents. 
If  it  is  in  the  early  months,  it  will  probably  absorb  before  labour. 
On  the  slightest  indication  of  suppuration,  incise,  turn  the  clot  out, 
and,  after  washing  out  tbe  cavity,  plug  it  thoroughly  with  iodoform 
gau2e. 

Injury  to  the  vagina  may  be  cauHcd  by  violent  coii:us,  or  by  some- 
tiling  being  pushed  into  it—^e.g.,  to  induce  abortion, 

TreatmerU. — Secure  tbe  wound  by  stitches,  if  possible,  or  use  a 
firm  plug.  We  have  found  suprarenal  extract  very  useful  when 
there  was  much  oozing  of  blood. 


Ectopic  Pregnancy. 

The  subject  of  ectopic  pregnancy  is  such  a  wide  one  that  I  shall 
not  attempt  to  discuss  it  fully,  but  shall  content  myself  with  a  short  j 
sketch  of  it  from  a  clinical  standpoint.     As  hiemorrhage  is  a  very 
constant  feature  of  this  condition,  it  will  be  convenient  to  consider 
it  in  this  section. 

Under  the  term  "  ectopic  "  are  included  all  the  forms  of  pregnancy 
which  occur  outside  tbe  uterine  cavity.  At  one  time  it  was  main- 
tained that  in  all  cases  the  primary  starting-point  was  some  part  of 
the  tube,  but  recently  it  has  been  shown  that  there  is  a  primary 
ovarian  form — i.e,,  that  the  ovum  becomes  impregnated  in  the  ovary, 
and  attaches  itself  there  from  the  very  first.  A  primary  abdominal 
form  has  not  yet  been  clearly  demonstrated. 

When  the  ovum  develops  in  that  pmrtion  of  the  tube  wluch  pene- 
trates the  uterine  wall,  it  is  called  an  ifUerstiital  pregnancy*     Ab  it 
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gjows,  it  may  posh  its  way  into  the  uterine  cavity  and  give  rise  to  a 
tubo- uterine  pregnancy,  which  may  go  to  full  time,  and  terminate  by 
delivery  through  the  normal  passages.  The  true  tubal  varieties  are 
named,  according  to  the  position  of  attachment,  tnfundihtdar  or  am- 
pullarff.  The  abdominal  ostium  of  the  tube  is  generally  closed  by 
adhesions  before  the  eighth  week,  but  in  some  cases  the  ovum  grows 
out  through  it  into  the  abdominal  cavity,  and  gives  rise  to  a  tubo- 
abdominni  pregnmtcy.  The  same  condition  may  arise  by  the  ovum 
forcing  its  way  through  the  wail  of  the  tube,  or  through  the  broad 
ligament  secondarily  to  a  primary  rupture  between  its  folds.  If  the 
ovum  is  extruded  completely  through  the  abdominal  ostium  and 
loses  its  attachments,  so  that  further  development  ceases,  a  tubal 
(Aortian  has  occurred.  When  the  limbriie  become  attached  to  the 
ovary  and  form  a  tubo-ovarian  cyst,  the  gestation  sac  will  grow  into 
this  and  form  a  tubo-ovarian  pregnancy.  This  form  has  frequently 
been  mistaken  for  a  true  otmrian  one.  Suhperitoneo'pdvic  or  intra- 
ligamentous ptegnamnes  really  begin  as  tubal,  but  either  rupture  through 
the  lower  part  of  the  tube,  or  so  stretch  it  as  to  extend  between  the  folds 
of  the  broad  ligament.  If  development  continues,  the  peritoneum 
is  gradually  lifted  op.  If  a  secondary  rupture  occurs  into  the  peri* 
toneal  cavity  and  development  continoes,  you  get  a  tuho-abdmninal 
variety.  In  all  cases  where  development  continues  after  rupture 
the  placenta  must  have  remained  fairly  intact. 

Course  ajid  Termination  of  an  Ectopic  Pre^nancsr. 

—Almost  every  variety  may  go  to  full  time,  but  in  most  cases 
rupture  occurs  in  the  early  months.  In  a  considerable  number  of 
C4ises  a  tubal  abortion  occurs,  by  the  ovum  being  extruded  from  the 
fimbriated  extremity  of  the  tube  into  the  peritoneal  cavity.  When 
the  impregnated  ovum  comes  to  rest  in  the  tube,  it  becomes  attached 
to  a  thickened  portion  of  the  mucous  membrane,  which  forms  a  de- 
cidua  serotina.  The  other  decidual  form,  but  not  so  completely  as 
in  a  uterine  pregnancy.  The  cahbre  of  the  tube  is  not  very  great, 
and  in  a  short  time  the  growing  ovum  will  have  distended  it  very 
much.  The  wall  is  very  likely  to  give  way,  especially  if  any  sudden 
strain  be  put  upon  it.  A  rough  examination  may  very  easily  cause 
a  rupture.  There  is  a  gre^t  tendency  to  haemorrhages  into  the  inter- 
villous spaces,  and  this  may  cause  rupture,  or  so  affect  the  embryo 
as  to  destroy  it.  Rupture  is  liable  to  occur  at  the  placental  site,  as 
the  tube  is  thin  there.  If  the  tear  is  into  the  peritoneal  cavity,  the 
bleeding  may  be  so  profuse  as  to  cause  the  patient*s  death  in  a  very 
short  time.     If  the  pelvis   becomes  roofed  over  by  adhesions,   tho 
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bleeding  may  be  checked  by  the  pressure  of  the  encapsuled  blood j 
preventing  fatal  loss*  A  secondary  rupture  may  occur  and  prove 
fatal  In  many  cases  the  tube  ruptures  at  its  lower  part.,  and  the 
bleeding  occurs  between  the  folds  of  the  broad  ligament.  The  pressure 
may  prevent  a  very  large  quantity  from  being  poured  out.  A  secon- 
dary rupture  may  occur  here  into  the  peritoneal  cavity  and  cause 
death.  If  the  embryo  has  not  been  destroyed,  nor  the  placenta  inter- 
fered with,  the  o\^uni  will  go  on  developing  between  the  layers  of  the 
broad  ligament.  The  peritoneum  will  be  gradually  stripped  up.  The 
ovum  is  really  growing  behind  the  peritoneum,  or  in  other  words  it 
is  subperitoneal.  If  a  secondary  rupture  does  not  occur,  it  may  go 
on  developing  to  full  time.  If  the  foetus  is  not  then  removed  by 
operation,  it  will  soon  die  and  shrivel  up.  It  may  be  retained  for 
many  years  without  giving  rise  to  much  tliscomfort,  but  it  is  liable 
to  contamination  from  the  bowel,  which  lies  so  near  it.  It  will  then 
probably  begin  to  discharge  piecemeal  through  the  rectum  or  else- 
where. When  the  embryo  is  destroyed  in  the  early  months  it  will 
very  soon  be  absorbed,  and  many  patients  recover  in  this  way  by 
absorption  of  the  ovum  and  clota.  In  sonje  cases  it  may  abort  into 
the  peritoneal  ca\ity  tliraugh  the  ostium  of  the  tube  without  rupture 
oet'urring. 

The  placenta  ia  said  to  grow  after  the  death  of  the  foetus,  but  this 
is  really  not  the  case.     It  increases  in  size  from  extravasation  of  blood  ; 
into  its  tissues.     This  extravasated  blood  becomes  organized,  and  the 
placenta  becomes  changed  into  a  mass  of  connective  tissue.     There 
is  an  increase  in  size,  but  it  is  nut  a  true  gro\\^h. 

Twin  embryos  are  occasionally  found,  and  at  times  both  tubes  arej 
affected,  and  occasionally  a  tubal  pregnancy  coexists  with  an  ordinary 
Uterine  one.     The  corpus  luteum  has  been  observed  to  be  in  the  ovary 
of  the  other  side  from  that  in  which  the  pregnancy  is,  so  that  there 
must  have  been  a  migration  of  the  ovum. 

Changes  in  the  Uterus.— The  uterus  enlarges  to  about  the 
size  of  a  third  or  fourth  month's  pregnancy,  but  does  not  increase  j 
beyond  that,  even  if  the  foetus  develops  to  full  time.  A  decidua 
forms  in  the  uterus,  and  it  is  generally  cast  off  about  the  time  of 
rupture  of  the  tube.  The  cervix  is  softened,  just  as  in  an  ordinary 
pregnancy.  When  the  ovum  dies,  the  uterus  gradually  involutes  and 
returns  to  normal  size. 

Signs  and  Si/mj}ivmi(.—^ln  the  early  period  you  get  the  usual  signs 
of  pregnancy.  Morning  sickness  is  generally  present,  and  the  breasts 
may  exhibit  changes.     As  regards  menstruation,  it  may  be  delayed 
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or  missed  for  a  time,  but  irregular  hapinorrhages  usually  oceur  after 
a  few  weeks.  Skreda  of  the  decidual  membrane  may  be  found  in  the 
discharge,  or  even  a  complete  uterine  cast.  This  is  a  most  valuable 
indication,  especially  if  a  microscopic  examination  of  it  be  made. 
Decidual  cells  and  no  chorionic  villi  will  be  found  in  it,  thus  distin- 
guishing it  from  an  early  ordinary  abortion.  The  patient  may  sufier 
from  crampy  pains.  If  an  examination  is  made,  the  uterus  will  be 
found  enlarged  and  the  cervix  softened.  A  careful  bimanual  examina- 
tion will  reveal  a  swelHng  at  one  or  other  side,  apparently  in  the  tube, 
and,  unless  it  be  an  ovarian  pregnancy,  separate  from  the  ovary*  It 
is  not  often  the  condition  is  recognised  before  rupture.  One  seldom 
has  an  opportunity  of  examining  a  patient  beforehand,  unless  the 
irregular  haemorrhages  cause  her  to  seek  advice.  In  some  oases  the 
jiatient  has  no  idea  that  she  is  pregnant,  and  if  she  is  unmarried  she 
may  carefully  conceal  the  fact  that  she  might  be  in  that  condition. 
Prior  to  rupture,  the  indications  are  very  obscure, 

Sfjmjttwm  of  Rupture. — Rupture  occurs  usually  before  the  twelfth 
week.  Witliout  any  warning  the  patient  may  be  seized  with  agoniz- 
ing pain  in  the  abdomen,  followed  by  sudden  collapse.  There  is  a 
bloody  flow  from  the  uterus.  The  patient  will  show  all  the  indica- 
tions of  profound  shock  and  severe  internal  htemorrhage.  The  small 
amount  of  external  ha.'morrhage  cannot  in  any  way  account  for  the 
ansBmia.  If  the  rupture  be  only  partial,  the  symptoms  may  not  be 
very  alarming,  but,  on  the  other  hand,  if  it  be  complete  and  the 
haemorrhage  profuse,  death  may  quickly  follow.  A  secondary  rup- 
ture may  occur  a  few  hours  or  days  later,  and,  if  the  patient  does  not 
succumb  to  this,  abdominal  tenderness  will  show  that  peritonitis  has 
set  in.  If  the  rupture  has  occurred  into  the  broad  ligament  the 
htemorrhage  may  be  circumscribed,  a  hteniatoma  being  formed,  and 
it  can  be  detected  by  bimanual  examination  ;  but  when  the  blood  is 
free  in  the  peritoneal  cavity,  you  cannot  detect  it  until  it  has  gra\ntated 
into  Douglas's  pouch  and  become  so  far  consohdated. 

With  the  subperitoneal  variety,  if  the  vitality  of  the  fretiis  is  not 
interfered  with,  it  may  go  on  developing,  iSecondary  rupture  may 
occur  into  the  peritoneal  cavity  and  cause  the  woman's  death.  In 
most  cases  the  feet  us  does  not  develop  beyond  the  fourth  month,  but 
it  occasionally  goes  on  to  full  time. 

When  a  tubal  abortion  occurs  the  symptoms  may  not  be  very 
severe,  and  the  condition  may  easily  be  mistaken  for  some  other  form 
of  tubal  disease.  There  will  probably  be  repeated  haemorrhages,  and  a 
ha?matocele  will  form  and  be  gradually  absorbed,  or  it  may  suppurate. 
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Antecedeat  pelvic  diaease  will  generally  have  been  present.  The 
condition  is  much  more  corajuon  with  muUipara?  than  with  priioi- 
parse,  and  h  not  unfrequently  follows  a  time  of  sterility.  It  may 
recur. 

Diagnosis. — Before  rupture  this  is  not  often  made,  as  patients  are 
seldom  examined,  but  a  careful  bimanual  examination  would  reveal 
an  elastic  swelling  in  the  tube  by  the  side  of  a  slightly  enlarged  and 
somewhat  softened  uterus.  Distinct  pulsation  may  be  detected  in 
the  mass,  and,  if  the  ovan^  as  well  can  be  felt  separate  from  the  mass, 
you  can  be  sure  of  your  diagnosis.  In  the  only  rase  which  I  have 
seen  before  rupture,  the  mass  could  be  made  out,  quite  distinct  from 
the  ovary.  In  examining  a  case  of  this  kind  it  must  be  done  gently, 
as  any  rough  handling  may  easily  cause  a  rupture.  At  the  time  of 
rupture  into  the  jieritoneal  ca\nty.  the  severe  localized  pain  and 
collapse  of  the  patient,  and  the  vaginal  hfpmorrhage,  will  point  to 
what  has  occurred,  A  bimanual  examination  will  reveal  a  mass  at 
one  or  other  side  of  the  uterus,  but  this  may  not  be  very  distinct  at 
first.  If  the  haemorrhage  is  into  the  broad  ligament,  the  mass  will  be 
more  easily  detected.  In  all  cases  where  a  membranous  cast  comes 
away,  it  should  be  submitted  to  a  microscopic  examination  for  de- 
cidual cells.  In  doubtful  cases  a  scraping  may  be  taken  from  the 
interior  of  the  uterus  for  microscopic  examination,  but  ttiis  must  be 
done  with  great  care. 

In  the  later  months  you  have  the  usual  signs  and  symptoms  of 
pregnancy.  The  ftx-tal  parts  can  generally  be  felt  very  tlistinctly, 
but  with  a  very  thin  abrlominal  and  uterine  wall  they  may  be  felt 
in  a  normal  pregnancy  with  equal  ease.  The  tumour  will  probably 
not  be  in  the  middle  fine,  and  you  may  be  able  to  make  out  the  body 
of  the  ut-erus  distinct  from  it,  but  one  must  be  careful  not  to  confound 
a  double  uterus  with  the  condition.  It  must  also  be  borne  in  mind 
that  a  normal  pregnancy  may  exist  with  an  ectopic  one. 

At  full  time  labour  vnM  come  on,  and,  beyond  a  decidual  caat, 
nothing  will  be  expelled  from  the  uterus.  The  pains  will  pass  off, 
and  the  frrtus  perisli.  The  placental  circulation  will  gradually  cea»e 
aft^r  the  death  of  the  fietus.  The  abdomen  usually  decreases  in  si-ze, 
antl  the  breasts  become  flaccid.  The  fo:4us  may  form  into  a  Utho- 
pfcdion,  and  lie  quiescent  for  years,  or  it  may  become  infected  from 
the  bowel,  and  septic  symptoms  appear.  If  the  patient  does  not 
die,  the  fcetus  may  be  discharged  piecemeal  through  the  abdominal 
wall,  bladder,  vagina,  or  rectum. 

Prognosiii. — The  condition  is  a  very  serious  one.  but,  if  the  patient 
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be  seen  in  time,  and  the  case  be  suitable  for  operation,  prompt  action 
will  probably  save  her. 

Treolnienl, — Before  rupture,  operate  as  soon  as  possible,  for  you 
never  know  how  soon  rupture  may  occur.  The  operation  may  be 
done  through  the  vagina,  but  the  abdominal  route  is  preferable. 
The  tube  should  be  ligatured  and  removed  in  the  usual  way.  C*are 
must  be  taken  not  to  rupture  it. 

After  rupture,  if  haemorrhage  is  still  going  on,  operate  at  once  to 
check  the  bleeding.  Open  the  abdomen,  and  at  once  clamp  the 
bleeding  tube,  and  tie  and  remove  it.  Then  clean  the  clot  out.  If 
there  is  much  collapse,  a  quantity  of  saline  solution  may  be  left  in 
the  peritoneal  cavity.  The  patient  should  be  freely  stimulated,  and 
given  a  large  saline  infusion.  If  the  haemorrhage  has  ceased,  but  the 
patient  is  so  collapsed  that  the  shock  of  an  operation  would  kill  her, 
she  should  be  freely  stimulated,  and  have  a  large  saline  infusion,  to 
rally  her  hefore  operating* 

In  cases  first  seen  some  time  after  rupture,  where  a  hssmatocele 
has  formed,  there  is  no  doubt  that  many  may  recover  without  opera- 
tion ;  but  the  convalescence  will  usually  be  tedious,  and  there  is 
always  the  risk  of  suppuration  occurring,  so  it  is  generally  preferable 
to  operate.  In  these  cases  incision  through  the  vagina  may  be  prac- 
tised. 

In  advanced  cases  the  great  difficulty  lies  in  dealing  with  the 
placenta  when  the  child  is  ahve.  If  the  placenta  is  so  situated  that 
it  can  be  peeled  off  without  risk  of  the  patient  bleeding  to  death,  it 
should  be  removed,  and  the  haemorrhage  controlled  by  packing  the  sac 
with  gauze,  but  if  the  placenta  is  in  such  a  position  that  it  cannot  be 
removed,  the  cord  should  be  ligatured  and  cut  oil  close,  and  the  sac 
packed  with  gauze.  The  sac  is  then  stitched  to  the  edges  of  the 
incision,  and  the  end  of  the  gauze  packing  left  protruding  at  the 
lower  end  of  the  wound.  After  some  days  the  mass  may  be  removed, 
but  there  is  considerable  risk  of  secondary  hfemorrhage.  and,  if  septic 
infection  occurs,  the  outlook  is  bad.  The  packing  must  be  renewed 
as  often  as  required. 

If  a  spurious  labour  has  occurred  and  the  foetus  is  dead,  a  few 
weeka  should  be  allowed  to  elapse,  so  that  the  circulation  in  the 
placenta  may  cease.  The  fcetus  and  placenta  should  then  be 
removed,  and  the  sac  plugged  and  treated  in  the  usual  way,  until 
it  closes  from  the  bottom. 


CHAPTER  XV 

THE  HJEMOERHAGES  OF  FnEGNAMCY -VmUnued 

Abortion — Freqaeney — ^Timo  of  Occurrence— Cauaea^Conditionfl  in  the  Uterus 
in    the   Early    Months   of   Pregnancy-^Varieiieg   of   Abortion^ — Signs   luid 
Symjitoms  —  Diagnosis  —  Treatment  —  fretting  —  Procured    Abortion  — 1 
Oimmal  Abortion — Sjninuus  AI>ortion — Prophylactic  Treatment  of  Abor* 
tiona — Vehicular  >loJe, 


Abortion, 

The  conimoaest  cause  of  hapnxorrhage  in  the  early  months  of  preg- 
nancy is  an  abortion.  The  terms  **  abortion  ''  and  *'  miscarriage  ''  are 
applied  to  the  expulsion  of  the  uterine  contents  before  the  fcetus  has 
reached  a  \iable  age — i^c,  before  the  seventh  month  ;  from  the  seventh 
month  onwards  it  is  known  as  a  premature  la  hour  >  Strictly  speaking,  it 
is  an  abortion  nntU  the  placenta  is  fully  formed — i.e.,  until  the  end  of 
the  third  month  ;  from  that  time  onwartls  until  the  seventh  month 
it  is  a  miscarriage.  To  the  lay  rnind  the  word  ''abortion''  is  usually 
associated  with  criminal  practices,  so  it  is  well  to  avoid  using  it  to 
patitnts.  The  terms  in  common  use  are  '*  miscarriage  "  and  ** mishap/' 
Patients  are  very  apt  to  treat  abortions,  especially  those  of  the 
early  weeks  of  pregnancy,  as  things  of  very  alight  importance.  Nay, 
more,  many  women  have  not  the  slightest  hesitation  in  deliberately 
attempting  to  bring  on  an  abortion  in  the  early  weeks  by  overexertion, 
strong  purgation,  and  the  use  of  quack  nostrums  which  are  openly 
advertised  in  the  public  prints.  Many  drugs  are  used  for  this  pur- 
pose— e.g.,  ergot,  savine,  pennyroyal,  etc.  There  is  one — viz.,  lead 
^which  seems  to  be  extensively  used  in  some  parts  of  England,  but 
not,  so  far  as  I  am  aware,  to  any  extent  in  Scotland.  Pilb,  made  up 
of  conmion  diachylon  plaster,  are  the  form  in  w  hich  the  lead  is  taken. 
The  results  are  usually  unfortunate  to  the  woman  as  well  as  to  the 
pregnancy.  Not  only  wnll  she  abort,  but  lead -poisoning  w^ill  super- 
vene if  the  drug  has  been  taken  for  any  length  of  time,  and  if  she 
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escapes  witli  her  life  it  will  probably  be  with  a  ruined  constitution. 
In  dealing  with  t-ases  of  lead -poisoning  among  women  it  is  well  to 
keep  this  source  of  the  poiaon  m  mind,  especially  if  there  is  any  ques- 
tion of  an  abortion  in  the  case.  Of  course,  the  lead  may  have  been 
quite  innocently  conveyed  into  the  system,  but,  in  that  case,  one 
ought  to  be  able  to  find  the  source  of  it. 

We  cannot  too  strongly  impress  upon  our  patients  that  an  abortion, 
when  it  does  occur,  is  not  a  thing  to  be  neglected,  and  that  they 
should  never  attempt  to  bring  one  on.  There  are,  of  course,  cases 
in  which  one  is  justified  in  emptying  the  uterus,  but  of  these  I  shall 
treat  later. 

The  immediate  dangers  from  an  abortion  are  comparatively  slight^ 
but  the  remote  consequences  may  be  very  serions  if  the  condition  is 
not  properly  treated.  If  all  cases  were  properly  treated,  gynocco- 
logical  work  would  be  materially  lessened.  In  a  very  large  percentage 
of  cases  of  pelvic  disease  the  patients  themselves  will  tell  you  that 
the  trouble  began  after  an  abortion. 

Frequency  of  Oocurreiice.  — Thirty -seven  per  cent,  of 
child- bearing  women  are  said  to  abort  at  least  once  before  the  age 
of  thirty-one,  and  from  that  time  onwards  abortions  are  much  more 
common.  Some  authorities  assert  that  one-fifth  of  all  pregnancies 
are  interrupted  before  full  time.  Priniipara*  are  not  so  liable  to  their 
occurrence  as  multiparse.  Very  few  child-bearing  women  escape 
wiihout  having  at  least  one  abortion. 

Time  of  Occnrremce,— It  usually  corresponds  with  the 
time  a  menstriial  period  would  have  occurred  had  the  woman  not 
been  pregnant.  When  pregnancy  does  not  exist,  we  know  how  the 
uterus  becomes  h>^era?mic  at  each  menstrual  period,  and  this  ten- 
dency  continues  during  pregnancy,  so  one  can  easily  understand  why 
an  abortion  is  apt  to  occur  at  these  times,  especially  during  the  early 
months,  before  the  placenta  has  been  fully  formed  and  the  decidua:' 
become  atrophied.  The  third  month  is  probably  the  one  at  which 
most  occur. 

We  do  not  know  where  the  spermatozoa  fertilize  the  ova,  nor  how 
long  a  time  may  elapse  from  insemination  until  this  occurs.  The 
frequency  of  tubal  pregnancies,  of  course,  proves  that,  in  a  fair  number 
of  cases,  the  meetiiig-poinl  is  probably  the  tube,  but  from  this  it  does 
not  follow  that  the  tube  is  the  usual  place.  Neither  does  the  fact  of 
an  ovarian  pregnancy  prove  that  the  spermatozoa  always  impregnate 
the  ova  before  they  are  shed  from  the  ovary.  How  long  the  sperma- 
tozoa retain  their  activity  is  not  known,  but  in  animals,  at  all  events, 
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they  have  been  found  quite  artive  after  several  days.  It  is  probable 
that  some  hours  may  elapse  before  the  junction  between  the  two 
occurs.  If  insemination  has  caken  place  immediately  before  men- 
struation is  due,  there  may  not  be  time  for  the  changes  to  take  place 
to  stop  the  period,  and  prepare  the  uterine  mucosa  for  reception  of 
the  ovnni,  and  the  fertilized  ovum  may  very  easily  be  swept  out  witki 
the  menstrual  flux.  The  term  menMrud  abortimi  has  been  applied 
to  this.  That  it  does  noi  always  occur  is,  of  course,  proved  by  the 
fact  that,  in  a  uumber  of  rases,  meastniation  goes  on  for  a  time  or 
two  after  impregnation.  In  these  cases  impregnation  may  have 
occurred  some  time  before  the  period  was  due.  aud  the  ovum  may 
have  been  so  firnUy  attached  that  it  was  not  dislodged.  From  a 
practical  point  of  view  the  condition  is  of  very  little  importance,  as 
the  woman  is  not  hkely  to  suffer  any  inconvenience  from  it. 

Ca*1X86B, — These  may  be  taken  up  under  four  headings — vijE., 
ftjetal,  maternal,  paternal,  and  accidental. 

L  Ftritd. — (I)  Diseases  of  the  chorion,  amnion,  placenta,  or  cord; 
{2)  sudden  loss  of  liquor  amnii,  which  may  be  caused  by  an  accident, 
or  intentionally  by  the  passage  of  an  instrument  :  (3)  an\^hing  which 
causes  the  death  of  the  ovnmi  ;  (4)  implantation  of  the  placenta  in 
the  lower  uterine  segment.  These  cases  give  rise  to  unavoidable 
haemorrhage  if  they  go  to  the  sixth  month  or  later. 

II,  Malerntd^ — (1)  Syphihs.  This  is  the  commonest  cause  of  all 
among  a  certain  class.  It  is  apt  to  cause  repeated  abortions. 
(2)  Diseases  of  the  uterus,  especial iy  endometritis  which  affects  the 
decidua*,  (3)  Displacement  of  the  uterus.  (4)  Tumours  of  the  uterus 
or  other  pelvic  organs.  (5)  Serious  constitutional  disease  of  any  of 
the  systems  of  the  body.  (6)  Febrile  conditions  from  any  of  the 
specific  fevers.  (7)  Poisons,  such  as  phosphorus,  arsenic,  or  lead. 
Some  w^omen  are  said  to  contract  the  habit  of  aborting,  but  a  more 
feasible  explanation  of  such  cases  is  that  there  is  chronic  disease  of 
the  uterus,  probably  endometritis.  1  have  seen  a  case  where  eighteen 
abortions  had  occurred  consecutively. 

III,  Paternai, — (1)  The  commonest  cause  on  the  part  of  the  father 
is  undoubtedly  syphilis,  and  as  the  ovum  is  syphilitic,  it  becomes 
foetal  cause.     The  mother  may  become  affected,  so  the  disease  maj 
act  on  the  uterus  as  well  as  on  the  ovum.     (2)  Extreme  youth  or  age"^ 
of  the  father  is  also  a  cause. 

IV,  Accidental. — (1)  Physical.  Direct  violence  from  a  blow,  fall, 
or  injury  of  any  kind.  In  some  eases  a  very  slight  accident  may 
cause  it,  while  in  others  the  woman  may  be  verj^  severely  injured — 
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f.jy,,  by  kicks  on  the  abdomen,  or  severe  crushing,  and  yet  the  preg- 
nancy not  be  interfered  with.  Indirect  violence  from  overexertion — 
r//.,  from  riding  on  horseback,  on  a  cycle,  in  a  cab  or  railway  train, 
dancing,  playing  tennis,  etc.,  and  among  the  working  classes  from 
overft^ork,  such  as  lifting  heavy  weights,  or  overstretching  in  hanging 
up  clothes,  etc.  A  very  severe  fit  of  coughing,  sneezing,  or  vomiting 
may  also  cause  it.  Excesses  in  eating,  drinking,  or  coitus  are  also 
given  as  causes.  (2)  Mental,  Any  mental  shock,  such  as  the  sight 
of  an  accident,  sudden  bad  news,  etc.,  or  \iolent  indulgence  of  the 
passions,  may  act  as  an  indirect  cause  through  the  nervous  system. 
The  shock  of  a  serious  operation  may  cause  it.  Of  late  years  abdo- 
minal  operations  during  pregnancy  have  become  fairly  common.  In 
some,  abortion'*  have  oeeurred,  but  in  many  cases  the  pregnancy  has 
ane  on  to  full  time. 
Conditions  in  the  ITtems  in  the  Early  Months  of 

FregHaiLCy. — Before  considering  the  symptoms,  etc.,  let  us  look  at 
the  conditions  we  have  in  the  uterus  in  the  early  months.  At  concep- 
tion the  uterine  mucous  membrane  becomes  thickened,  forming  the 
decidua  vera  ;  at  the  point  where  the  ovum  becomes  implanted  this 
thickening  is  specially  marked,  forming  the  decidua  serotina  where 
the  placenta  is  to  form ;  and,  growing  up  round  the  ovum,  we  have 
the  decidua  reflexa.  As  the  ovum  grows,  the  deciilua  reflexa  gets 
pushed  out  against  the  decidua  vera,  and  they  blend  and  become 
thinned  out,  so  that  at  the  end  of  pregnancy  they  form  a  very  thin 
layer  over  the  chorion.  To  completely  empty  the  uterus,  all  wichiii 
the  spongy  layer  of  the  deciduas  vera  and  serotina  must  come  away. 
Before  the  placenta  is  formed,  the  deciduse  vera,  reflexa,  and  serotina, 
with  the  enclosed  ovum  in  ics  membranes,  must  come  away.  It  is 
important  to  remember  this,  because  you  will  occasionally  fiml  tlie 
ovum  expelled  and  nothing  else,  or  the  ovum  and  decidua  reflexa, 
leaving  the  decidua?  vera  and  serotina  behind.  A  recent  case  of 
mine  illustrated  this  beautifully.  The  patient  assured  me  that  every- 
thing had  come  away.  Fortunately,  everything  had  been  kept,  and 
I  found  a  complete  ovum  about  two  months  old.  The  sac  was  intact, 
ad  covered  all  over  with  villi.  The  entire  decidual  lining  was  still 
iwrithin  the  uterus.  If  I  had  not  seen  the  ovum  I  might  easily  have 
been  misled,  because  a  vaginal  examination  revealed  nothing,  as  the 
OS  was  closed,  and  nothing  could  be  felt  except  that  the  uterus  was 
large.  I  at  once  gave  chloroform,  and  cleared  the  deciduee  out. 
Nature  might  possibly  have  expelled  this  without  any  bad  efieets, 
but,  on  the  other  hand,  the  result  might  have  been  very  serious.     An 
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examination  of  an  early  complete  abortion  will  at  once  convince  you 
that  the  ovum  itself  is  only  a  small  part  of  what  has  to  be  removed 
in  order  to  thoroughly  clear  out  the  uterus.  When  the  placenta  ia 
fully  formed  the  decidual  are  thimied  out.  Then  the  placenta  and 
membranes  are  the  most  important  part  of  the  abortion.  An  abor- 
tion is  not  the  expulsion  of  the  o\iim  in  the  early  months,  but  the 
expulsion  of  the  uterine  contents.  This  must  be  clearly  borne  in 
mind,  otherwise  the  most  important  part  of  the  uterine  contents  may 
be  left  behind. 

During  the  first  two  months  especially  the  deciduae  are  very  vas* 
cular,  and,  therefore,  liable  to  hsemorrhage.     The  hapraorrhage  may  I 
be  behind  or  into  the  deciduBe.  between  the  refiexa  and  the  oviiin«j 
or  into  the  ovum  itself.     When  blood  is  once  poured  out,  it  acta  as  n' 
foreign  body,  and  causes  uterine  contractions,  which  will  cause  more 
separation  and  more  bleeding.     After  the  placenta  has  formed,  the 
htemorrliage  will  arise  from  separation  of  some  part  of  it.     You  can 
easily  understand  how  any  disease  of  the  endometrium  will  predis- 
pose to  an  abortion,  as  haemorrhage  is  more  apt  to  occur.     As  a  rule, 
conception  docs  not  occur  if  there  is  nmch  endometritis,  but  in  slight 
cases,  and  those  which  are  partially  cured,  it  may.     Such  a  case  iai 
almost  sure  to  abort.     A  number  have  come  imder  my  observation 
in  dispensary  work.     Coitus  should  be  strictly  forbidden  in  cases  of 
endometritis  under  treatment,  but,  unfortunately,  one's  instructions 
are  not  always  carried  out. 

Tarieties  of  Abortions.— Abortions  are  usually  divided  into 
two  main  di\nsions — threatened  and  inevitable.  The  latter  may 
again  be  subdivided  into  complete,  incomplete,  and  missed.  Pro- 
cured abortion,  which  is  often  criminal,  is  anotlier  variety.  We 
shall  deal  with  it  separately, 

SlgnB  and  Symptoms,— There  may  be  a  few  premonitory 
8ymptuiu.s,  such  as  a  feeling  of  faintness  and  vomiting,  but  these  are 
of  Uttle  consequence.  If  it  is  a  very  early  abortion,  the  patient  may 
think  it  is  merely  a  prolonged  and  profuse  menstrual  period  which 
has  been  delayed  fur  a  few  days. 

Fain  and  haBmorrhage  are  the  cardinal  indications.  The  pain 
may  be  felt  some  Httle  time  before  the  haemorrhage  becomes  apparent, 
but  the  haemorrhage  may  appear  first.  The  pain  is  felt  in  the  [lelvis, 
and  is  usually  intermittent  in  character,  very  like  early  labour  pains 
or  the  pains  of  dysraenorrhoea.  In  a  short  time  you  have  the  htemor- 
rhage  ami  pain  together.  The  hamorrhage  nxay  be  intermittent,  re- 
curring at  intervals  of  several  hours,  or  even  days,  or  it  may  become 
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contiauous  like  a  menstrual  flow.  There  may  be  clots  expelled,  or  in 
some  cases  only  a  free  serous  flow  at  first,  the  clots  being  retained 
in  uiero.  As  a  rule»  the  bleeding  is  not  alarmingly  profuse,  but  it 
may  continue  for  a  long  time  and  weaken  the  patient  markedly 
(see  cases,  pp.  IM,  lf>6,  UM  and  ItJH),  The  paiu  in  some  eases  is 
not  very  severe,  while  in  others  the  woman  will  complain  that  it  is  as 
bad  as,  or  worse  than,  with  a  full-time  labour. 

As  soon  as  the  uterus  is  thoroughly  emptied  the  pain  will  cease. 
and  the  haemorrhage  also  ;  hut  there  will  still  be  some  lochial  dis- 
charge, as  after  a  full*time  labour,  but  not  as  profuse  or  prolonged* 

Tlireatened  Abortion.— The  pains  are  slight  and  irregular, 
with  a  ctiusiderable  time  between  them.     The  haemorrhage  will  not 
be  great,  and  on  examination  the  os  will  be  found  closed,  or  only  very 
slightly  dilated.     As  a  rule,  the  bleeding  does  not  continue  very  long 
but  it  oecasionalfy  does  so.     I  have  recently  delivered  at  full  time  a 
patient  who  had  a  threatened  abortion  in  the  early  weeks  of  preg- 
nancy.    In  spite  of  complete  rest  in  bed,  and  appropriate  treatment, 
the   bleeding  went  on  almost  continuously  for  nearly  two  months 
Nothing  ever  came  except  blood,  but  I  was  not  absolutely  sure  that 
it  was  not  a  case  of  incomplete  abortion  until  we  made  an  examina- 
tion under  chloroform.     We  decided  that  the  ovum  was  still  intact 
in  the  uterus,  but,  of  course,  were  unable  to  say  whether  or  not  it 
WAB  alive.     This  was  at  the  end  of  the  third  month.     No  more  bleed- 
ing occurred,  and  in  due  time  she  qnickened  and  went  to  full  tinif 
The  placenta  was  normally  situated,  and  appeared  perfectly  healthy 
The  child  weighed  9J  pounds,  so  it  had  not  apparently  suflfered  in 
any  way. 

The  o\nini  may  perish  and  be  retained  in  utero  for  a  varying  time, 
causing  a  missed  abortion. 

Inevitable  Abortion. — The  pains  are  stronger  and  more 
regular,  the  bleetling  much  more  profuse,  and  on  examination  the  os 
will  usually  be  found  to  be  dilating-  The  ovum  will  often  be  felt 
begimiing  to  protrude.  The  pains  will  become  stronger  and  at  shorter 
intervals,  until  the  uterine  contents  are  exj>elled,  in  part  or  entire. 
If  a  part  only  is  expelled,  it  will  be  an  incomplete  abortion  ;  but  if 
the  whole  comes  away,  ix  will  be  a  complete  one. 

Incomplete  Abortion.— In  an  incomplete  abortion  in  the 
early  stage  of  pregnancy,  the  ovum  alone  may  come  away,  leaving 
the  deciduje  behind  ;  or  the  decidua  reflexa  may  come  with  it,  lea\nng 
the  vera  and  the  serotina  behind.  After  the  placenta  has  foruxed,  it 
and  the  membranes  may  be  retained  in  whole  or  in  part.     The  por- 
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tion  left  behind  may  come  away  entire  or  in  pieces,  and  until  it  is  all 
away  there  will  be  considerable  discharge.  If  sepsis  occurs,  the 
woman  will  run  considerable  risk  at  the  time,  and  she  will  be  almost 
sure  to  suffer  from  subsequent  inflammatory  disease  of  the  Fallopian 
tubes,  ovaries,  pelvdc  connective  tissue,  or  endometrium-  Sometimes 
a  small  piece  of  placenta  remains  firmly  attached,  and  forms  a  so- 
called  placental  polypuB,  which  consists  of  a  mass  of  connective  tissue 
formed  from  an  organized  blood -clot  in  and  around  the  bit  of  placenta. 
Compressed  and  degenerated  chorionic  viUi  can  be  detected  in  it 
with  the  microscope.  Htemorrhages  will  occur  so  long  as  this  remains 
in  nirro. 

XSissad  AbortiOli,—  In  some  cases  the  ovum  perishes,  bur 
is  not  expelled  at  once.  If  may  be  retained  in  uiero  for  months.  I 
have  seen  one  which  was  retained  for  five  months.  In  a  somewhat 
recent  and  famous  case,  a  portion  of  a  blighted  ovum  was  said  to  have 
been  retained  sixteen  months.  At  the  time  the  ov^um  perishes  you 
vnW  probably  have  an  abortion  threatened,  but  this  passes  off  with* 
out  the  uterus  expelHng  its  contents.  The  symptoms  of  pregnancy 
disappear  except  the  amenorrhcea.  The  uterus  does  not  increase  in 
size  as  a  rule,  except  in  cases  of  fleshy  moles,  into  which  fr^sh  h«emor- 
rhages  occur*  The  increase  in  size  will  not  correspond  at  all  with 
the  supposed  time  of  jiregnancy^  The  uterine  contents  will  ultimately 
be  expelled,  with  the  symptoms  of  an  abortion.  The  ovum  may  be 
shrivelled  up  or  in  the  form  of  a  Meshy  mole.  A  shrivelled  or  blighted 
ovum  is  not  infref|uently  expelled  at  full  time  along  with  a  fully- 
developed  child.     I  have  seen  six  or  eight  such  cases. 

If  you  examine  a  good  specimen  of  a  fleshy  mole  you  will  find  it  id 
somewhat  rough  on  the  outside,  and,  on  opening  it,  a  small  cavity 
will  be  seen  lined  with  a  smooth,  glistening  membrane.  This  is  the 
remains  of  the  anmiotic  cavity.  You  may  sometimes  find  traces  of 
the  embryo,  but,  as  a  rule,  it  will  have  been  completely  absorbed. 
Under  the  microscope  the  mass  will  be  fcumd  to  consist  of  organized 
blood-clot,  with  degenerated  chorionic  villi  in  it. 

Diagnosis  of  Abortion.— The  first  thing  we  have  to  satisfy  ourselves 
about  is  that  the  woman  is  really  pregnant,  and*  if  so,  chat  it  ia  an 
ordinary,  and  not  an  extra-uterine,  pregnancy.  Having  determined 
this  point,  the  ne.xt  thin*;  to  decide  is  whether  it  is  a  *:hreatened  or 
an  inevitable  abortion,  because  our  line  of  treatment  in  the  former 
will  be.  if  possible,  to  prevent,  while  in  the  inevitable  it  will  be  to 
hast'en,  the  emptying  of  the  uterus. 

If  the  bleeding  is  small  in  amount,  the  pains  not  very  strong  or 
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frequent,  and  the  os  closed  or  only  slightly  opened,  we  may  look 
tipon  it  as  merely  threatened*  On  the  other  hand,  if  the  pains  are 
strong  and  regular,  the  bleedin^^  copious,  and  the  os  dilated  so  that 
the  ovnm  can  be  felt  protruding,  we  may  be  sure  it  is  inevitable. 

In  very  many  cases  we  only  see  the  patient  after  a  mass  has  been 
expelled,  and  we  now  have  to  decide  whether  it  is  complet-e  or  incom- 
plete. If  the  mass  has  not  been  destroyed,  by  examining  it  carefully 
we  may  be  able  to  decide  that  the  uterus  is  completely  emptied.  If 
you  get  a  complete  specimen,  there  will  be  no  difficulty,  but  unfor- 
tunately you  do  not  often  see  what  has  come  away.  You  will  then 
have  to  judge  by  making  an  examination.  If  the  finger  can  be  passed 
into  the  uterine  cavity,  you  will  be  able  to  feel  if  there  is  anything 
retained,  but  without  chloroform  this  is  not  often  practicable.  If  the 
bleeding  and  pains  have  ceased  on  the  expulsion  of  the  mass,  the 
chances  are  that  the  uterus  is  empty  ;  but  if  the  discharge  of  blood 
is  still  going  on  freely,  or  if  it  recurs  in  a  day  or  two,  there  is  sure  to 
be  something  retained. 

In  an  incomplete  abortion  the  discharge  usually  continues,  and  if 
it  has  stopped  it  recurs  at  intervals.  If  you  are  fortunate  enough  to 
see  what  has  been  expelled,  you  will  find  it  is  only  a  portion  of  the 
product  of  conception.  In  the  first  two  months  it  may  only  be  the 
ovum,  or  tlie  ovum  and  decidua  reflexa.  From  the  third  month  it 
may  be  the  small  fcetus,  or  it  and  the  membranes  alone.  The  entire 
placenta  and  membranes  may  be  lefi  behind,  or  the  placenta  alone, 
or  portions  of  each. 

An  examination  without  chloroform  may  reveal  that  there  is  some- 
thing  still  in  the  uterus,  but  it  is  much  better  to  give  chloroform,  and 
then  you  can  treat  it  at  once,  as  I  shall  shortly  indicate. 

The  following  three  cases  of  incomplete  abortion  may  be  taken  as 
types-  In  the  first  I  was  called  to  see  a  woman,  whose  own  medical 
attendant  was  engaged.  She  was  supposed  to  have  had  a  complete 
abortion  a  few  <lays  before.  The  bleeding  had  recurred,  but  it  had 
ceased  when  I  saw  her-  A  vaginal  examination  revealed  nothing, 
as  the  OS  was  closed,  but  I  felt  sure  there  was  still  something  retained 
tfi  fOero.  I  examined  her  under  chloroform,  and  removed  with  a 
flushing  curette  a  piece  of  placenta  about  the  size  of  a  large  bean 
There  was  no  more  hemorrhage,  and  she  made  an  excellent  recovery. 
The  second  case  had  been  under  treatment  for  a  month  with  recurring 
haemorrhages.  She  had  been  assured  that  the  abortion  had  all  come 
away.  I  was  hurriedly  called  one  night  to  see  her,  as  she  was  bleeding 
very  profusely.     I  remov^ed  a  complete  placenta  from  the  uterus. 
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It  was  very  septic.  She  made  a  good  recovery.  That  she  did  not 
die  of  sepsis  waa  a  marvel  In  the  third  case,  when  I  firat  saw  her, 
the  haemorrhage  was  only  slight,  and  I  tried  to  prevent  the  abortion, 
but  in  a  few  hours  the  ovum  was  expelled,  but  the  whole  of  the 
deciduse  were  left  behind.  An  examination  revealed  that  they  were 
beginning  to  separate »  As  there  was  no  haemorrhage,  I  waited  a  few 
hours  before  using  the  curette,  and  the  complete  cast  was  expelleti 

Mused  Abortiofi, — The  diagnosis  may  be  very  difficult.  The  signs 
and  symptoms  of  pregnancy  will  have  disappeared,  except  the  amenor- 
rhcea.  If  you  have  a  history  of  pregnancy  with  a  supposed  abortion 
some  time  before,  followed  by  amenorrhcjea,  and  if  you  find  that  the 
uterus  is  not  nearly  the  size  it  shonid  be,  \^ou  should  suspect  it  is  a 
missed  abortion,  but  you  must  always  bear  in  mind  that  it  is  possible 
that  the  patient  may  have  had  a  complete  abortion  and  have  become 
pregnant  a  second  time  before  menstruating.  If  you  have  any  doubt, 
wait  for  a  few  weeks,  and,  if  it  is  a  normal  pregnancy,  the  increase  in 
the  size  of  the  uterus  will  be  steady,  but  if  there  is  no  increase  you  can 
definitely  decide  that  it  is  a  missed  abortion.  You  must,  however, 
bear  in  mind  that  with  a  fleshy  mole  you  may  have  an  increase  in  the 
size  of  the  uterus  from  repeated  ha»morrhage8  into  the  mass.  In  such 
a  case  the  difficulty  of  making  an  absolute  diagnosis  would  be  very 
great.  To  make  sure,  you  could  dilate  tlie  cervix  and  explore  the 
uterus  and  treat  it,  as  I  shall  shortly  indicate,  but  if  you  were  in  great 
doubt,  it  would  be  better  to  wait  and  see  if  the  woman  quickened, 
provided,  of  course,  that  she  remained  in  good  health.  If  she  did 
not  quicken,  or  if  her  health  began  to  suffer,  dilatation  should  be 
done.  The  case  related  on  p.  151>  illustrates  the  wisdom  of  waiting. 
There  were  strong  indications  there  that  the  ovum  might  have  perished, 
and  if  I  liad  been  hasty  in  acting  I  would  have  interfered  with  an 
ovuui  whit'h  ultimately  developed  into  a  fine  healthy  hoy. 

Trmimnd  of  a  Threatened  Almrtiun.—Th^  patient  must  be  kept 
quiet  in  bed.  If  the  bowels  are  loaded,  they  should  be  cleared  out 
with  a  gentle  laxative,  or,  better,  liy  means  of  an  enema  of  soap  and 
water.  A  drastic  purgative  must  be  avoided.  The  food  must  be 
light  and  non-stimulating.  The  medicinal  treatment  aims  at  quieting 
uterine  action.  Opium  in  one  form  or  other  is,  I  think,  the  best 
ilrug.  Viburnum  prunifolium  extract  is  highly  spoken  of  as  a  uterine 
sedative.  I  have  used  it  with  good  results.  Hydrastis  canadensis 
is  also  said  to  be  useful,  but  1  have  had  no  experience  of  it.  Small 
doses  of  ergot  are  also  highly  recommended  by  some,  but  condemned 
by  others.     My  experience  of  ergot  is  that  it  is  very  uncertain  in  ita 
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ion,  Tliis  is  probably  due  to  the  fact  that  the  preparations  used 
are  often  not  Ireshly  made.  On  the  whole,  I  am  inclined  to  think 
opium  is  the  best  drug  to  use. 

The  patient  must  be  kept  quiet  in  bed  for  a  week  or  ten  days.  If 
there  is  any  displacement  of  the  uterus,  it  should  be  rectUied  and  kept 
in  position  by  a  [>e8sarj.  You  must  warn  the  patient  to  be  spet-ially 
careful  when  her  next  period  or  two  are  due.  She  should  rest  then, 
If  you  find  there  is  a  syphilitic  taint,  put  her  on  mercury  and  iodide 
of  potash,  and  keep  her  on  it  until  full  time.  In  cases  where  abortions 
not  due  to  syphilis  have  been  frequent.  I  have  got  very  good  results 
from  chlorate  of  potash  (in  grains)  thrice  daily  all  through  the  preg- 
nancy. The  use  of  this  drug  has  been  condemned,  but  I  have  seen 
such  good  results  from  ii  that  I  have  confidence  in  recommending  it, 
especially  in  cases  which  mbcarry  about  the  fourth  or  fifth  month. 
I  have  a  patient  who  has  repeatedly  miscarried  when  not  getting  the 
drug,  and  in  three  of  her  pregnancies  has  gone  to  full  time  while  taking 
it,  I  might  refer  to  others.  A  therapeutic  journal  took  me  severely 
to  tAsk  for  recommending  a  drug  which  is  said  to  liave  a  deleterious 
effect  on  the  red  blond-corpuscles  when  persistently  taken  for  months. 
That  may  be  true  in  theory,  but,  in  my  experience,  it  is  quite  erroneous 
in  practice. 

TreatmetU    of    Inetntable    Afmrtion. — In    spite    of   your   treatment, 

me  cases,  which  appear  to  be  only  threatened,  will  become  inevit- 
able* Your  fine  of  treatment  must  then  be  changed.  In  an  inevit- 
able abortion*  you  must  try  to  get  the  uterus  emptied  as  soon  as 
possible.  There  are  several  methods  in  uae.  It  was,  and  sdll  is,  a 
very  common  practice  to  give  ergot  in  full  doses,  in  the  hope  that  the 
uterus  will  expel  its  contents.  As  this  is  a  very  uncertain  method, 
and  often  ends  in  an  incomplete  abortion,  it  is  not  to  be  trusted  to. 

In  a  case  where  the  discharge  is  free,  and  the  os  not  sufficiently 
dilated  to  admit  of  clearing  out  the  uterus,  your  best  plan  is  to  plug 
the  vagina  thoroughly  aft^r  douching  it  out.  Iodoform  gauze  makes 
the  best  plug,  but  aseptic  lint  or  a  kite-tailed  plug  of  pledgets  of 
aseptic  wool  answer  the  purpose  equally  well.  Full  doses  of  ergot 
may  be  given.  The  plug  should  be  removed  within  twelve  hours. 
On  its  removal  the  ovum  will  often  be  found  lying  on  the  top  of  the 
plug.  If  the  08  is  not  sufficiently  dilated  to  clear  out  the  uterus  with 
your  finger  or  curette,  you  may  plug  once  again.  Plugging  should 
not  be  repeated  too  often,  as  the  pressure  of  the  plug  upon  the  mucous 
membrane  of  the  vagina  will  cause  irritation,  and  even  destruction, 
of  the  superficial  layers. 
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In  a  case  where  the  os  is  dilated  sufficiently,  remove  the  uterine 
contents  with  your  finger.  You  may  be  able  to  express  it  bimannally. 
0%"um  forceps  may  be  used,  but  your  finger  is  the  best  instroment. 
If  you  cannot  get  it  all  away,  use  the  curette.  Always  assure  your- 
self by  digital  examination  that  the  cavity  is  cleared.  It  is  impossible 
to  tell  this  with  the  curette,  and  you  may  easily  leave  a  portion  behind. 
Douche  out  the  uterus  \nth  an  antiseptic.  The  haemorrhage  usually 
oeafleB  on  douching,  but  in  rare  cases  it  continues.  The  uterine 
cavity  should  then  be  plugged  wiv;h  an  antiseptic  or  aseptic  plug. 
Iodoform  gauze  makes  the  best  antiseptic  plug.  The  plug  sliould  be 
removed  mthin  twelve  hours.  After  clearing  out  the  uterus,  ergot 
should  be  given  for  a  day  or  two. 

In  some  cases  it  may  be  desirable  to  clear  the  uterus  at  once.  Dilata- 
tion can  be  effected  by  means  of  dilators,  such  as  Hegar's — the  metal 
ones  are  the  best.  Tents  are  advised,  but  it  is  very  difficult  to  make 
sure  that  tents  are  aseptic,  and,  if  not,  the  risk  is  very  great.  For 
that  reason  they  should  not  be  used.  When  the  os  is  sufficiently 
dilated  the  uterus  should  be  thoroughly  cleared  out,  by  means  of  the 
finger,  and,  if  necessary ♦  the  curette. 

Complete  Abi>rtmi- — The  treatment  is  the  same  as  after  a  full-time 
labour — viz.,  to  thoroughly  cleanse  the  patient  at  the  time,  and  keep 
her  clean  during  the  puerperium.  8he  should  keep  her  bed  for  at 
leaat  a  week. 

Incom]jlde  Abortion, — Ergot  is  often  given  in  the  hope  that  the 
retained  portion  will  be  expelled,  but  this  is  bad  treatment.  The 
following  case  of  ray  own  will  illustrate  this  :  When  I  saw  the  patient. 
late  at  night,  I  found  a  small  feet  us  had  been  expelled,  I  could  find 
nothing  else.  An  examination  revealed  that  the  os  was  closed,  and 
nothing  could  be  felt.  The  discharge  was  very  slight.  The  queation 
was,  Was  the  placenta  still  in  ntero,  or  had  it  been  expelled  i  As 
there  were  no  memljranes  with  the  foetus,  one  would  have  expected 
to  have  found  a  portion  of  them  protruding,  but  none  could  be  felt. 
The  proper  proceeding  would  have  been  to  have  given  chloroform 
and  made  sure,  but  as  I  was  not  prepared  to  do  this,  I  unwisely  decided 
to  give  her  ergot  and  wait.  The  result  was  that  when  expulsion  com- 
menced there  was  severe  ha-morrhage,  and  I  had  to  clear  out  the 
uterus  under  chloroform,  when  the  patient  was  almost  pulseless. 
She  made  a  good  recovery,  and,  I  believe,  considers  that  I  saved  her 
life,  but  I,  on  the  other  hand,  am  convinced  that  my  failure  to  do 
what  I  ought  to  have  done  when  I  first  saw  her,  very  nearly  ended  in 
disaster.     I  have  already  cited  another  case  (p.  161)  where  failure  to 
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clear  out  the  uterus  nearly  cost  the  woman  her  life.  In  a  thifd  oaae 
I  was  asked  to  remove  a  placenta  which  had  been  left  in  the  uterus  for 
over  chree  dayis  after  a  miscarriage  at  the  fourth  month.  There  had 
not  been  any  haemorrhage,  but  the  patient  had  become  septic.  The 
placenta  was  very  firmly  adherent,  and  I  had  great  difficulty  in  getting 
it  away,  as  the  os  had  contracted  and  the  cervix  was  extremely  rigid. 
The  patient  made  an  excellent  recovery,  but  her  septic  condition 
might  very  easily  have  been  increased  by  absorption  through  the 
fresh ly-opened  sinuses.  The  risk  of  this  occurring  is  exceedingly  great. 
The  proper  treatment  is  to  clear  the  uterus  completely  This  may 
be  done  with  a  curette  or  the  fingers.  If  the  curette  is  u^ied,  the 
trnvicy  shoukl  be  explored  with  the  finger  to  make  sure  that  ever>"thing 
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Fig.  20. — Acthoh'h  Curette  fob  Abortions. 


is  removed.  With  the  patient  in  the  lithotomy  position  and  under 
chloroform,  carefully  cleanse  the  external  parts  and  wash  out  the 
vagina,  scrubbing  its  walls  with  8wabd  of  cotton,  Lysol  solution 
(1  per  cent.)  is  one  of  the  best  to  use.  Then  draw  back  the  perineum 
with  a  speculum,  and  catch  the  cervix  with  volsella  forceps  to  draw 
it  down  and  steady  it.  If  the  fijager  can  be  passed  into  the  cavity, 
dilatation  is  sufficient,  but  if  not,  dilate  by  means  of  graduated  metal 
dilators.  Before  removing  anything »  wash  out  the  uterus  with  your 
antiseptic  solution  by  means  of  a  double -channelled  nozzle.  Then 
separate  the  retained  portion  and  remove  it.  The  finger  is  the  best 
instrument  to  use,  especially  in  septic  cases,  as  you  can  feel  what  you 
are  doing.  If  you  are  quite  satisfied  that  everything  has  been  re- 
moved it  will  not  !>e  necessary  to  use  the  curette,  but  in  many  cases 
there  will  be  smajl  portions  which  can  only  be  scraped  away  with 
that  instrument.  A  flushing  instrument  which  is  not  too  sharp  is 
generally  used,  but  I  prefer  using  the  instrument  shown  in  Fig.  20. 
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It  is  a  broad  instrument  with  a  fairly  sharp  cutting  edge,  and  it  will 
clear  the  decidual  away  without  much  force  having  to  be  used.  I 
have  found  the  dull  curettea  useless  instraments  in  the  very 
cases  in  which  curetting  is  necessary — viz.,  where  the  decidute  are 
adherent.  After  the  uterus  is  cleared,  douche  it  out  very  thoroughly 
with  lysol,  and  put  a  loose  plug  of  iodoform  gauze  in  the  vagina. 
The  bleeding  usually  ceases  with  the  douching,  but  it  occasionally 
persists.  The  best  method  of  checking  the  hannorrhage  is  by  plugging 
the  uterine  cavity  and  vagina  with  iodoform  gauze. 

The  after-treatment  is  the  same  as  after  an  ordinary  abortion, 
Douching  is  uimecessary  unless  sepsis  develops*  when  the  uterus 
must  be  carefully  washed  out. 

In  septic,  incomplete  abortions,  the  uterus  must,  if  possible,  be  care- 
fully cleared  out  by  means  of  the  fingers,  but  before  doing  so  it  should 
be  thoroughly  douched  with  lysol  to  wash  away  as  much  as  you  can 
of  the  septic  material.  When  the  contents  have  been  removed,  and 
the  uterine  cavity  well  waslied  out,  a  thorough  swabbing  with  tinc- 
ture of  iodine  (the  old  Edinburgh  tincture  preferably)  is  advisable. 
or  you  may  plug  with  iodoform  gauze*  If  the  temperature  keeps  up, 
daily  washing  oui  of  the  uterus  will  be  necessary.  In  most  case.s 
the  aepvic  condition  is  really  a  sapra^mic  one,  and  the  removal  of  the 
stinking  mass  will  be  quickly  followed  by  a  fall  in  the  temperature. 
but  if  iv  is  due  to  septicaemia  there  will  be  a  rise  in  temperature  from 
absorption  through  the  freshly-denuded  surfaces.  In  such  a  case 
the  after-treatment  will  be  the  same  as  in  a  case  of  septicjemia  after 
a  full-time  talxnir,  to  l>e  described  later  on. 

Cases  of  Abortion  with  Bxcessiire  Haemorrhage,— 
I  have  stated  that,  as  a  rule,  there  is  not  much  risk  from  ha>morrhage, 
but  there  are  exceptions  to  this  rule,  as  the  following  three  cJi 
and  the  one  on  p.  Hi4  show  : 

Case  I. — Early  one  morning  I  was  called  to  a  multipara,  an  old 
patient  of  mine,  who  had  removed  a  short  distance  out  of  town* 
The  telephone  message  was  to  the  effect  that  she  was  in  labour.  When 
I  reached  her,  I  found  she  was  nearly  pulseless  through  haemorrhage 
from  an  incomplete  abortion  at  the  third  month.  The  os  would  a<lmit 
a  fiiLger,  and  I  could  feel  there  was  still  a  mass  of  decidual  tissue  in  the 
uterus.  She  was  a  stout  woman,  and  it  was  quite  impossible  to  empty 
the  uterus  without  gi\^ng  an  anaesthetic.  As  1  was  unable  to  get 
assistance  at  the  time  I  plugged  firmly,  stimulated  her  freely,  and 
gave  her  a  saline  injeqtion  by  the  rectum.  Three  hours  later  Dr. 
Carstairs  Douglas  gave  her  chloroform  after  we  had  given  her  a  saline 
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iafusion  of  2  pints,  and  I  (pilf^kly  cleared  the  uterus  with  my  fingers. 
There  was  no  more  bleeding,  and  she  made  a  good  reeoverj,  but  was 
very  ansemic  for  some  time. 

Case  11.— Mrs,  P.,  aged  twenty-three,  3'para.  On  p.  412  the 
record  of  this  patient's  second  labour  will  be  found,  ^he  then  suffered 
from  inversion  of  the  uterus.  After  her  recovery  menstruation  occuTTed 
fairly  regularly  for  several  months,  and  she  then  began  to  bleed 
continuously  for  two  months.  There  was  no  amenorrhoea  antecedent 
to  this  prolonged  bleeding. 

The  patient  now  came  to  see  her  medical  attendant,  Dr,  Christie. 
8he  asserted  that  there  was  no  possibility  of  prei^nancy.  Dr.  Christie 
found  that  the  uterus  was  enJarged^  and  he  thought  there  was  a  tumour, 
but  the  vagina  was  so  tender  that  it  was  impossible  to  make  out  any- 
thing definitely.  He  asked  nie  to  examine  her  under  chloroform  on 
the  following  day  to  decide  what  operation,  if  any,  would  be  nece^ssary. 
I  found  the  uterus  was  enlarged  to  almost  the  size  of  a  three  months' 
pregnancy.  The  os  was  shghtly  dilated,  and  there  was  a  large  amount 
of  soft  material  in  the  uterine  cavitjr.  The  patient  began  to  bleed 
very  profusely.  As  I  had  not  expected  to  do  any  operation,  I  had 
only  one  small  curette  with  me.  With  it  I  cleared  out  about  two 
handfuls  of  deeidual-like  material.  There  was  still  a  considerable 
amount  in  the  uterus,  and  as  the  bleeding  had  been  severe  I  deter- 
mined to  plug  the  uterine  cavity  very  firmly  and  clear  the  remainder 
out  next  day.  The  patient  was  very  weak,  and  at  the  time  was 
iffering  from  an  influenza  cold. 

The  material  removed  was  examined  at  the  West  of  *Scotland  Re- 
search Laboratory,  and  Dr,  Leshe  Buchanan  reported  that  there  were 
many  normal  decidual  cells  in  it,  but  no  indication  of  deciduonia 
mahgnum. 

Next  day  I  removed  the  plugging  and  washed  out  the  uterus. 
There  had  been  some  haBmorrhage,  but  there  was  none  after  the 
removal  of  the  plug.  As  the  patient  was  very  weak,  I  did  not  attempt 
to  curette  the  uterus.  On  the  following  day  I  found  a  somewhat 
elongated  mass  beginning  to  protrude  from  the  cervix.  I  removed 
this,  and  found  it  was  undoubtedly  a  piece  of  placenta.  I  then 
curetted  the  uterus  thoroughly,  and  washed  it  out. 

The  patient's  temperature  had  now  risen,  and  her  breathing  become 
embarrassed,  Dulness  was  detected  at  the  base  of  the  lungs.  She 
passed  through  a  very  sharp  attack  of  double  pneumonia,  but  ulti- 
mately recovered.  After  the  uterus  was  thoroughly  cleared  out  the 
discharge  of  blood  ceased. 


i68 


CLINICAL  OBSTETRICS 


The  husband  asserted  that  he  had  never  had  connection  with  his 
wife  sinee  her  previous  confinement,  and  that  she  could  not  be  preg- 
nant, but  there  is  no  doubt  that  she  was.  It  certainly  was  not  a  case 
of  retention  of  a  bit  of  placenta  from  the  previous  confinement-  As 
the  uterus  was  then  inverted,  I  saw  the  interior  of  it,  and  cleared  it 
of  all  bits  of  placenta  and  membrane. 

The  origin  of  the  pneumonia  was  an  attack  of  influenza.  The 
uterine  discharge  was  offensive  for  one  day*  but  fortuaately  no  uterine 
comphcation  arose,  or  there  would  have  been  very  little  chance  for 
the  patient-  At  one  time  the  case  seemed  a  very  hopeless  one.  I 
regretted  very  much  tliat  I  had  not  been  prepared  to  thoroughly  clear 
out  the  uterus  at  the  one  sitting. 

Case  III. — This  patient,  aged  thirty-nine,  was  seen  by  me  in  con* 
sultation  with  Dr.  Wilson,  Irvine,  in  July,  1903.  Abcmt  last  October 
Dr.  Wilson  had  been  called  to  treat  her  for  haemorrhage.  He  re- 
moved from  her  vagina  a  small  placenta-  There  was  no  trace  of  a 
foetus  seen,  but  the  pregnancy  had  evidently  reached  the  end  of  the 
third  month*  The  ha?morrhage  had  then  ceased*  In  the  end  of 
February  of  this  year  she  again  became  pregnant,  and  suffered  from 
morning  sickness.  In  April  she  again  aborted,  and  Dr.  W^ilsou  re- 
moved a  decidual  mass.  Menstruation  had  not  been  re-established 
after  this,  but,  about  a  fortnight  before  I  saw  her,  she  had  begim  to 
have  considerable  hcemorrhage.  After  this  had  been  going  on  for 
some  days  Dr.  Wilson  saw  her.  The  patient  did  not  think  she  waa 
pregnant. 

Dr.  Wilson  found  she  was  having  attacks  of  bleeding  pretty  fre- 
quently. He  found  the  uterus  was  considerably  enlarged  and  lying 
towards  the  right  side  of  the  pelvis.  The  os  was  quite  closed.  When 
I  saw  her  there  was  no  actual  bleeding.  The  ut^erus  was  about 
the  size  of  a  four  months'  pregnancy,  and  was  somewhat  displaced 
towards  the  right  side.  It  felt  very  hard,  and  gave  more  the  impres- 
sion of  a  fibroid  thickening,  especially  of  the  anterior  wall,  than  an 
ordinary  pregnancy.  We  concluded  that  the  patient  was  pregnant, 
and  that  the  enlarged  and  thickened  condiiion  of  the  urerus  was  prob- 
ably due  largely  to  subinvolution  after  the  previous  abortions. 

I  was  on  holiday  at  the  time,  and  had  no  instrumenta  with  me, 
so  had  to  postpone  the  operation  to  ihe  following  day,  when  Dr. 
Wilson,  junior,  gave  the  patient  chloroform,  and  I  dilated  and  cleared 
out  the  uterus.  Severe  bleeding  had  come  on  about  an  hour  previous 
to  the  time  arranged  for  the  operation,  and  there  was  a  good  deal 
coming  while  I  was  operating,  so  I  had  to  work  very  quickly.     By 


THE  HEMORRHAGES  OF  PREGNANCY 


169 


means  of  a  large  sharp  flushing  curette  I  cleared  out  a  considerable 
amount  of  decidua  and  old  black  blood-clot»  and  finally  got  away 
a  fine  specimen  of  a  six  or  seven  weeks  old  fcBtus  with  an  umbilical 
vesicle  attached  to  it.  The  bleeding  ceased  as  soon  as  the  uterus  was 
cleared  out.  I  then  plugged  the  ea\aty  firmly  with  iodoform  gauze. 
The  patient  was  very  blanched,  and  her  pulse  almost  imperceptible, 
but  a  hypodermic  of  strychnine  helped  her  considerably. 

The  plugging  was  removed  next  day,  and  the  subsequent  progress 
of  the  patient  was  very  satisfactory.     She  had  an  uneventful  recovery* 

The  operation  of  curetting  the  puerijend  uterus  is  not  devoid  of 
risks.  In  some  cases  the  uterine  wall  is  very  friable,  and  it  may  be 
perforated  by  the  most  skilful  operator.  Even  in  making  an  examina- 
tion with  the  sound  this  may  happen.  The  dilators  may  be  pushed 
through,  but  the  curette  is  the  most  likely  instrument  to  cause  per- 
foration. You  must  therefore  be  very  careful  in  all  cases^  as  the 
friabiJity  of  the  uterine  walls  cannot  be  judged  beforehand.  Fortu- 
nately there  is  little  risk  from  the  accident  if  propei  care  is  taken. 
After  it  has  happened  douching  should  not  be  done,  as  the  fluid  may 
pass  into  the  abdominal  cavity.  The  uterus  should  be  wiped  out 
carefully  and  plugged  with  iodoform  gauze,  taking  care  not  to  push 
the  gauze  through  the  rent.  The  rent  is  usually  very  small,  and 
the  edges  of  it  fall  together  naturally;  and  they  are  soon  glued  together. 
If  there  is  much  bleeding,  or  the  case  is  a  septic  one,  the  abdomen 
should  be  opened  and  the  wound  stitched.  The  parts  should  then 
be  very  thoroughly  cleansed.  In  some  of  the  cases  reported  the 
friabihty  of  the  uterus  rendered  stitching  very  difficult,  as  the  sutures 
could  hardly  be  tied  without  cutting  through  the  tissues.  The  uterus 
has  sometimes  been  removed,  but  such  an  extreme  step  is  rarely 
justifiable.  Some  observers  have  maintained  that,  in  some  cases  when 
the  sound  or  curette  suddenly  passes  in  a  long  distance,  this  is  not  due 
to  jierforation  of  the  uterine  wall,  hut  to  a  sudden  relaxation  of  the 
uterus.  It  is  didicult  to  conceive  of  such  an  occurrence.  When 
there  is  any  foreign  body  in  the  uterus  it  usually  contracts,  and  it  is 
difficult  to  understand  w^hy  it  should  act  differently  in  these  cases, 
Sometimcb,  however,  the  sound  passes  for  some  distance  into  one  of 
the  tubes,  and  this  may  be  mistaken  for  a  perforation.  So  far  as  I 
know,  in  all  the  cases  in  which  the  abdomen  has  been  opened  either 
a  perforation  or  a  patent  tube  has  been  found,  so  that  I  cannot  accept 
this  explanation  of  a  sudden  relaxation  of  the  wall. 

Pracured  JLbortlon.— There  are  a  few  conditions  under  which 
the   procuring   of  an  abortion  may   be  justifiable — e.g.,  in  patients 
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suffering  from  very  bad  chorea  gravidarum,  bad  heart  disease,  bad 
kidney  disease,  uncontrollable  voiuiting,  and  an  incarcerated  retro- 
flexed  uteriis  which  cannot  be  re2>la€ed.  In  the  latter  condition, 
however;  it  is  preferable  to  do  an  abdominal  section,  and  relieve  the 
imprisoned  uterus  from  above* 

You  should  never  undertake  the  operation  without  having  a  con- 
sultation. Occasionally  an  abortion  is  unwittingly  procured  by  the 
passage  of  a  sound  into  the  uterus  :  but  it  is  possible  to  pass  a  sound 
during  the  first  three  months,  and  even  later,  without  causing  any 
mischief,  provided  tlie  ovum  m  not  punetured.  I  recently  delivered 
a  case  of  placenta  pnevia  at  the  sixth  month,  where  a  dressed  Play- 
fair's  probe,  dipped  in  carbolic  acid,  had  been  passed  into  the  uterus 
just  before  the  patient  quickened.  She  had  been  under  treatment 
for  endometritis  before  becoming  pregnant,  and  her  attendant  had 
been  misled  as  to  her  condition. 

You  are  aware  that  the  producing  of  an  abortion,  except  in  such  J 
cases  as  I  have  indicated,  is  a  criminal  offence.     Few  practitionera ' 
escape  being  barefacedly  asked  to  commit  this  crime,  and  possibly 
being  offered  a  large  fee  as  an  inducement.     One  cannot  help  feehngJ 
sorry  for  unmarried  girls  w^ho  have  been  betrayed,  and  can  forgivaj 
them  making  such  a  request ;  but  in  my  experience  it  is  marrie 
women,  who  do  not  wish  to  have  more  children,  who  are  the  worefcl 
siimers.     The  methods  of  prevention  of  conception,  and  of  getting 
rid  of  the  OT.nim,  if  conception  hae  occurred^  arc  now  unblushingly 
discussed  by  women,  and  not  by  any  means  by  women  of  the  poorer 
classes  only.     This  is  probably  the  result  of  reading  the  new  style  of 
novel  which  is  the   very  reverse    of   its    predecessor,  in   which,  as 
Kiphng  has  it — 

"  We  asked  no  social  cjuejitions— we  pumped  no  liiddpn  shame — 
We  never  talked  obstetrics  when  the  little  stranger  came/* 

The  barefaced  indecent  advertisements  which  disgrace  the  pages  of 
so  many  secular  and  even,  I  am  sorry  to  say,  of  religious  papers  have 
much  to  answer  for.  They  should  be  put  down  with  a  strong  hand, 
but  unfortunately  the  law  seems  powerless  to  deal  with  them. 

The  operation  may  be  done  by  passing  a  sound  and  turning  it  round, 
so  as  to  separate  part  of  the  decidua  and  puncture  the  ovum.  It 
may  then  be  left  to  come  away  naturally,  ami  if  it  is  not  completely 
expelled,  the  retained  portion  must  be  dealt  with,  as  in  an  ordinary 
inrcjrnplete  abortion.  The  method  I  mlopt  is  to  cleanse  the  external 
parts  and  the  vagina  very  thoroughly,  and  then  pass  an  aseptic  sound 
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md  turn  it  round.  I  then  plug  the  vagina  with  iodoform  gauze, 
pusMng  some  of  the  gauze  into  the  cemca!  canal.  Next  day  this 
plag  is  removed,  and  the  uterine  contents  are  cleared  out  by  means  of 
the  linger  and  the  curette.  Dilatation  by  means  of  Hegars  dilators 
will  usually  be  neces8ar)%  but  the  dilatation  will  he  much  easier  than 
if  it  had  been  done  the  day  before.  Sonier  however,  prefer  to  clear 
the  uterus  at  one  sitting.  This  is  suitable  in  the  early  weeks.  The 
cervix  is  dilated  liy  means  of  dilators,  and  the  whole  contents  at  once 
removed  by  the  finger  and  curette.  The  operation  must  be  done  with 
the  strictest  aseptic  precautions,  or  sepsis  will  be  almost  sure  to  arise. 
Even  with  the  strictest  aseptic  precautions  trouble  may  arise  (see 
case  of  induced  abortion  for  cardiac  disease,  p.  Trl). 

The  after-treatment  in  a  case  of  procured  abortion  is  exactly  the 
same  as  after  an  ordinary  one. 

Criminal  Abortion.— The  procuring  of  abortion  for  criminal 
purposes  seems  to  he  more  common  in  England  than  in  Scotland.  At 
all  events,  we  rarely  hear  of  the  detection  of  cases  here.  Probably 
every  medical  practitioner^  at  some  time  or  other  In  his  career,  has 
been  asked  to  do  the  operation^t.e.,  to  commit  a  very  serious  crime. 
There  is  only  one  answer  to  such  a  request,  and  that  is  an  emphatic 
refusal,  no  matter  how  great  one's  sympathies  may  be. 

Sometimes  one  is  called  upon  to  treat  a  case  where  it  is  quite  evident 
that  an  abortion  has  been  procured.  I  have  myself  seen  two  cases 
where  there  was  strong  presumptive  evidence  ihat  tliis  had  been 
done.  In  the  first  case  the  patient  admitted  that  she  had  been 
examined  vnth  instruments,  and  had  been  taking  drugs.  A  very  septic 
placenta  was  still  in  the  uterus.  In  the  second,  after  the  uterine 
contents  were  cleared  out,  the  bleeding  was  so  profuse  that  I  had  to 
plug  the  cavity  with  iodoform  gauze.     Both  patients  recovered. 

Spurious  Abortion. — Occasionally  a  cast  of  the  uterus  having 
the  essential  characters  of  the  decidua  of  pregnancy,  but  with  no  trace 
of  an  ovum,  is  expelled  after  a  period  of  amenorrhoea.  Such  a  case 
is  frequently  seen  m  connection  with  extra-uterine  gestation,  but,  in 
the  cases  referred  to,  there  is  no  evidence  of  an  ovum  developing 
outside  the  uterus.  The  term  "  spurious  abortion  "  has  been  sug- 
gested, but  Fothergill  has  recently  shown  that  the  condition  is  really 
due  to  an  ''  incomplete  abortion,"  where  the  ovmn  has  been  expelled, 
leaving  the  decidua  vera  behind,  or.  as  in  his  case,  an  early  ''  missed 
abortion,"  in  which  the  decidua  went  on  growing  tor  some  time  after 
the  death  of  the  ovum.  There  is  no  evidence  to  show  that  a  decidua 
ever  forms  in  the  uterus  apart  from  pregnancy,  either  topic  or  ectopic. 
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Prophylaetic  Treaiment  of  Abort  ions. ^li  a  woman  has  had  one  or 
more  abortions  she  should  be  put  under  treatment  before  she  again 
conceives,  in  order  to  prevent  a  reciurence  of  the  abortion.  The  habit 
of  aborting  is  said  to  be  acquired,  but,  as  I  have  already  said,  the 
probability  is  that  this  is  really  dne  to  some  form  of  uterine  disease* 
If  all  abortions  were  properly  treated  there  would  be  fewer  recurrences. 
The  patient  should  not  resume  intercourse  until  involution  is  complete 
and  the  endometrium  in  a  healthy  condition.  If  syphitia  is  present 
she  should  be  put  on  antisyphilitic  remedies.  In  such  a  case  the 
husband  should  also  be  treated,  but  you  must  be  exceedingly  careful 
in  dealing  with  such  patients,  as  you  may  very  easily  upset  the  peace 
of  a  home. 

If  endometritis  is  present  it  should  be  treated,  and  intercourse 
prohibited  until  a  cure  is  effected.  If  conception  occurs  before  the 
endometrium  is  perfectly  healthy,  abortion  will  be  sure  to  follow. 
The  surest  and  quickest  method  of  treating  endometritis  in  such  cases 
is  by  curetting.  Any  inflammatory  condition  of  the  ovaries  or  tubes 
should  be  cured,  and  all  displacements  rectified*  If  the  cervix  is 
split  it  should  be  repaired. 

In  cases  of  anaemia  or  other  constitutional  diseases,  appropriate 
treatment  should  be  adopted.  There  are  certain  cases  in  which  the 
foetus  perishes  in  the  later  months  of  pregnancy.  Fatty  and  cal- 
careous degeneration  of  the  placenta  is  generally  found.  These  cases 
will  be  dealt  with  under  Habitual  Death  of  the  Foetus  (see  p.  389). 

In  all  eases  where  abortions  have  occurred  the  patients  should  he 
warned  to  be  careful  at  the  times  corresjjnnding  to  their  menstrual 
periods^  and  especially  so  at  the  time  when  the  former  abortion 
occuired. 


Vesiculab  Mole,  Hyoatiform  Mole,  Cystic  Degeneration  op 

THE  Chorionic  Villi. 

The  disease  which  is  known  under  these  various  names  is  character- 
ized by  the  hyj^rtrophy  of  the  chorionic  villi,  and  their  conversion 
inco  numerous  cysts,  varying  in  size  from  that  of  a  millet-seed  to  that 
of  a  large  grape.  These  cysts  are  all  connected  by  pedicles  of  greater 
or  less  length,  and  the  mass  thus  has  somewhat  the  appearance  of 
a  bunch  of  grapes.  After  the  third  month  of  pregnancy  the  growth  is 
very  rapid,  so  that  the  uterus  soon  becomes  very  much  more  distended 
than  it  should  be  at  that  time  of  pregnancy.  More  or  less  discharge 
usually  occurs.      This  may  be  of  pure  blood,  but  more  frequently 
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ta  profuse  watery  discharge  stained  with  blood.  In  some  pases  small 
cysts  will  be  found  in  the  discharge.  The  uterine  contents  are  usually 
expelled  before  full  time  is  reached,  hut  in  very  rare  cases  the  mass 
is  carried  in  utero  for  some  time  beyond  term.  In  some  cases  abso- 
lutely no  trace  of  the  fcetus  can  be  found,  in  others  only  a  jwrtion  of 
it  may  be  present,  but  it  is  oecasionally  found  entire,  usually  dead. 
In  one  or  two  cases  the  fcetus  has  gone  on  developing  to  full  time 
and  has  been  bom  alive,  with  a  portion  of  the  placenta  showing  cysti* 
degeneration.  As  a  rule,  the  disease  begins  early  in  pregnancy, 
before  the  vilU  have  atrophied  in  the  non-placental  part  of  the  chorioiK 
and  the  whole  chorion  is  thus  affected.  When  it  begins  later  in  preg- 
nancy, after  atrophy  has  occurred,  only  the  placental  portion  will  be 
affected  ;  if  only  a  small  portion,  then  development  of  the  foetus 
may  not  be  interfered  with.  It  occasionally  occurs  in  twin  preg- 
nancies, the  chorion  of  one  ftetus  being  alone  afFected.  The  other 
twin  may  go  on  developing  to  full  time.  It  is  more  common  with 
multipara?  than  with  primipara?,  and  may  recur  in  subsequent  preg- 
nancies. 

It  is  a  true  myxomatous  degeneration  of  the  chorion.  The  fluid 
in  the  cysts  contain  mucin  and  albumin  in  considerable  quantities. 

The  mass  may  reach  the  size  of  an  adult  head.  It  may  be  com- 
pletely covered  over  with  decidua,  but  the  enlarged  villi  not  infre- 
quently perforate  one  or  both  layers  of  the  decidua  at  various  places* 
and  they  may  penetrate  the  muscular  wall  of  the  uterus  and  even 
the  peritoneal  cavity. 

Of  late  it  has  been  clearly  shown  that  theie  is  an  intimate  relation- 
ship between  this  disease  and  deciduoma  malign um.  A  very  large 
number  of  cases  of  the  latter  disease  occur  after  vesicular  moles. 

Diaqno6%9, — There  are  three  prominent  indications  of  the  condition. 
First  the  uterus  is  usually  much  larger  than  it  ought  to  be  at  the 
supposed  time  of  pregnancy,  and  the  increase  will  have  been  Ytrv 
rapid  after  the  third  month  :  second,  blood  or  blood-stained  s^rum 
is  discharged  at  intervals  ;  and  third,  vesicles  escape.  Palpation  of 
the  uterus  shows  that  it  is  very  distended  and  has  a  boggy  feel,  and 
that  no  fa^tal  pares  or  movements  can  be  made  out.  The  uterus 
may  be  of  an  abnormal  shape.  Sometimes  a  creijitant  sensation 
can  be  made  out.  Auscultation  gives  a  uterine  bruit  but  no  foetal 
heart,  and  a  crackling  or  crepitant  sound  may  be  detected. 

Prognosu. — The  condition  is  not  a  very  hopeful  one,  so  a  guarded 
prognosis  should  be  given.  If  the  mass  has  been  entirely  expelled 
naturally,  there  should  be  no  immediate  risk,  but  if  a  portion  of  it 
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has  been  retained  sepdcaemia  is  very  likely  to  occur.  In  cases  where 
the  vesicles  have  penetrated  the  wall  of  the  uterus,  there  is  very  great 
risk  of  rupture  occurring  when  an  attempt  is  made  to  remove  the 
mass.  In  all  cases  the  subsequent  occurrence  of  deciduoma  malignum 
is  greatly  to  be  dreaded. 

TreatmevU, — If  the  haemorrhage  is  great,  plug  the  cervix  and  vagina 
thoroughly,  until  the  os  is  dilated  sufficiently  to  allow  of  expulsion 
of  the  mass,  and  then,  if  uterine  effort  fails,  clear  it  out.  In  clearing 
it  out  the  fingers  only  should  be  used,  and  the  utmost  care  taken  to 
prevent  injury  to  the  uterine  wall.  No  curette  should  be  used.  In 
cases  where  there  is  no  discharge  and  no  uterine  action  going  on,  if 
you  are  perfectly  sure  of  your  diagnosis,  you  should  induce  abortion 
at  once,  as  the  longer  the  mass  is  in  the  uterus  the  greater  is  the  risk 
of  the  uterine  wall  being  perforated.  In  cases  where  a  portion  of  the 
mass  is  retained,  and  sepsis  has  occurred,  you  should  carefully  explore 
the  uterine  cavity  and  remove  the  retained  portion,  but  you  must 
bear  in  mind  that  the  uterine  wall  may  be  very  thin  in  places.  If 
the  wall  has  been  perforated,  the  best  treatment  would  be  to  remove 
the  entire  uterus,  either  through  the  vagina  or  abdomen.  In  all 
cases  the  most  rigid  aseptic  precautions  must  be  taken. 
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HEMORRHAGES  OF  THE  LATER  MONTHS  OP  PREGNANCY- 
ACCIDENTAL  HEMORRHAGE 

Varieties  of  Accidental  Hamorrhftgc— Time  of  Uccmrence — iEtiology — ^Cases — 
Diagnosis — Treatment — Case — Treatment  of  the  Coneealetl  nr  Intpnial 
Variety. 

We  have  now  to  take  up  the  haemoirliagcs  wbich  occur  in  the  later 
months  of  pregnancy'— f.j/.,  from  the  sixth  month  onwards — the 
ante-partum  hfemorrhageB.  We  have  two  varieties,  viz.,  accidental 
and  unavoidable.  We  shall  fiist  deal  with  the  accidentaL  The 
hamorrhage  arises  from  the  separation  of  a  normally  situated  placenta 
— i.fl.,  a  placenta  situated  in  the  uterine  cavity  anywhere  above  the 
lower  uterine  segment.  By  the  lower  uterine  segment  is  meant  the 
part  which  becomes  thinned  cut  during  the  canalization  of  the  genital 
tract.  II  the  placenta  is  attaclied  anywhere  in  this  lower  uterine 
segment »  separation  of  it  is  sure  to  occur  during  labour,  and  this 
gives  rise  to  the  unavoidable  form  of  hemorrhage.  Such  a  case  is 
said  to  be  one  of  placenta  prae\aa,  which  we  shall  discuss  fully  in  our 
next  chapter.  What  I  wish  to  point  out  to  you  now  is,  that  in  both 
cases  the  ha-raorrhage  is  caused  by  separation  of  the  placenta.  In  the 
accidental  the  placenta  is  nonnally  situated,  while  in  the  unavoid* 
able  it  is  in  the  lower  uterine  area.  In  both  the  blood  comes  princi- 
pally from  the  ut-erine  sinuses,  and  only  a  small  amount  from  the  torn 
placenta. 

Varieties  of  Accidental  Kaemorrhatre.— There  are  two 

varieties,  viz.,  external  and  concealed  ;  but  we  might  add  a  third. 
viz.,  a  mixed  form  in  which  we  have  both  external  and  concealed 
hapraorrhages.  In  fact,  in  most  cases  of  external  haemorrhage  there 
is  more  or  less  clot  in  the  uterus.  The  concealed  is  one  of  the  most 
serious  complications  we  have  to  deal  with  in  midwifery.  With  the 
exception  ol  rupture  of  the  uterus,  there  is  no  accident  so  fatal  to  the 
patient.    Fortunately  it  is  comparatively  rare. 
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Accidental  haemorrhage  is  more  frequent  in  niultiparous  than  in 
jirimiparous  cases»  but  it  occasionally  does  occui  among  the  latter. 
U  resembles  an  abortion  in  this  respect,  and  in  fact  it  is  practical! v 
an  abortion  occnrring  in  the  later  nicnths.  It  occuis  in  the  same  claaa 
of  cases,  and  from  much  the  same  causes. 

Time  of  Occarrence,— It  occurs  from  the  sixth  month 
onward  to  full  time. 

Mtiology,  —  The  ?etiolog\'  is  much  the  same  as  in  eases  of 
abortion.  In  all  the  cases  I  have  examined  carefully  I  have  found 
the  placenta  more  or  less  degenerated.  A  perfectly  normal  placenta 
might  become  detached  as  the  result  of  a  severe  accident,  but  this 
is  very  exceptionaL  In  the  majority  of  cases  I  believe  there  is  more 
or  less  disease  of  the  placenta  present,  due  usually  to  endometritis. 
The  exciting  cause  may  be  direct  violence,  such  as  a  kick  or  blow 
upon  the  abdomen,  overexertion,  overstretching,  such  as  in  reaching 
sometliing  above  tlie  head  or  in  hanging  up  clothes,  shock,  fright, 
severe  vomiting,  severe  coughing,  ard  severe  straining  at  stool.  In 
some  cases  there  may  he  no  apparent  exciting  cause. 

For  some  reason  or  other,  then,  a  small  portion  of  the  placenta 
becomes  detached,  and  a  utero-placental  sinus  torn  through.  A 
greater  or  less  amount  of  blood  is  poured  cut  between  the  placenta 
and  uterine  wall.  If  it  is  at  the  lower  edge  of  the  placenta,  it  will 
quickly  find  its  way  down  between  ^he  membranes  and  the  walL  It 
may  clot  there,  or  work  its  way  down  by  gravitation  until  it  appears 
externally.  If  the  amount  be  very  small  no  Imrm  may  result  :  but  it 
is  almost  sure  to  act  as  a  foreign  body,  and  set  up  uterine  contractions, 
which  will  cause  more  of  the  placenta  to  be  separated,  and,  of  course, 
more  hff»morrhage.  In  the  concealed  form  the  blood  is  retained  in  the 
uterus,  and  does  not  appear  externally  at  all,  but  there  is  usually  a 
profuse  flow  of  serum,  which  is  pressed  oui'  of  the  clots.  Sometimes 
you  have  what  might  be  called  a  mixed  form,  where  there  is  some 
external  bleeding,  but  a  very  large  quantity  of  blood  remains  in  the 
uterus.  In  the  external  variety  a  clot  or  clots  will  be  found  in  the 
uterus,  but  the  greater  part  of  the  blomi  escapes  ext-crnally.  The 
blood  is  said  occasionally  to  burst  through  the  membranes  and  mingle 
with  the  liquor  amnii,  but  I  have  never  seen  a  case  of  this  land.  In 
the  concealed  foira  the  uterus  becomes  very  much  distended,  more 
oval  in  form,  and  you  may  be  able  to  feel  masses  in  it,  indicating 
where  clots  are  lying.  You  will  not  be  able  to  feel  the  foetal  parts. 
The  woman  will  complain  of  a  continuous  rending  pain,  as  if  her  uterus 
weie  going  to  burst.     If  she  is  a  multipara,  she  will  tell  you  the  pain 
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very  different  from  any  pain  she  had  felt  in  former  labourj*.  This 
18  a  symptom  of  the  utmost  importance,  and  one  to  which  I  wish 
especially  to  direct  attention.  It  is  mentioned  in  texi-books,  hut  I 
do  not  think  suttieient  **tretis  is  hiid  upon  its*  importance.  If  the  case 
is  at  all  a  serious  one,  the  patient  will  show*  all  the  signs  and  symptoms 
of  ha?moTrhage  and  collapse,  w^hich  I  need  not  enumerate. 

Prognosis, — In  the  concealed  variety  the  prognosis  is  exceedingly 
grave,  as,  unfortunately,  the  condition  is  often  not  recognised  until 
the  patient  is  collap^led.  In  the  external  variety  the  danger  is  not 
nearly  so  great,  as  assistance  will  be  sent  for  early.     If  the  cases  of 

Pthe  external  form  are  seen  early,  before  collapse,  the  gre^t  majority 
should  be  saved.     The  mortalitv  for  accidental  ha?morrhage  is  said  to 
\  be  50  per  cent.     This  is  far  too  high,  taking  all  the  case^  together, 

I  but  for  the  concealed  variety  alone  it  is  not  high  enough.  Very  few 
of  them  are  saved. 
As  regards  the  cliiJdren,  in  bad  cases  they  are  nearly  all  lost,  but  in 
shght  cases  they  may  be  saved.  Many  of  them  are  premature.  If 
the  placenta  is  entirely  separated,  the  child  will  be  dead.  The  child's 
chances,  then,  may  be  said  to  depend  upon  the  amount  of  separation 
of  th(*  pbicenta,  and  also  the  ease  of  delivery.  It  may  be  too  pre- 
mature to  sur\dve,  and  at  the  best  is  likely  to  be  weakly. 
Before  taking  up  the  diagnosis  and  treatment  I  shall  give  you  notes 
of  two  cases,  on**  of  each  variety. 
I  Case  L — The  patient  was  a  multipara,  seven  months  pregnant, 
■tended  at  her  own  home,  She  had  been  bleeding  for  sixteen  hours 
before  I  saw  her.  She  stated  that  she  had  been  very  constipated, 
and  the  night  previous  had  been  straining  very  heavily  at  stool,  when 
she  suddenly  found  blocid  was  pouring  from  the  vagina.  She  said 
she  had  very  nearly  filled  the  chamber-pot.  This  w^as,  of  course,  an 
exaggerated  statement.  The  bleeding  had  continued,  more  or  less, 
ever  since.  Three  hours  before  I  saw  her  the  vagina  had  been  plugged 
on  the  supposition  that  it  was  a  case  of  placenta  pra?via;  the  os  was  then 
about  the  size  of  half  a  crown.  I  found  her  pulse  very  feeble,  and  her 
lips  blanched.  She  was  in  a  state  of  collapse  from  haemorrhage. 
The  OS  was  now  fully  dilated,  the  membranes  intact,  and  the  head  pre- 
senting. The  membranes  were  at  once  ruptured,  and  the  forceps 
applied.  Dehvery  was  easy.  The  child  was  dead.  Firm  pressure 
over  the  uterus  immediately  expelled  three  or  four  large  black  clots 
and  the  placenta,  which  had  been  completely  separated.  A  hot 
douche  checked  all  post-partum  luetnorrhage.  Ergotin  and  ether 
were  given  hypoderrnically,  and  an  injection  of  saliiie  flai*l  into  the 
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rectum,  and  a  pint  of  the  same  into  the  areolar  tissues  of  the  right 
axilla.  Her  pulse,  which  had  been  barely  peiceptible  after  delivery, 
quickly  improved.     She  made  an  excellent  recovery. 

Case  IL — Mrs.  E.,  aged  forty-one,  multipara,  Tliis  patient  was 
sent  into  the  hospital  as  a  case  of  placenta  prsevia.  The  history  given 
us  was  that  she  had  begun  to  bleed  about  4  a.m.,  and  that  the  bleeiling 
had  continued,  more  or  less,  ever  since.  The  only  cause  she  could 
give  was  that  she  had  done  a  heavy  washing  the  day  before.  8he 
had  been  seen  a  few  hours  after  the  onset,  and  the  vagina  had  been 
plugged.  The  plug  had  been  removed  twice  and  a  fresh  one  put  in. 
The  third  plug  was  still  in. 

On  admission  at  4.1''">  p,m.,  twelve  hours  after  the  onset,  she  was 
perfectly  blanched  ;  her  hps  were  of  a  bhiish-wliite  colour  and  abso- 
lutely bloodless.  The  pulse  was  120  and  very  soft.  She  continually 
complained  of  a  rending  pain  in  her  abdomen,  as  if  she  were  bursting. 
The  abdomen  was  very  much  distended  and  globular  in  shape.  The 
foetal  parts  could  not  be  palpated.  The  os  admitted  two  fingers,  and 
no  placenta  could  be  felt, 

8he  was  given  some  stimulant  by  the  mouth  and  a  salbie  rectal 
injection.  Champetier  de  Ribes'  bag  was  inserted  and  partially 
filled.  In  a  few  minutes  it  was  withdrawn  and  the  os  dilated  manually 
mitii  the  hand  passed.  The  mend>raaes  were  ruptured  and  a  foot 
brought  down,  and  delivery  of  a  premature  dead  child,  which  weighed 
21  pounds,  quickly  effected.  The  placenta,  which  had  been  com- 
pletely separatee!,  and  a  very  large  quantity  of  clot,  were  at  once 
cleared  out  of  the  uterus.  During  this  time  the  uterus  was  actively 
compressed,  and  hypodermic  injections  of  ergotin  and  strs^chnine 
were  given.  A  creolin  intra-uterine  injection  (IbV  F.)  checked  the 
post-partum  haemorrhage ;  in  fact,  there  was  no  blood  lost  after 
delivery,  as,  imfortunatrely,  tliere  was  none  to  lose.  Another  sahne 
recta!  injection  was  given,  and  also  one  into  the  areolar  tissues  under 
the  left  breast.  She  was  now  practically  pulseless.  In  spite  of  active 
stimulation,  she  died  in  half  an  hour. 

I  shall  refer  to  this  case  when  ibscussing  the  best  methods  of  treat- 
ment. 

TMb  year  I  had  to  deal  with  an  ahnost  similar  case.  The  patient 
vaa  ficen  at  her  home  by  an  outdoor  house  surgeon,  who  found  her 
bleeding  profusely.  He  thought  the  case  was  one  of  placenta  pfsevna. 
so  he  phigged  the  vagina  and  had  the  patient  remov^ed  to  hospital. 
When  I  saw  her  she  was  extremely  collapsed  with  a  greatly-distended 
uterus.     In  this  case  I  would  have  done  a  Porro's  operation,  but  the 
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patient  had  been  vomiting  blood,  and  I  believe  she  had  an  ulcerated 
stomach*  The  oa  was  tlilated  sufficiently  to  deliver,  and  I  did  so  at 
once,  after  a  saline  transfusion.  The  nfceins  was  full  of  clot.  The 
patient  died  very  shortly  after  delivery. 

Diagtiosi^,^n  the  external  variety  there  will  be  bleeding  from  the 
utenis.  The  patient  may  or  may  not  be  having  uterine  contractions,  if 
it  ia  before  full  time,  but  they  wilt  aoon  come  on.  If  the  hfemorrhage  is 
profuse,  the  pulse  will  become  rapid  and  weak,  and  signs  and  symptoms 
of  collapse  supervene.  In  some  cases  the  amount  of  collapse  will  be 
much  greater  than  the  apparent  loss  of  blood  accounts  for.  In  such 
cases  there  will  be  concealed  hi^morrhage  as  well,  making  it  much 
more  dangerous.  The  os  may  not  be  much  dilated  at  first,  but  you 
will  usually  be  able  to  get  your  finger  in.  The  cervical  canal  will 
usually  be  found  full  of  clot,  which  may  easily  be  mistaken  for  the 
placenta*  You  can  break  down  the  clot  and  remove  it,  wliile  this 
cannot  easily  be  done  with  the  placenta.  You  will  not  be  able  to 
reach  any  placental  tissue  with  your  finger. 

You  will  have  to  diagnose  the  external  form  from  unavoidable 
h;t?niorrhage  due  to  placenta  pnevia,  and  the  concealed  from  rupture 
of  the  uterus  or  other  viscus.  Mistakes  are  frequently  made  between 
the  external  variety  and  tmavoidable  hemorrhage.  In  the  three 
cases  I  have  related  this  happened.  Until  the  os  is  dilated  sufficiently 
t^  admit  the  finger  a  differential  diagnosis  may  be  impossible.  If  the 
placenta  can  be  reached,  tliat  will  settle  that  it  is  a  ca^e  of  placenta 
previa.  A  boggy  feeling  in  the  fornices  is  also  indicative  of  placenta 
pnevia.  You  will  see  it  stated  that  in  accidental  haemorrhage  there 
will  be  no  bleeding  during  the  pains,  as  the  presenting  part-  will  effectu- 
ally block  the  passage,  while  in  |tlaeenta  pnt'via  the  bleeding  wiE 
increase  during  the  pains.  In  ray  experience,  which  has  been  a  pretty 
large  *uie,  you  can  place  absolutely  no  dependence  upon  this.  In 
accidental  haemorrhage  the  contractions  will  squeeze  out  any  blood 
which  is  in  the  lower  part  of  the  ut-erus  and  cer\'ix,  and,  besides,  in 
many  cases  the  }>resenting  part  does  not  block  the  passage.  In  a  case 
of  lateral  or  marginal  placenta  prsevia,  if  the  head  is  well  down  during 
the  uterine  contractions,  it  will  effectually  plug  the  passage  and  prevent 
any  bleeding. 

In  the  concealed  variety  there  noay  be  some  haemorrhage  showing, 
but  often  there  is  only  a  copious  serous  discharge,  and  even  that  may  be 
absent,  as  in  case  (Mrs.  K,)  on  p.  1K4.  The  patient  \sn\l  be  in  a  state  of 
collapse.  The  uterus  will  be  oval  in  shape  and  very  much  distended. 
You  will  not  be  able  to  palpate  the  foetus,  but  you  will  often  be  able 
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to  make  out  irregijlar  masses  in  the  uterus  indicating  wliere  tbe  clots 
are  lying-  The  patient  will  complain  of  a  continuous  rending  pain  in 
the  uterus.  Rupture  of  the  uterus  gives  much  the  same  coiidicion  of 
collapse,  hut  it  occurs  as  a  rule  in  the  second  stage  of  labour.  In  com- 
plete rupture  the  utenis  will  usually  be  smaller  than  it  was  before,  and 
the  prevsenting  part  will  have  receded.  In  partial  rupture  the  signs 
and  symptoms  are  almost  ideutical,  but  it  occurs  almost  always  late 
in  the  second  stage,  while  the  hemorrhage  is  always  in  the  first,  or 
before  labour  has  set  in.  Rupture  of  an  internal  viscus — c.^.,  stomach 
or  bowel,  would  give  the  same  collapse.  An  examination  would 
reveal  that  the  uterus  was  of  normal  sixe  and  shape. 

TrmtmenL — The  proper  treatment  of  each  case  ilepends  ujifin  the 
conditions  present.  To  lay  down  one  hard-and-fast  rule  of  procedure 
is  absurd.  Let  us  first  consider  the  external  vaiiety*  We  will  first 
sup])oge  a  rase  where  the  hiemorrhage  is  not  very  great  and  the  uterus 
is  not  distended.  If  the  membranes  are  ru[»tured  and  a  tight  binder 
applied,  this  is  usually  suflicient,  provided  contractions  are  occurring, 
but  you  must  watch  the  pulse  carefully  for  fear  of  concealed  bleeding 
going  on.  Where  contractions  are  going  on  plugging  of  the  vagina 
may  be  resorted  to  to  hasten  dilatation.  In  such  a  case  there  will  be 
no  risk  of  converting  it  into  a  concealed  haemorrhage.  If  the  uterus 
does  not  contract  when  the  lirjuor  anmii  flows  away,  you  can  easily 
see  the  pressure  inside  the  uterus  will  be  lessened  and  bleeding  en- 
couraged. If  the  external  haemorrhage  continues,  or  if  there  is  e\Hdence 
of  internal  haemorrhage,  steps  should  ^t  once  be  taken  to  hurry  dilata- 
tion and  dehver}'.  The  dilatation  may  be  effected  by  means  of 
Barnes*  or  Champetier  de  Ri lies'  bags,  or  manually,  or  by  Bossi's 
dilator.  Bosai's  instrument  is  most  useful  in  such  cases.  As  soon 
as  the  OS  is  sufficiently  wide,  turn  by  either  method  and  bring  a  leg 
down.  Keep  up  active  stimulation  of  the  utenis  by  kneading  it  to 
encourage  contmctions.  If  the  os  is  not  sufhciently  dilated  to  allow 
of  the  head  passing  easily,  beware  of  dragging  it  through  forcibly,  or 
you  may  rapture  the  cer\nx  and  add  a  very  serious  rink.  In  some  cases 
forceps  may  be  used,  but  as  a  rule  turning  is  the  better  method.  As 
soon  as  the  child  is  born  the  uterus  must  be  actively  compressed,  and 
in  most  cases  the  hand  should  at  once  be  introduced  into  the  utertis 
to  clear  out  the  clots  and  placenta.  A  very  hot  douche  (120''  F,) 
should  be  given  at  once,  and  ergotin  hypodermically.  These  active 
measures  refpiire  to  be  adopted  to  prevent  poat-partum  haemorrhage, 
which  is  apt  to  occur.  If  the  case  has  been  a  sev^ere  one,  saline  fluid 
(I  drachm  of  common  salt  to  a  pint)  should  be  injected  either  directly 
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into  a  vein  or  into  the  areolar  tissues  of  some  part  of  the  body.  It 
can  also  be  given  into  the  rectum.  The  patient  should  be  freely 
stimulated  with  brandy,  ether,  or  strychnine.  In  a  very  bad  case 
it  would  be  well  to  tramifu^e  before  attempting  delivery.  I  shall  deal 
with  the  methods  of  transfusion  antl  treatment  of  collapse  from 
Inemnrrhage  when  discussing  post-partum  hfemorrhage. 

I  shall  now  give  you  the  history  of  a  e^se,  which  illustrates  the 
eerious  risks  one  runs  in  hastening  dilatation  and  delivery  under  any 
circumstances. 

Case  III, —Mrs.  T.,  aged  twenty-seven,  2-para.  This  patient  had 
been  delivered  by  me  on  October  I,  1806,  of  her  first  child  liy  crani- 
i>tomy.  The  cord  was  prolapsed  and  pulseless.  Her  pelvic  measure- 
ments were  as  follows:  Interspinous,  lOJ  inches:  intercristal.  lOJ 
inches  ;  external  conjugate,  7  inches  ;  diagonal  conjugate^  3|  inches. 
The  true  conjugate  would  be  about  3|  inches. 

According  to  instructions,  she  came  back  for  induction  when 
seven  and  a  half  months  pregnant.  She  was  admitted  into  the  (tlas- 
gow  Maternity  Hospital  on  October  1,  18^*7.  A  bougie  was  passed 
into  the  uterus,  and  the  vagina  plugged  the  evening  of  admission. 
The  plugs  were  removed  sixteen  hours  later.  The  os  was  the  size  of 
a  shilling.  During  the  next  twenty-four  hours  not  much  progress 
was  made*  On  the  evening  of  October  '3,  I  found  the  os  would  admit 
two  fingers  and  was  fairly  dilatable,  so  I  determined  to  put  in  a  ( liam- 
petier  de  Ribes*  bag,  and  leave  it  in  until  the  os  dilated.  The  bag 
wad  easily  introduced  without  giving  chloroform,  the  patient  lying 
on  her  left  side.  Warm  carbolic  lotion  was  pumped  in  through  a 
Higginson  syringe,  and  befoie  the  bag  waa  nearly  full  the  patient 
suddenly  became  blanched  and  the  pulse  grew  very  weak.  The 
fivritige  was  detached  from  the  bag  and  the  fluid  allowed  to  run  out  ; 
only  a  little  came  through  the  tube,  and  it  was  blood-stained,  but  a 
gush  of  blood-stained  fluid  came  from  the  vagina.  The  bag  was 
withdrawn  at  once,  when  there  was  a  tremendous  gush  of  blood.  The 
bag  had  a  rent  nearly  1  inch  long  in  its  side.  As  the  uterus  dhow*^d 
no  indication  of  contracting,  and  the  hemorrhage  continuetl,  Dr. 
Black  agreed  that  I  ought  to  dilate  manually,  and  turn  at  once.  This 
was  easily  effected,  as  the  cervix  yielded  readily  to  my  hand.  The 
body  was  drawn  down  and  the  aims  freed.  The  uterus  was  still 
very  flabby,  and  I  was  afraid  that  internal  bleeding  might  coutiuue, 
and  as  1  was  also  anxious  to  save  the  child,  I  delivered  the  head  at 
once  by  suprapubic  presi^ure  combined  with  not  very  great  traction 
on  the  body.    The  child  was  alivCj  and  weighed  ii^  pounds.     The 
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placenta,  which  was  paTtially  in  the  vagina,  was  reniov^ed.  It  had 
been  attached  low  down  and  was  very  soft,  evidently  fatty.  A  hot 
intra-uterine  crenHr!  douche  (120-  F.)  was  given,  and  the  uterus, 
which  liad  been  very  flabby,  soon  contracted  fi^rmly.  A  hypodenuic 
injection  of  ergotin  (3  grains)  and  another  of  ether  (20  drops)  were 
given,  and  1  pint  of  saline  solution  by  the  rectum.  The  cervix  was 
torn  considerably,  but  tlic  lu>t  douche  seemed  to  check  the  haemor- 
rhage. The  patient  had  rallied,  and  said  she  felt  better.  Her  pulse 
was  92,  and  of  fair  strength.  8he  was  then  made  comfortable  and  a 
firm  binder  put  on,  but  in  about  ten  luiinites,  perhaps  half  an  hour 
after  delivery,  her  pulse  became  very  feeble  (120),  and  she  looked 
decidedly  blanched.  Bleeding  had  recurred,  evidently  from  the 
cenax,  as  the  uterus  was  fairly  firm.  The  foot  of  the  bed  was  raised 
at  once,  and  2  ounces  of  brandy  and  2  ounces  of  water  injected  into 
the  rectum.  Another  hot  douche  (120^  F.)  was  given  by  me,  while, 
at  the  same  time.  Dr.  Welister  opened  the  median  basihc  vein  and 
transfused  *)  pints  of  saUne  flidd.  The  pulse  improved  for  a  time. 
As  the  hot  douche  failed  to  check  the  oozing,  1  plugged'  the  cer^nx 
and  vagina  with  iodoform  gauze.  Hot  applications  and  stimulants 
were  used  ffcely.  but  she  gradually  sank,  and  died  two  and  a  half 
hours  after  delivery. 

We  got  permission  foi  a  post-mortem,  but,  unfortunately,  the 
body  was  removed  without  the  resident's  knowledge  before  we  could 
have  the  examination  made. 

Two  other  De  Ribes'  bags  have  burst  in  my  hatuls,  but,  fortunately, 
the  otliers  buist  in  the  vjigina.  In  this  case  the  burst  was  high  up, 
and  the  fliud  separated  the  placenta,  which  was  very  friable  and 
situated  low  down.  The  l)ag  is  a  large  one,  and  from  the  point  which 
was  in  the  os  to  the  top  it  measures  fully  -4  inches.  As  it  distended 
the  membranes  wiiuld  be  stripped  off  the  uterine  wall  and  be  pushed 
np  before  it.  The  lower  etlge  of  the  ])lacenta  may  even  have  been 
slightly  separated  by  the  strain  on  the  membranes  before  the  bag 
burst.  Of  course  that  had  nothing  to  do  w^ith  the  tearing  of  the 
cervix,  except  that  it  forced  nie  to  deliver  by  acvouehettient  forciK  IV 
I  had  delay cil  the  delivery  of  the  head  and  sacrihced  the  child,  the 
mother  might  have  been  saved.  One  can  always  be  wise  after  the 
event.     This  case  illustrates  the  grave  ri.sk  incurred  in  rapid  dehvery. 

This  bag  seems  to  be  made  of  some  preparation  of  rubber.  The 
one  I  have  for  private  use  is  made  of  silk,  and  sewed,  I  do  not  think 
it  w^ould  burst,  but  it  is  very  difficult  to  render  such  a  bag  aseptic. 
These  rubber  ones,  I  ijuagincj  have  been  made  so  thai  they  may  be 
easily  rendered  aseptic,     I  shall  certainly  never  use  otw  of  them  again. 
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The  silk  one,  I  have  found,  does  well ;  but,  after  such  an  experience, 
I  cannot  so  strongly  commend  their  use,  as  is  done  by  some  obstet- 
ricians. 

The  methods  of  treatment  I  have  given  you  are  the  ones  I  have 
found  most  efficacious,  but  you  will  find  a  very  different  method 
described  in  Jellett's  ''  Short  Practices  of  Midwifery/'  In  the  preface 
to  that  work  Smyly  says  :  *'  In  the  first  tw*i  years  of  my  mastership 
I  treated  alt  serious  cases  of  accidental  haemorrhage  by  rupturing  the 
membranes,  and,  if  that  did  not  prove  effectuah  delivery  was  effected 
by  version  and  extraction  or  perforation.  The  results  were  so  bad 
that  I  resorted  to  plugging  in  all  cases  of  external  haemorrhage  in  which 
the  membranes  were  intact  and  labour  pains  absent  or  feeble — that 
is,  in  tlie  gi-eat  majority  of  cases — and  with  excellent  results.  The 
fear  that  an  external  would  be  converted  into  an  internal  haemorrhage 
pr^jved  groimdless/'  The  two  cases  already  given  show  that  this  fear 
is  not  groundless.  In  both  it  began  as  an  external  form,  but  was 
c-onverted  into  an  internal  by  the  plugging. 

Jellett  strongly  advocates  the  plug.  He  says :  "  If  the  blood 
cannot  escape^  then  it  must  cease  flowing  as  soon  as  the  cavity  is  full. 
There  is  no  room  for  any  considerable  quantity  of  blood  to  escape 
into  a  healthy  uterus  occupied  by  an  unruptured  ovum.  If  a  vessel 
rupture  in  such  a  case  and  no  blood  escape  through  the  os,  the  pres- 
sure in  the  uterus  would  rapidly  become  greater  than  the  blood  pres- 
sure, and  the  haemorrhage  would  cease.  If,  on  the  other  hand,  the 
uterus  be  unhealthy  and  dilate  before  the  blood  pressure,  then  the 
ftmount  of  the  hiemorrhage  is  only  Hinited  by  the  dilatabihty  of  the 
uterus/'  This  is  all  true  enough,  but  the  nnfortmiate  thing  is  that 
we  rarely  have  to  deal  i^dth  a  healthy  uterus.  If  it  were  healthy,  the 
placenta  would  not  separate  except  under  very  exceptional  circnm- 
stances*  The  placentae,  in  the  cases  which  I  have  examined,  have  all 
been  in  an  unhealthy  condition.  Jellett  says  the  hsiemorrhage  is 
primarily  due  to  an  endometritis*  A  uterus  with  endometritis  is 
not  a  healthy  one. 

Nature's  method  of  checking  liiemorrhage  is  not  by  pressure,  but 
by  contraction  and  retraction  of  the  uterine  muscular  fibres.  The 
only  way  to  get  that  is  by  emptying  the  uterus,  a  practice  I  have 
always  carried  out  when  any  active  haemorrhage  was  going  on  and 
uterine  contractions  were  not  active.  In  a  large  number  of  cases  of 
the  external  variety,  the  only  one  I  have  lost  was  that  of  Mrs.  T.,  just 
related,  and  it  was  a  very  exceptional  one.  I  am  afraid  I  was  too 
anxious  to  get  a  Uve  child  in  that  case,  and  it  was  of  course  compli- 
cated by  a  considerable  contraction  of  the   pelvis.     Rupturing  the 
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membranes  may  suffice  when  active  contractions  are  going  mi,  but 
I  would  never  trust  to  it  entirely  if  there  had  been  much  hamiorrhage*  i 
If  haemorrhage  is  goiLg  on  anil  there  are  no  active  contractions,  1 
think  the  best  treatment  is  to  dilate  and  dehver,  with  due  piecautionA 
not  to  lacerate.  If  the  hitmorrhage  has  ceased  and  the  patient  is 
not  collapsed,  you  may  wait  and  watch  her.  If  she  is  very  much 
collapsed,  you  should  stimulate  her  and  give  a  saline  injection 
before  delivery,  lest  the  shock  of  the  delivery  prove  fatal,  even  mthout 
any  post-partum  bleeding.  The  treatment  of  the  external  form  is 
comparatively  simple,  but  in  the  concealed  w^e  have  a  nmch  more 
serious  difficulty  to  face. 

Treatment  of  the  Concealed  or  Internal  Variety,- 

Jellett  says  :  '^  The  only  treatment  which  is  of  any  avail  in  these  cases 
18  the  acroachetH4?7U  farce,  or  Porro's  operaxion.*'  The  former  I  have 
tried,  aiul  I  must  confess  the  results  have  not  been  encouraging* 
Rupturing  the  membranes  has  l>een  advocated,  but  this  1  consider 
dangerous,  as  the  uterus  is  paralyzed  and  will  not  contract,  so  that 
the  escape  of  the  liquor  aranii  makes  more  room  for  blood  to  be  poured 
out.  If  (lecoiidiement  force  is  decided  upon,  the  patient  should  first 
be  freely  stimulated  and  given  a  large  injection  of  saline,  either  into 
the  areolar  tissues  or  directly  into  a  vein.  As  soon  as  the  child  is 
delivered  the  uterus  should  be  emptied  of  the  placenta  and  clots, 
and  every  eflFort  made  to  get  it  to  contract  by  hot  douches,  ergotin 
hypodeimically,  and  firm  suprapubic  pressure. 

Porro's  operation  I  have  not  trie<l,  but  it  has  been  done  with  success. 
In  a  hospital  it  could  be  adopted,  but  in  private  work  I  am  afraid  one 
could  hardly  do  it. 

I  have  done  a  Cee^^rian  secfciou  in  a  case  of  external  accidental 
a^morrhage  with  good  results  to  both  mother  and  child  (see  Case  VII., 
p.  521). 

Cask. — Mrs.  K.,  aged  forty-five  years,  U)-para,  full  time,  was  Been" 
at  her  own  home  by  a  nurse  who  found  her  very  collapsed  and  almost 
pulseless.  The  nurse  at  once  diagnosed  concealed  accidental  haemor- 
rhage, and  called  the  house  surgeon.  He  scimulatiMl  the  patient 
freely,  and  removed  her  into  hospital  as  quickly  as  possible. 

Previous  HiMory. — The  patient's  hrst  five  pregnancies  had  l>een 
normal,  but  the  last  four  had  all  been  accompanied  by  haemorrhage. 
At  the  sixth  and  ninth  confinements  she  had  had  severe  po«t-partum 
hemorrhage,  while  the  seventh  and  eighth  pregnancies  had  ended 
in  abortions  with  such  profuse  haemorrhage  that  she  nearly  bled  ta 
death.  On  the  evening  of  the  day  before  admission  labour  conmienced, 
and  she  had  ordinary  pains  during  the  night.     She  got  up  in  the 
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momjiigf  and  while  walking  acroas  the  floor  she  was  seized  with 

sudden  acute  pain  in  the  abdomen  and  fell  in  a  faint. 

CondUion  on  AdmissioH.-  -The  ])atient  was  bathed  in  a  cold  clammy 
sweat,  the  pulse  averaged  VMi,  and  the  temperature  was  1*7  F.  She 
was  extremely  pallid,  (hi  palpation  the  uterus  was  fumid  to  be  more 
oval  in  outline  than  i>ornial.  The  fmtal  parts  eould  be  felt  with 
some  difficulty.  There  was  no  marked  pain  an  manipulation,  but  she 
complained  of  a  dull  continuous  pain  in  the  upper  and  left  quadrant 
of  the  uterus  and  in  the  back.  The  foetal  heart  could  not  be  heard. 
The  fundus  was  near  the  ensiforni  cartilage.  A  vaginal  examination 
revealed  that  the  os  was  one-third  dilated,  the  membranes  intact. 
and  the  head  movable  at  the  brim.  Theje  was  no  blood  coming  away, 
neither  was  there  any  serum. 

The  patient  was  given  more  stimulant  (strychnine  and  brandy), 
and  when  I  saw  her  shortly  afterwanls  I  found  her  pulse  was  120,  and 
with  a  fair  volnrae.  The  uterus  had  now  coimnenced  to  contract, 
and  the  foetal  parts  could  not  be  palpated.  Wlien  I  examined  vagin- 
ally I  found  the  membranes  had  just  ruptured,  and  the  head  was  being 
pre-ssed  into  the  brim.  There  was  absoiucely  no  bleeding,  not  even 
when  I  pushed  the  head  up  out  of  the  brim. 

A  saline  infusion  of  a  couple  of  pints  was  given,  and  preparations 
were  made  for  a  Porro's  operation,  but  i  decided  to  wait  and  watch 
the  patient  closely,  stimulating  her  freely.  The  internal  bleeding 
had  evidently  ceased,  and  I  felt  that  the  best  chance  for  the  patient 
was  to  allow  her  time  to  rally.  Four  hours  later  I  found  she  was 
having  strong  expulsive  pains,  and  a  dead  child  was  quickly  expelled. 
After  the  birth  of  the  child  no  blood  escaped  from  the  vagina.  On 
palpation  the  uterus  was  felt  to  be  large,  soft,  and  bulged  towards  the 
anterior  abdominal  wall,  I  introduced  my  hand,  and  found  the 
placenta  completely  separated  and  lying  among  a  large  nimiber  of 
clots.  The  uterus  was  cleared  out,  and  a  hot  douche  given.  It 
retracted  well.  There  was  no  post-partum  heemorrhage.  Three 
pints  more  of  saline  solution  were  infused. 

After  delivery  the  patient  was  really  in  a  better  condition  than  §he 
had  been  at  the  time  of  admission. 

8he  died  three  days  later  from  asthenia.  There  was  no  bleeding 
from  the  uterus.  The  pulse  ranged  from  130  to  110,  and  the  tempera- 
tare  remained  at  about  lOff  F.  On  the  second  day  the  pallor  became 
of  a  greenish  yellow-tinge.  Her  blood  glands  apparently  did  not 
perform  their  fnnctions,  so  the  condition  was  one  of  pernicious  anaemia. 
Both  the  patient  and  her  friends  stated  that  for  a  considerable  time 
her  colour  had  been  very  bad. 
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The  placenta  weighed  2  pounds,  and  showed  a  number  of  fibrous 
infarcts. 

The  amount  of  elot  I  had  removed  from  the  uterus  was  not  at  all 
excessive,  and  if  the  woman  fiad  not  been  very  anseiuic  prior  to  the 
bleeding,  I  am  quite  sure  it  would  not  have  seriously  affected  her. 

At  the  post-mortem  examination  all  the  organs  were  found  to  be  ex- 
tremely pale,  and  the  endometrium  was  in  a  very  unhealthy  condition. 

Case  IL — At  10  a.m.  on  the  morning  of  admission  to  the  Maternity 
Hospital,  the  patient,  Mrs.  S.,  O-para,  aged  thirty-one,  suddenly 
became  faint  and  perspired  freely.  She  had  not  overexerted  herself 
in  any  way.  She  was  admitted  at  3  p.m.  She  was  very  pale,  with  a 
cold,  clammy  skin  and  Uvid  lips.  The  pupils  were  dilated,  and  the 
breathing  shallow  and  irregular.  The  pulse  was  1)4,  and  the  tempera- 
ture  97^  F,  There  was  no  external  evidence  of  hfiemorrliage.  The 
abdomen  was  distended,  rigid,  and  tender  to  pressure.  The  foetal 
parts  could  not  be  distinctly  palpated.  No  fretal  heart  could  be 
heard.  Vaginal  examination  showed  the  os  to  be  half  dilated  and 
the  vertex  presenting.  There  was  no  discharge  from  the  uterus. 
The  patient  complained  of  a  continuous  pain  in  the  abdomen. 

As  the  cervix  was  very  soft  and  dilatable »  I  decided  to  deliver  her 
at  once  by  ac€omhem€}U  forci\  The  patient  was  anaesthetized,  the  os 
manually  dilated,  and  delivery  effected  by  version.  The  uterus  was 
firmly  compressed,  and  the  placenta,  which  had  been  completely 
separated^  and  two  very  large  clots  were  expelled.  One  of  these 
clots  was  about  the  size  of  an  ordinary  liver,  and  not  unhke  it  in 
shape.  There  was  a  good  deal  of  decidual  tissue  over  the  surface 
which  had  lain  against  the  uterine  wall.  As  the  uterus  would  not 
retract  well,  it  was  very  firmly  plugged  with  iodoform  gauze  after  a 
hot  douche  had  been  given.  Two  pints  of  saline  solution  were  infused, 
and  A  gt.  strychnine  %vas  given.  The  pulse  was  scarcely  perceptible. 
The  foot  of  the  bed  was  raised.  The  following  day  another  saline 
infusion  was  given.  The  plug  was  left  in  the  uterus  for  forty-eight 
hours.  On  its  renxoval,  there  was  no  bleeding.  The  temperature 
ranged  between  W  and  102'  F.  for  about  a  fortnight,  but  there  was 
nothing  to  account  for  it.  There  was  also  a  good  deal  of  diarrhoea- 
The  skin  was  of  a  lemon-yellow  tint  and  the  mucous  membrane 
blanched.  I  was  afraid  the  case  would  end  in  pernicious  am^mia,  but 
under  large  doses  of  iron  and  arsenic  the  blood  condition  improved 
considerably,  and  the  patient  was  discharged  in  a  fairly  good  condition. 

If  the  cervix  had  not  l>een  very  soft  and  easily  dilated,  1  would  i 
have  done  a  Porro's  operation. 


CHAPTER  XVII 

TEE  &SM0RRHAOES  OF  TEE  LATER  MONTHS  OF  PEEQKAKC7  [amtmneil]— 
UNAVOIDABLE  H^MOERHAQE  FROM  PLACENTA  PR-ffiVIA 

Bandies  Ring — Rotraftiun  and  Contraction— Detinit ion  of  Pincentji  PrteWa^ 
Average  of  Occurrence — ^Tirae  of  Oocurreiiee  of  the  Hiemorrhage  — Souree 
of  tlie  Hreraonbage — Causes  of  Plat-enta  Pnovia — Signts  and  Symptoms^ 
DiagnosLB  — ^Prognosis^Treatment. 

The  next  form  of  htemorrhage  we  shall  consider  is  the  unavoidable, 
which  arises  from  the  condition  known  as  placenta  praevia.  In  these 
cases  the  whole,  or  part,  of  the  placenta  is  attached  to  the  lower 
uterine  area  or  «e.^ment.  or  that  part  of  the  uterine  cavity  which  hes 
below  the  retraction^  or  Bandrs  ring. 
What  is  the  Retraction  Rimff,  and  Where  does  it 

U.e  ? — It  \B  a  muscular  ring  which  marks  th*^  junction  of  the  lower 
uterine  segment  with  the  active  part  of  the  uterus*  The  lower  uterine 
segment  is  the  part  which,  during  labour,  becomes  stret^-hed  and 
thinned  out,  or  in  other  woitls,  becomes  canalized,  just  as  the  cervix 
and  vagina  do.  It  remains  passive.  In  the  full-time  uterus  the 
upper  boundary  of  the  lower  uterine  segment  hes  from  2k  inches  to 
3i  inches  above  the  os  internum.  The  peritoneum  over  this  segment 
is  loosely  attached,  and  becomes  closely  adherent  just  at  the  position 
of  the  ring.  A  large  circular  vein  is  usually  found  in  the  wall  at  the 
ring. 

As  labour  advances,  the  lower  uterine  segment  thins  out  or  becomes 
stretched,  and  the  retraction  ring  rises  higher  and  higher  in  the  abdo- 
men. In  ordinaiy  cases  the  ring  is  not  palpable,  but  if  there  is  any 
obstruction  to  the  advance  of  the  presenting  part  it  will  soon  become 
apparent  to  the  touch.  Whenever  the  retraction  ring  can  easily  be 
felt,  you  have  an  indication  that  there  is  danger  of  the  uterus  rupturing. 

The  drawing  (Fig.  21)  shows  the  ring  very  markedly.  It  was  obtained 
from  a  case  of  rupture  of  the  uterus  wliich  was  brought  into  the  Glasgow 
Maternity  Hospital  from  the  country.     She  died  a  few  minutes  after 
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adiuissioii,  and  we  removed  the  uterus  post*mortem.  The  uterus 
with  the  cMld  in  situ  was  hardened  in  formalin,  and  now  that  the  child 
has  been  removed*  and  the  posterior  wall  cut  awaVt  you  can  see  the 
ring  very  distinctly,  forming  a  ledge  right  round  the  interior.  You 
will  notice  how  this  lower  part  of  the  uterus  below  the  ring  has  been 
tWnned  out.  The  peritoneum  over  it  is  loosely  attached,  but  firmly 
adherent  at  the  ring.  The  rupture,  you  \\ill  observe,  is  the  exact 
shape  of  the  back  of  the  closed  hand.  It  only  extends  through  the 
muscular  layers.  The  loose  peritoneum,  you  iiiill  notice,  has  allowed 
of  a  large  quantity  of  blood  lieing  poured  out  under  it.  In  fact^  there 
was  a  large  hi^matoma  round  the  greater  part  of  the  uterus  and  ex- 
tending into  the  broad  Ugaraent.  The  circular  vein  is  also  apparent. 
The  patient's  pehis  was  not  (contracted,  but  the  child  presented  by 
the  face  with  the  chin  posterior.  It  was  a  very  large  child,  and  the 
face  could  not  enter  the  brim.  Attempts  were  made  to  deliver  with 
forceps,  and,  unfortunately,  when  tliese  failed,  version  was  tried*  By 
this  time  the  liquor  amnii  had  been  away  for  some  time,  and  the  lower 
uterine  segment  had  become  dangerously  thinned  out,  as  you  can  see. 
When  an  attempt  was  made  to  pass  the  hand  in  to  grasp  a  foot,  in- 
complete rupture  took  place,  and  a  large  amount,  of  blood  was  poured 
out  under  the  peritoneum.  The  woman  collapsed,  and  by  the  time 
she  was  brought  to  us  from  some  distance  in  the  country  she  was 
moribund.  In  paasing.  I  may  say  the  proper  treatment  in  this  ease 
would  have  been  version  early,  if  it  could  not  have  been  converted 
into  a  vertex  presentation,  before  the  lower  uterine  segment  had 
become  thinned.  Craniotomy  should  have  been  done  instead  of  an 
attempt  at  turning  after  forceps  failed.  Early  version  would  have 
saved  the  mother,  and  very  probably  the  child  also.  I  shall  refer  to 
this  again,  but  in  passing  I  would  like  to  insist  that  if  you  fail  to 
deliver  with  forceps — i.^.,  if  the  instruments  do  not  slip — never  attempt 
to  turn.  You  will  not  be  likely  to  save  the  child,  and  in  many  case.^ 
you  wiU  cause  the  death  of  the  mother  by  rupturing  the  uterus.  This 
statement  refers  to  vertex  as  well  as  face  presentations.  I  am  weft 
aware  that  turning,  after  failure  with  forceps,  is  a  common  practice?, 
but  I  have  seen  the  terrible  result  of  rupture  of  the  uterus  in  quit«  a 
number  of  cases  Itrnutjlit  to  the  hospital  in  a  moribund  condition. 

Hetraction  and  Contraction  are  two  terms  which  are  used 
frequently  in  describing  labour.  They  refer  to  what  takes  place  in 
the  muscular  fibres  of  the  uterus.  In  contraction  of  a  muscle  the 
fibres  shorten,  and  when  relaxation  takes  place  they  return  to  their 
original  length  from,  the  elastic  reaction.     Retraction  is  something 
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more  than  tliis.  In  relaxation  the  fibres  do  not  return  to  their  original 
length,  but  remain  somewhat  thickene*!  and  shortened.  This  is  what 
is  known  as  retraction.  Contraction  is  temporary  and  transient,  but 
retraction  is  permanent  and  progressive.  The  uterine  wall  above 
the  retraction  ring  contraets  and  retracts  and  hecomes  tliickened, 
while  below  the  ring  it  thins  out.  In  Caesarian  section  operations  this 
is  sometimes  very  clearly  shown.  The  retraction  ring,  if  cut  through, 
can  be  plainly  seen  ;  the  uterine  wall  above  it  will  be  rjuite  thick,  while 
below  it  will  be  thin. 

It  is  the  retraction  of  the  uterine  muscular  fibres  which  is  the  great 
factor  in  preventing  hfcmorrhage.  If  a  uterus  remains  big  and  flabby 
after  the  child  is  born  haemorrhage  will  come  on,  but  if  it  becomes 
firm  and  remains  so,  there  is  no  risk.  We  usually  speak  of  it  being 
well  contracted  when  it  assumes  the  cricket- ball  shape  and  feel,  but 
it  would  be  more  accurate  to  describe  it  as  well  retracted. 

Definition  of  Placenta  Frfevla.  —  Placenta  praevia  is 
defined  as  the  iniplantatiuu  of  the  placenta,  in  whole,  or  in  part,  in  the 
lower  uterine  area — that  is,  in  the  part  of  the  uterine  cavity  which  lies 
below  the  retraction  ring,  or  the  part  which  stretches  during  labour. 
This  part',  as  I  have  already  said^  Hes  between  the  os  internum  and 
about  2i  ijiches  to  ^ij  inches  above  it,  and  is  characterized  by  :  (1)  its 
thinness ;  (2)  the  longitudinal  arrangement  of  the  niuBcle-fibres ; 
(3)  the  loose  attachment  of  the  peritoneum  ;  (4)  the  presence  of 
circular  vein  at  its  upper  limit.  The  placenta  is  never  attached  to'' 
any  part  of  the  cer\ical  canal,  but  may  be  entirely  over  the  os  int-ernum. 
As  this  part  of  the  uterus  must  expand  or  stretch  during  canalisation 
of  the  tract,  the  placental  attachment  must  necessarily  be  torn  through, 
and  rupture  of  the  utero-placentat  sinuses  occur,  hence  the  haanorrhage' 
is  known  as  unavoidable. 

Average  of  Occurrence,— It  is  said  to  occur  about  once 
in  a  thousand  cases,  Init  in  my  experience  it  is  much  more  frequent. 
It  is  said  to  be  very  rare  with  twin  pregnancies.  The  late  Dr.  Angus 
Macdonald,  I  believe,  put  the  average  with  twins  as  once  in  44,54JCJ 
labours — not  twin  labours,  of  course.  I  bave  been  going  through  the 
books  of  the  outdoor  department  lately,  and  !mve  found  one  case  in 
about  twenty-five  years'  work,  but,  curiously  enough^  during  the  last 
year  there  have  been  two  cases  in  the  hospital  under  my  care,  1  have 
also  had  one  in  private  practice  within  the  last  few  years.  They  are 
certainly  rare,  but  not  so  rare  as  Macdonald  believed.  Like  accidental 
haemorrhage,  tlie  unavoidable  form  is  much  more  frequent  in  multi- 
parous  than  primiparoua  omet^. 
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Tn  the  outdoor  department  of  the  Glasgow  Maternity  Hospital 
it  occurred  105  times  in  41,111  labours  (1  in  391),  and  in  the  indoor 
63  times  in  10 J 79  labours  (1  in  IGl),  By  combining  the  two  we  get 
16H  cases  in  51,2tlO  labours  (1  in  3(jr>).  The  estimate  from  tbe  outdoor 
cases  18  pretty  nearly  correct,  while  that  for  the  indoor  is  too  high, 
because  many  of  the  eases  are  sent  in  by  outside  doctors.  In  the  year 
IIMX)  our  average  in  the  indoor  department  was  about  1  in  50. 

Time  of  Occurrence  of  the  HEemorrliage.— It  usually 
occurs  from  the  sixth  nioiitli  oinvards.  A  large  number  occur  during 
the  seventh  month.  The  patieoty  do  not  generally  go  to  full  time, 
As  I  have  already  stated  in  a  former  chapter,  some  cases  of  placenta 
pni^via  abort  in  the  early  montlis. 

Vajrieties. — Two  varieties  are  sometimes  described — viz.,  first, 
camjdete  or  central  ;  second,  incmnplete  or  partial :  but  more  frequently 
three  varieties  are  given,  viz.,  first,  mmjdvte  or  eenlml,  when  the 
placenta  completely  covers  the  os  internum  ;  second,  partifil  or  lateral^ 
when  the  os  is  approached  or  partly  covered  by  the  placenta  ;  and 
third,  vmrginaL  when  only  the  margin  of  the  placenta  extends  into 
the  lower  uterine  segment.  This  latter  form  is  probably  more  conimon 
than  is  generally  supposed.  When  slight  haemorrhage  occurs  during 
labour,  as  it  not  infrecjuently  does,  it  probably  arises  from  the  separa* 
tion  of  a  small  portion  of  placenta,  which  has  been  attached  below 
Bandrs  ring.  The  incomplete  or  partial  of  the  first  classification 
includes  the  ]iartial  and  iruirginal  of  the  second. 

Source  of  the  HEemorrhage,— The  main  source  is  from 
the  utero-placental  sinuses,  but  a  little  comes  from  the  placenta 
when  a  cotyledon  is  partially  torn,  and  some  from  MeckeFs  sinus. 
The  main  blood-supply  to  the  sinuses  is  from  a  branch  of  the  uterine 
artery,  which  passes  dow^nw^ards  through  the  uterine  wall  to  the 
curUng  arteries,  which  pass  to  the  decidua  and  open  into  the  sinuses. 
The  blood  is  carried  l>ack  by  veins  into  venous  sinuses  in  the  uterine 
wall.  There  is  thus  a  very  free  blood-supply.  Where  the  arteries 
and  veins  pass  through  the  spongy  layer  of  the  mucosa  tliey  are  thin- 
walled  and  easily  torn.  In  an  ordinary  case  of  labour,  when  separa- 
tion occurs  during  the  third  stage,  there  is  very  little  bleeding,  because 
of  the  retraction  of  the  uterine  muscular  fibres  compressing  the  branches 
of  the  arteries  and  veins,  and  practically  closing  them  up  :  but  in  a 
eaae  of  placenta  praBvia  there  is  no  retraction  of  the  lower  uterine 
segment  to  do  this,  therefore  the  bleeding  is  profuse. 

The  actual  cause  of  the  separation  of  the  placenta  is  the  increase 
in  area  of  the  lower  uterine  segment.     In  full  dilatation  this  area 
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increases  over  two  and  a  half  times,  but  a  very  much  less  increase  is 
sufficient  to  cause  detachment.  The  placenta  cannot  expand  bo  keep 
pace,  as  it  were,  with  the  expansion  of  its  site,  so  the  attachment  must 
be  torn  through.  In  some  cases  you  have  ha^monhage  occurring 
before  dilatation  can  be  detected.  These  are  really  case^  of  accidental 
hflemorrhase  in  a  case  of  placenta  piicvia.  You  can  easily  under- 
stand he  w  any  of  the  causei^  1  have  already  given  you  of  accidental 
haemorrhage  with  a  normally  attached  placenta  would  be  much  more 
potent  if  the  placentsi  wore  !^itiiated  in  the  lower  uterine  area. 

Causes  of  Placenta  Frae via.— h  arises  from  a  low  implanta- 
tion of  the  ovum.  Some  obBer\'ers  maintain  that  it  is  due  to  the 
placenta  developing  over  part  of  the  decidua  reflexa.  Webster 
has  published  drawings  of  a  case  which  proves  this.  In  many  cases' 
there  has  been  antecedent  uterine  disease.  I  have  seen  four  where 
endometritis  had  been  present  before  impregnation.  In  such  cases 
the  uterine  cavity  is  enlarged,  and  this  would  allow  of  the  ovum 
slipping  down  to  the  lower  part.  This  would  also  account  for  the 
greater  freijuency  among  multipane,  and  for  the  fact  that  wdien  it 
does  occur  in  a  primitmrons  W'oman  she  is  usually  an  elderly  one. 

Signs  and  Symptoms.— The  chief  sign  is  hemorrhage,  the 
onset  of  which  is  sudden,  without  any  apparent  cause,  as  a  rule. 
It  frequently  occurs  when  the  patient  is  in  bed.  The  first  attack 
may  be  slight,  ceasing  in  a  little,  to  recur  in  some  hours,  or  days,  or 
even  weeks  later.  On  the  other  hand,  it  may  be  veiy  severe  and  per- 
sistent. At  first,  as  a  rule,  no  pain  will  be  felt,  but  after  a  time  con- 
tractions will  set  in.  You  will  find  it  stated  that  the  haemorrhage 
occurs  during  the  pains,  as  the  placental  attachment  is  then  being  torn 
through  and  the  sinuses  opened  into.  As  a  matter  of  fact,  the  con- 
tractions of  the  uterus  tend  to  lessen  the  blood-supply  for  the  time 
being  by  compressing  tlie  uterine  arteries  ;  but  they  also  tend  to  presa 
out  the  blood  which  has  already  escaped.  In  the  iat'Cral  and  mar- 
ginal variety  the  contractions,  by  dri\ing  the  presenting  parts  down, 
compress  the  placenta  and  stop  the  lueniorrhagc,  just  as  a  plug  does. 
In  my  last  chapter  I  pointed  out  that  the  occurrence  of  haemorrhage 
during  the  pains  was  no  indication  that  it  was  a  case  of  placenta  I 
pr^evia,  and  not  one  of  accidental  hfemorrhage. 

If  the  haemorrhage  is  great,  the  patient  will  show  signs  and  symptoms 
of  collapse — viz.,  pallor,  weak  and  rapid  pulse,  restlessness,  ringing  in 
the  ears,  faintness,  etc. 

A  vaginal  examination  may  not  reveal  much.  The  os  may  be  com- 
pletely closed  and  the  presenting  part  not  felt,  as  malpresentations 
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are  very  common,  both  fiom  the  case  being  premature,  as  a  rule,  and 
from  the  altered  shape  of  the  uterine  cavity.  You  may  be  able  to 
make  out  a  thickened  boji^jgy  feeling  in  the  fomices.  In  most  cases, 
however,  the  oa  will  be  suthcieutly  open  to  allow  a  finger  to  pass,  and 
the  placenta  to  be  felt.  This  can  easily  be  done  in  the  central  and 
lateral  variety,  but  in  tlie  nmiginal  you  will  have  to  pass  your  hnger 
well  in  and  sweep  it  round.  The  placenta  feels  rougher  than  a  blood 
clot,  and  cannot  be  bioken  down  easily. 

[}iagnosk,—  A  case  of  sudden  haemorrhage,  from  the  sixdi  raaivih 
onwards  to  full  time,  must  either  be  due  to  accidental  htemorrhage 
OT  placenta  pr{B\ia,  except  in  rare  cases  of  injury  to  the  vagina  or 
cervix,  or  cancer  of  the  cervix.  The  history  of  the  onset  will  not  help 
you  much.  You  will  have  to  depend  on  an  examination.  If  the 
ceivix  will  admit  your  finger,  as  it  usually  will,  and  you  feel  the 
placenta,  it  is  a  case  of  placenta  previa.  If  you  cannot  reach  the 
placenta  by  sweeping  your  finger  round  the  lower  uterine  area,  it 
is  a  case  of  accidental  hsemorrhage.  If  you  cannot  get  your  finger 
in.  yon  cannot  be  absolutely  sure.  A  boggy,  thickened  feeling  in  one 
or  other  fornix  will  strongly  point  to  placenta  prfe\ia,  but  this  is  not 
to  be  relied  upon.  Hijme  men  profess  to  be  able  to  diagnose  placenta 
prfiena  by  abdominal  palpation  alone.  Frankly  speaking,  I  may  say 
^_  I  have  never  been  able  to  do  so,  and  am  afraid  I  never  shall. 
^^  Prot/nosu. — It  is  a  dangerous  condition,  especially  for  the  child. 

I  The  central  variety  is  the  most  dangerous,  the  lateral  less,  and  the 

I  marginal  least.     Of  the  It>8  cases  already  refeired  to  .'i7  died,  giving 

I  a  mortahty  of  22  per  cent.     This  is  a  lower  mortality  than  is  given  in 

I  many  text-books.     It  includes  cases  treated  between  1869  and  189H 

I  inclusive.     In  the  ineloor  department,  between  the  years   1889  and 

1 IS^8  inclusive,  of  the  -15  cases  treated  6  died,  giving  a  mortality  of 

^^^^b  Ettle  over  13  per  cent.  This  shows  a  considerable  improvement,  and 
^^^•it  must  be  borne  in  mind  that  a  large  number  of  liiese  cases  come  to 
the  hospital  alter  they  have  losi  a  great  deal  of  blood.  As  a  matter 
of  fact  some  of  them  we^-e  moribund.  Of  150  cases  collected  from  the 
hospital  records,  going  back  for  twenty-five  years,  and  those  I  have 
had  in  private,  40  were  complete  and  110  partial — i.e.,  lateral  and 
marginal.  Of  the  40  complete,  7  died,  equal  to  a  percentage  of  17i. 
Of  the  110  partial,  13  died,  or  11*8  per  cent.  The  average  over  all 
was  13J  per  cent.  In  looking  more  fully  into  the  cases,  however,  it 
is  seen  that  of  the  50  treated  from  twenty-five  to  fifteen  years  ago 
28  per  cent,  died,  while  the  remaining  100  cases,  which  include  my 
private  ones,  ami  were  treated  within  recent  years,  give  a  percentage 
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of  (J.     Even  better  results  than  this  should  be  got,  if  you  get  the  < 
early,  and  treat  them  properly. 

The  prognosis  for  the  child  is  very  grave.     In  the  series  of  150  ca 
referred  to  there  were  3  cases  of  twins,  and  of  the  Vh)  children  91  were* 
born  dead,  while  a  good  many  of  those  born  ahve  only  survived  a  short 
time.     Fully  CO  per  cent,  of  the  children  are  usually  lost  at  the  time 
of  labour,  while  some  of  them  are  too  premature  to  hve  any  length  of  j 
time. 

Trailment. — PalHative  treatnienc  should  be  tried  when  the  haemor- 
rhage is  slight,  more  eHpeeialiy  if  it  is  before  the  child  is  %dable.  You 
may  lie  able  to  tide  the  patient  over  for  a  time  until  the  child  has 
sufficiently  developed  to  be  viable.  Should  the  haemorrhage  recur, 
active  treatment  should  be  adopted  in  the  interest  of  tlie  mother. 
Remember  that  the  mother's  interest  is  paramount. 

Palliative  treatment  consists  in  keeping  the  patient  at  absolute  rest 
in  bed,  under  an  opiate,  if  necessary.  The  l>owels  should  }j€  gently 
moved,  and  the  diet  carefully  regulated.  Hspmostatic  drugs,  locally 
or  interually,  are  of  no  use.  In  hospital,  one  has  a  chance  of  keeping 
the  patient  going  for  a  little  without  much  risk,  as  she  is  continually 
under  oljservatioii,  and,  if  the  haemorrhage  recurs,  measures  can  be 
taken  at  once. 

With  private  patients  you  must  impress  upon  their  friends  the 
importance  of  sending  for  you  at  once,  if  there  is  any  bleeding,  I 
know  of  one  case  where,  in  spite  of  the  scrictest  warning,  a  patient 
was  allowed  to  bleed  for  several  hours  before  assistance  w^as  sent  for. 
Her  life  was  lost,  as  she  was  moribund  when  we  reached  her.  Women 
are  so  accustomed  to  losing  large  tpiantities  of  blood  at  stated  periods 
that  they  are  not  easily  alarmed,  so  you  must  make  it  plain  that  you 
are  to  be  called  immediately  if  the  bleeding  recurs. 

If  the  bleeding  has  recurred,  or  if  the  first  attack  is  a  severe  one, 
active  measures  must  be  adopted.  What  we  wnsh  to  accomplish  is  : 
(1)  to  check  the  haemorrhage  ;  (2)  to  dilate  the  cervix ;  (3)  to  deHver 
the  child.  We  shall  tirst  consider  cases  where  the  cervix  is  not  dilated. 
The  best  thing  to  do,  then,  is  to  plug  the  vagina  thoroughly,  pushing 
a  httle  of  the  gauze  into  the  cervix,  if  it  will  admit  it.  This  must  of 
course  be  done  with  aseptic  precautions.  Iodoform  gauze  or  a  kite- 
tailed  plug  may  be  used.  The  pressure  exerted  by  the  plug  stops  the 
bleeding,  wlule  at  the  same  time  uterine  contractions  are  set  up.  and 
dilatation  of  the  cervix  caused.  If  the  plug  is  properly  inserted,  there 
should  be  no  bleeding.  The  patient  must  be  watched.  In  six  or 
eight  hours  the  plug  should  be  removed,  and  if  the  cervix  is  sufficiently 
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dilated  to  admit  two  fingers,  bipolar  version  should  be  done,  if  it  is 
a  vertex  or  transverse  presentation,  and  a  leg  brought  down,  U  the 
cer\ix  is  not  dilated,  insert  another  plug  and  wait*  When  the  leg 
ta  once  got  dowii,  the  breech  is  gently  drawn  into  the  cervical  canal, 
and  it  acts  as  the  best  possible  plug  and  dilator.  Wait  until  uterine 
action  expels  the  breech.  Massaging  the  uterus  through  the  abdominal 
wall  will  assist  this.  Turning  partially  empties  the  uterus  and  allows 
of  retraction  taking  place,  so  that  the  uterine  arteries  are  partially 
closed  and  the  bleeding  lessened  in  that  way.  When  the  body  is 
expelled,  beware  of  deUvering  the  head  too  quickly.  If  the  €er%ix 
grasps  the  neck,  wait.  The  child  will  probably  be  sacrificed,  but  at 
the  best  it^  chances  are  small,  so  that  no  risk  to  the  mother  should 
be  run  for  the  sake  of  a  weakly,  premature  cliild.     If  you  drag  the 

ad  through  and  tear  the  cervix,  you  will  probably  lose  the  mother 
[>m  uncontrollable  haemorrhage.  A  torn  cer\ix  is  a  dangerous 
complication  in  an  ordinary'  labour,  but  with  placenta  prwina  it  is 
much  more  so.  As  soon  as  the  child  is  born  the  uterus  must  be  firmly 
kneaded.  The  placenta  will  usually  be  qiuckly  expelled,  but  if  it 
does  not  come  away  and  there  is  bleeding  going  on,  introduce  your 
hand  and  remove  it.  A  hypodermic  injection  of  ergotin  should  be 
given  at  once.  A  hot  douche  is  usually  given,  but  its  action  in  these 
cases  is  not  so  benehcial  as  in  ordinary  post- part  am  hamiorrhage.  The 
placental  sinuses  are  in  the  lower  uterine  segment,  which  at  first 
lies  more  or  less  open  in  the  top  of  the  vagina  until  the  cervix  regains 
tone  and  contracts,  and  the  stream  of  fluid  may  very  easily  wash  the 
clots  out  of  the  mouths  of  the  vessels.  1  have  seen  this  occur  more 
than  once.  If  suprarenal  extract  is  added  to  the  douche  the  styptic 
action  will  obviate  this  risk.  If  the  douche  does  not  quickly  check 
the  bleeding,  at  once  introduce  your  hand  into  the  vagina,  and  firmly 
compress  the  uterus  and  cervix  between  it  and  the  other  hand  over 
the  abdomen.  This  can  oidy  be  used  as  a  temporary  expedient.  If 
you  feel  that  the  cervix  is  torn,  it  should  be  stitched  in  the  way 
described  on  p.  410.  If  you  cannot  stitch  it,  or  if  it  is  not  torn,  the 
uterine  cavity,  cervix  and  vagina  should  be  firmly  plugged. 

In  cases  where  the  bleeding  is  severe  and  the  cervix-  dilated  suffi- 
ciently to  allow  of  bipolar  version,  do  it  at  once  without  resorting  to 
the  vaginal  plug.  If  you  cannot  manage  to  do  bipolar,  do  podalic 
version,  dilating  the  cervLx  by  means  of  bags,  or  manually,  until  the 
hand  will  pass.     DeUver  with  the  precautions  I  have  just  inilicated. 

For  artificial  dilatation  Barnes'  or  C'hampetier  de  Ribes'  bags  are 
very  useful,  and  they  may  be  used  instead  of  the  vaginal  plug.     Where 
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the  membranes  have  been  ruptured »  Champetier  de  Ribea'  bag  is  very 
usefuL  1  have  used  Frommer's  eight-bladed  dilator  in  several 
cases  with  good  revsults.  There  was  very  little  bleeding  during  the 
operation.  If  the  vertex  presents,  forceps  should  be  used,  as  turning 
will  probably  be  no  longer  possible. 

In  cases  where  the  rervix  is  fully  dilated  and  the  head  presents, 
you  may  use  forceps  instead  of  turning. 

Rupturing  the  membranes  has  been  advocated,  but  it  is  not  a 
good  method,  except  in  the  marginal  variety,  when  it  may  suffice, 
if  the  OS  is  partially  dilated.  In  such  a  case  the  bleeding  will  be  checked 
by  the  presenting  part  being  jammed  down,  but  dilatation  will  l>e 
slow  and  subser|uent  podalic  version  rendered  difficult  or  impossible, 
while  bipolar  version  will  be  «mt  of  the  question. 

The  treatment  of  the  central  variety  does  not  differ  from  that  of 
the  others,  except  that  in  turning  by  the  bipolar  method  the  foot 
tuust  be  brought  down  through  the  centre  of  the  placenta,  and  in 
r\ping  podalic  version  the  hand  must  be  passed  through  the  centre 
nf  the  placenta,  if  it  cannot  be  got  round  the  edge  of  it. 

8ir  James  Y.  Himpson  advocated  stripping  oS  the  placenta  com- 
pletely. Barnes  advocates  stripping  off  the  prBB\ial  portion.  This 
tends  to  favour  dilatation  and  checks  the  bleeding,  but  it  lessens  the 
child's  chances.     It  is  useful  in  some  cases. 

In  any  case,  if  the  patient  is  very  much  collapsed,  give  her  a  saline 
injection  before  or  after  delivery,  and  stimulate  her  freely-  In  all 
cases  be  prepared  to  deal  with  postpartum  luemorrhage. 

In  recent  years  Caesarian  section,  Porro's  operation,  or  total  extirpa- 
tion of  the  uterus  has  been  advocated.  In  this  country  the  late 
Lawson  Tait  was  the  first  to  strongly  advocate  this  method.  He  did 
a  Porro  and  saved  both  mother  and  child.  Tait  was  undoubtedly  a 
brilliant  operating  surgeon,  but  the  men  who  have  to  treat  cases  of 
placenta  prievia  are  unfortunately  not  all  Taits.  In  reporting  his 
case,  he  stated  that  the  death-rate  from  placenta  pra?via  treated  in  th«* 
ordinary  way  was  50  ]wr  cent.  If  that  was  his  experience,  it  was 
high  time  to  adopt  some  other  method. 

In  the  American  GytuBcdogieal  and  Ohstetric^d  Joum^J  for  October. 
11*01.  E.  Gustav  Zinke.  M.D.,  Professor  of  Obstetrics  and  (linical 
Midwifer)^  in  the  Medical  College  of  Ohio,  strongly  advocates  the 
proceeding,  and  in  support^  of  his  opinions  (| notes  all  the  cases  which 
have  been  reported  up  to  the  present.  Of  the  eight  cases,  six  were 
subjected  to  Ctesarian  section  and  two  to  Porro's  operation.  Of  these 
five  mothers  were  saved  and  six  children.     Of  the  three  mothers  lost, 
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he  maintains  that  two  of  them  were  hopeless  when  operated  upon, 
and  therefore  should  not  be  counted.  Even  allowing  this,  I  fail  to 
see  that  17  per  cent,  can  be  favourably  compared  with  what  is  the 
true  death-rate — viz.,  about  5  per  cent.  I  am  perfectly  willing  to 
admit  that  more  children  will  be  saved  by  the  operation,  but  this  is 
the  only  thing  that  can  be  said  in  its  favour.  As  the  vast  majority 
of  the  children  are  premature,  their  chances  of  surviving  are  at  the 
best  not  very  good,  and  for  the  sake  of  the  child  the  mother  should 
not  be  subjected  to  any  extra  risk.  In  the  hands  of  brilliant  operators 
like  the  late  Lawson  Tait  the  results  would  no  doubt  be  good,  but 
I  do  not  think  they  would  ever  be  as  good  as  can  be  got  by  proper 
treatment  in  the  ordinary  way  ;  and  it  must  be  borne  in  mind  that  the 
men  who  have  to  treat  these  cases  are  not  usually  accustomed  to 
doing  abdominal  sections.  I  have  therefore  no  hesitation  in  con- 
demning the  operation. 


CHAPTER  X^lII 


POST-PARTUM  H^MORBHAGE 

Source  of  the  Haemorrhage — Causes  of  the  Atonic  Variety — Varieties — Primary 
imd  Secondary  —  Diagnosis  —  Prognosis  —  Treatmedt  —  Haw  to  give  an 
Intra-utmne  Douohe— Method  of  PUigging  the  Uterus — Method  of  giving 
a  Siviine  Injection— Travmiatic  PoHt^partum  Hafraorrhage. 

Ha'morrhttges  of  the  Piierperium — Secondary  Postpartum  Haemorrhage: 
— Hematoma — Deciduoma  Malignuin. 

As  the  name  implieB,  this  form  of  hspmorrhage  occurs  after  the  birth 
of  the  child.  The  placenta  may  or  may  not  have  been  expelled. 
When  the  placenta  is  still  in  the  uterus  it  will  usually  be  found  to  be 
partly  adherent. 

Source  of  the  Kiamorrliaffe. — It  is  usually  from  the  placental 
site,  but  occasionally  from  a  lacerated  cervLx  or  vagina. 

Nature's  method  of  checking  ha:'nioTrhage  after  the  child  is  bora 
is  by  the  contraction  and  retraction  of  the  uterine  muscle.  If  you 
place  your  hand  on  the  abdomen  in  an  ordinary  case  during  or  after 
the  third  stage,  you  will  feel  the  utems  harden  during  a  pain,  but  in 
a  short  time  you  will  distinctly  feel  it  soften  under  your  hand  w^hen 
the  pain  has  passed  off.  In  an  ordinary  case  practically  no  bleeding 
w\\]  occur  during  the  relaxed  condition.  This  is  due  to  the  retraction 
of  the  muscle -fibres  closing  the  vessels,  and  also  to  the  clotting  in  the 
mouths  of  them.  In  the  great  majority  of  cases  the  haemorrhage  is 
due  to  a  want  of  contraction,  and  especially  of  retraction  of  the  uterine 
muscular  fibres.  This  may  be  known  as  the  atonic  form,  while  in 
those  cases  where  it  comes  from  a  laceration  it  may  be  know^n  as 
tramimiic.  In  the  latter  form  contraction  and  retraction  will  not 
check  it. 

Causes  of  the  Atonic  Variety,— L  The  commonest  cause 
of  all  is  uterine  inertia,  wliich  may  arise  (a)  from  the  exhaustion  of  a 
too  prolonged  labour ;  (h)  from  previous  overdistention  by  a  multiple 
pregnancy,  hydramnios,  etc,  ;  {e)  from  frequent  pregnancies  closely 
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followmg  each  other  ;  (d)  from  a  weak  state  from  serious  constitutional 
disease  ;  (e)  from  too  rapid  delivery, 

2.  Large  placental  site  in  cases  of  twins  or  triplets,  and  in  such 
cases  the  overdistention  is  another  factor. 

3.  Retention  of  clots  or  pieces  of  placenta  or  membranes. 

4.  Partially  adlierent  placentee. 

5.  Previous  hflemorrhage  in  cases  of  placenta  pncvia  or  accidental 
haemorrhage. 

0.  Hiemorrhagic  diathesia,  as  from   ha^mophiUa,  purf^ura  heemor- 
rhagica,  anaemia,  etc.     Measles  is  said  to  predispose  to  this. 
7.  Diseases  of  the  uterine  walls,  such  as  fibroids,  etc. 
Varieties—Primary  and  Secondary.— The  primary  occurs 

within  an  hour  or  so  of  delivery,  while  the  secondary  may  occur 
any  time  later  during  the  puerperiuin.  The  primary  may  be  sub- 
divided into  external  and  concealed.     The  latter  i.s  rare. 

Sitj9Ls  and  Si/nqdoms. — The  })atient's  pulse  becomes  very  quick 
and  feeble,  and  she  collapses  and  may  faint.  The  uterus  will  be  felt 
to  be  flabby,  and  there  will  u^^ually  be  a  great  gush  of  blood  from  the 
vagina.  In  a  few  eases  the  external  loss  is  trilling.  The  uterus  will 
then  be  felt  to  be  much  larger  than  it  should  be.  The  patient 
shows  all  the  signs  of  collapse.  In  any  case  shortly  after  or  during  the 
third  stage  of  labour,  if  the  pulse  suddenly  becomes  very  quick,  at 
once  examine  to  see  if  there  ia  any  indication  of  keniorrhage  externally 
or  concealed. 

Diagnosis. — A  ijuickened  pulse,  indications  of  collapse,  a  flabby 
uterus,  and,  iisually,  a  great  gtish  of  blood,  make  the  diagnosis  easy. 

Prognosis. --It  is  a  very  grave  condition,  but  with  prompt  and 
proper  treatment  the  majority  should  be  saved. 

Treatment  —  Prophi/lfutic,  —  If  a  patient  has  in  former  labours 
suffered  from  inertia  uteri  and  hiemorrhage,  for  the  last  few  weeks  of 
pregnancy  she  should  take  small  doses  of  ergot,  strychnine,  and  iron. 
This  will  tone  up  the  uterine  muscle,  and  probably  prevent  post-partum 
haemorrhage. 

In  no  case  should  labour  be  allowed  to  drag  on  indefinitely  until 
the  uterine  muscle  is  thoroughly  worn  out.  Timely  and  proper  use 
of  the  forceps  is  one  of  the  best  preventatives  we  have.  If  iii  the 
second  stage  the  uterine  pains  are  lessening,  do  not  wait,  but  put  on 
forceps.  Always  deliver  slowly,  and  keep  the  uterus  firmly  pressed 
down  against  the  body  as  it  is  expelled.  Keep  your  hand  on  the 
uterus,  and  keep  up  gentle  friction  so  as  to  stimulate  its  contractions. 
Never  be  in  a  hurry  to  express  the  placenta  from  the  uterus  unless 
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there  is  a  reason  for  doing  8o»  but  as  soon  as  it  slips  into  the  vagina 
expel  it.  Forcible  expression  of  the  placenta  immediately  after  the 
child  is  born  is  bad  practice.  This  is  not  Nature's  method.  After 
the  placenta  is  expelled,  the  hand  shouid  be  kept  on  the  uterus  for 
some  minutes  imtil  it  is  firmly  retracted.  If  the  third  stage  is  properly 
coud acted,  post-part um  haemorrhage  can  he  largely  prevented. 

In  cases  where  the  ha?morrhage  comes  on  before  the  placenta  is 
expelled,  try  at  once  to  express  it  by  Oede's  method  after  firmly 
kneading  the  uterus.  If  you  cannot  manage  thiB,  do  not  waic,  but 
introduce  your  hand  and  remove  the  phiceiita  and  clots.  Peel  the 
placenta  off,  if  it  is  adherent,  and  make  sure  you  get  it  and  the  mem- 
branes completely  away.  Knead  the  uterus  down  firmly  on  your 
closed  hand,  retained  in  the  cavity,  or  compress  the  uterus  firmly 
between  one  hand  in  the  vagina  and  the  other  over  the  abdomen. 
This  latter  methotl  is  especially  useful  in  eases  following  placenta 
prievia»  as  it  finiily  compresses  the  lower  uterine  segment,  from  which 
the  bleeding  is  coming.  The  abdominal  wall  is  usually  relaxed 
sufficiently  to  allow  you  to  grasp  the  uterus,  liy  passing  your  hand 
down  behind  it.  If  you  can  do  this,  bend  the  body  acutely  forwards 
and  push  it  well  downwards.  At  the  same  time  you  can  compress  tlie 
aorta  at  its  bifurcation  with  the  back  of  your  wrist.  A  hot  intra- 
uterine douche  {\2i}  F.)  should  then  be  given,  and  ergotin  h}q3odermic- 
ally.  Ergot  by  the  mouth  does  not  act  quickly  enough,  but  it  m  of 
use  for  keeping  up  the  contractions  later  on.  Active  compression 
and  friction  must  be  kept  up  all  the  time  until  the  uterus  gets  firmly 
retracted.  After  an  hour  or  so  a  firm  binder  may  be  put  on  with 
pads,  but,  if  there  is  any  indication  of  relaxation,  do  not  trust  to  any- 
thiiig  except  your  hand. 

Injections  of  cold  water  were  formerly  used,  or  pieces  of  ice  placed 
in  the  uterus.  The  hot  water  is  much  better,  but  it  must  be  used  at 
120  F. — that  is,  just  as  hot  as  you  can  hear  your  hand  in.  It  is 
comforting  to  the  patient,  and  does  not  cause  any  shock  as  cold  would 
he  apt  t(j  do. 

Sow  to  give  an  Intra^uteriiie  Douolie.— A  continuous 
flow  should  be  used  ;  not  an  intermittent  one,  as  from  a  Higginson'd 
syringe.  There  are  various  forms  of  douche  cans — metah  glass,  and 
rubber.  In  hospital  a  large  glass  one,  which  will  hold  I  ot  2  gallons, 
ia  the  most  useful.  The  handiest  form  I  find,  for  private  work,  is 
a  rubber  bag,  one  with  a  valve  at  the  top.  When  full,  it  can  be 
allowed  to  lie  on  its  side  without  any  fluid  running  out.  It  holds 
6  pints,  or  KM)  ounces,  so  that  1  ounce  of  lysol  or  creolin  added  makes 
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a  1  per  cent,  solution.  The  best  form  of  tiozzle  to  use  is  a  long,  curved, 
grooved  glass  one  (Fig.  22).  It  gives  a  good  flow,  and  insures  the 
return  of  the  fluid.     This  form  can  very  easily  be  introduced  into  the 

'uterine  ca\dty  without  j)assing  the  fingers  into  the  vagina.     This  is 

ol  importance,  as  the  risk  of  carrying  in  septic  material  is  thus  lessened, 

3ozenian's  double  nozzle  does  not  give  nearly  so  good  a  flow,  and  it 

f cannot  be  used  with  corrosive  sublimate  without  blackening  u,  I 
strongly  recommend  the  glass  one.  It  is  very  cheap,  can  be  made 
absolutely  sterile  by  boilinir,  there  are  no  joints,  etc  in  it  to  conceal 
dirt*  It  is  not  easily  broken.  If  a  short  piece  of  rubber  tubing  is 
attached  to  the  nozzle,  it  can  be  boiled  along  with  it  before  using»  so 
that  the  part  which  is  grasped  is  aseptic. 

There  are  two  positions  in  which  a  patient  can  be  douched— on  her 
left,  side  or  on  her  back.  The  latter  is  by  far  the  better.  Her  hips 
shoukl  be  well  over  the  edge  of  the  bed,  so  that  the  fluid  will  run  off 
the  mackintosh  into  a  bath.  If  you  have  no  assistance,  you  can 
place  tw^o  chairs  for  her  to  rest  her  feet  on  their  backs  ;  or,  if  she  has 


5  SCALE 


Fig.  22.— Intra 'UTERINE  Glass  Nozzlk. 

stockings  on»  get  her  to  grasp  the  top  of  each,  and  hold  the  legs  up 
herself.  This  gives  her  something  to  do,  and  will  keep  her  attention 
away  from  what  you  are  doing.  The  external  parts  should  first  be 
cleansed,  and  then  the  vagina  douched  out,  before  the  nozzle  is  passed 
on  into  the  uterus.  Always  use  plenty  of  fluid.  If  you  are  using 
corrosive  sublimate,  end  up  with  boiled  water,  to  wash  out  as  much 
of  the  albuminate  of  mercury  as  possible.  Immediately  after  labour, 
when  a  douche  is  necessary,  there  is  nothing  better  than  boiled  water, 
provided  the  labour  has  been  conducted  on  aseptic  principles.  An 
intra-Literine  douche  must  be  looked  upon  in  the  light  of  an  operation, 
which  nmst  be  done  wnth  the  utmost  care.  A  nurse  should  never  be 
allowed  to  give  it. 

To  return  to  the  consideration  of  haemorrhage.  If  it  should  con- 
tinue in  spite  of  douching,  etc.,  there  are  two  other  methods  which 
may  l>e  adopted — viz.,  the  injection  of  a  styptic  and  plugging.  The 
use  of  perchloride  of  iron  as  a  styptic  was  strongly  advocated  by 
Barnes,     He  recommended  the  injection  of  a  few  ounces  of  liq*  ferri 
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perchlor.  (B.P.}  into  the  uterine  cavity  after  clearing  all  the  clots 
out.  The  strong  liquor  may  be  used  by  adding  enough  to  water  to  make 
a  slierry -coloured  fluid.  Besides  its  astringent  action,  it  irritates  the 
uterine  muscle  and  causes  contractions.  There  is  no  doubt  of  its 
powerful  haemostatic  action,  but  it  has  the  great  drawback  that  it 
causes  a  certain  amount  of  superficial  necrosis,  and  this  necrosed 
tissue  has  to  separate  and  come  away.  Necrosed  tissue  lying  in  the 
uterus  is  always  a  source  of  danger  to  a  woman,  and  markedly  so  to 
one  who  has  had  a  severe  haemorrhage.  The  danger  of  septic  absorp- 
tion after  ha?morrhage  is  very  great.  If  iron  is  used,  the  uterus  should 
be  thoroughly  douched  out  next  day.  Fortunately  we  now  possess 
a  drug  which  has  quite  as  powerful  a  hiemostatic  action  as  iron,  and 
it  has  the  great  advantage  of  not  causing  necrosis  of  the  tissues.  I 
mean  suprarenal  extract,  I  have  used  it  in  the  tabloid  form,  A 
drachm  of  the  crushed  tabloids  is  boiled  for  three  minutes,  and  sufficient 
sterilized  water  added  to  form  2  pints.  The  uterus  is  then  douched 
out  with  this-  The  liquid  preparations  could  be  used  in  the  same 
way,  and,  as  they  are  sterile,  boiling  would  not  be  necessary.  I  do 
not  recommend  the  use  of  iron,  and  if  you  should  not  liave  supra* 
renal  extract  at  hand,  or  if  it  should  fail,  plugging  should  be  resorted 
to.  The  plug  can  be  wrung  out  of  suprarenal  solution.  Iodoform 
gauze  makes  the  best  plug,  but  lint,  bandages,  or  strips  of  rag  may 
be  used,  provided  the  material  is  aseptic.  This  can  be  insured  by 
boiling.  A  speculum,  forceps  to  grasp  and  steady  the  cervix,  and  a 
pair  of  uterine  forceps,  facilitate  the  plugging ;  but  if  they  are  not  at 
hand  you  can  do  without  them,  only  you  must  have  something  with 
which  to  pack  the  material  into  the  uterus.  The  douche  nozzle,  long 
silver  catheter,  or  a  sound  will  do.  Long  strips  of  the  material  must 
be  pushed  right  up  to  the  fundus  until  the  cavity  is  packed.  Always 
leave  the  end  of  the  strip  in  the  vagina.  After  the  uterine  cavity  is 
full,  plug  the  vagina  firmly,  then  put  on  a  firm  binder.  The  plug 
should  be  removed  in  twelve  hours  or  so,  and  the  uterus  thoroughly 
washed  out  with  an  antiseptic.  The  mouths  of  the  vessels  will 
sealed  up  by  that  time.  Writing  of  plugging  reminds  me  of  a 
of  central  placenta  prae^ia  which  waa  sent  into  the  hospital  plugge 
with  some  of  the  clothing  which  had  been  pre|>ared  for  the  baby. 
Shortly  after  the  patient  was  admitted  she  expelled  first  baby*clothes, 
then  the  placenta,  and  finally  the  child,  which  was  of  course  dead  ; 
therefore  the  clothes  which  had  been  brought  in  this  novel  way  were 
not  required,  She  recovered.  The  clothes  were  the  cleanest  things 
the  doctor  could  lay  his  hands  on  for  plugging  \rith.     The  three  follow*^ 
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ing  cases  nmy  be  taken  as  ilkstrative.  The  first  case  was  cue  of 
post-partum  hBDmorrhage  afcer  accidental  liipinorrhage.  In  spite  of 
a  copious  hot  douche,  ergotiii  hypodermically,  and  friction  o\*er  the 
uterus,  there  was  considerable  oozijig.  I  plugged  the  cavity  of  the 
uterus  and  the  vagina  firmly  with  aseptic  lint,  and  on  removing  it 
twelve  hours  later  there  was  no  bleeding.  She  made  an  uninterrupted 
recovery.  The  second  ease  was  one  of  2>ost-partum  hii?morrhage  after 
a  very  difficult  delivery  through  a  contracted  pelvis.  She  was  pulse- 
less, and  required  an  injection  of  3  pints  of  saline  fiuidt  but  the  plug 
completely  checked  the  haemorrhage.  In  the  third  case,  after  acci- 
dental haemorrhage,  it  did  not  do  so  well,  as  I  had  not  suflicient  material 
to  fill  the  uterine  cavity  completely.  There  was  considerable  loss 
a  few  hours  later,  and  a  saline  injection  had  to  be  resorted  to.  The 
plugging  failed,  because  it  had  not  been  done  thoroughly.  The 
patient,  however,  made  a  good  recovery. 

If  the  patient  has  lost  much  blood  she  will  be  in  a  collapsed  con- 
dition, and  this  must  be  seen  co  at  once.  Wien  much  Wood  is  suddenly 
lost  from  any  cause,  the  vessels  do  not  have  lime  to  contract  to  accom- 
modate themselves  to  the  new  conditions  of  things,  and  the  remaining 
blood  tends  to  stagnate,  as  it  were,  in  the  large  dependent  veins.  It 
is  not  properly  returned  lo  the  heart,  and  the  brain  aufiers  from 
aneemia.  The  heart  becomes  affected,  because  it  has  not  sufficient 
fluid  to  contract  on.  We  have  then  to  stimulate  the  heart,  get  as 
much  blood  seJit  to  the  brain  as  possible,  and  increase  the  volume  of 
fluid  in  the  vessels. 

To  stimulate  the  heart,  hypodermic  injections  of  strychnine,  ether, 
or  brandy  should  be  given,  and  hot  fomentations  applied  over  the 
pericardium.  A  rectal  injection  of  whisky  and  water,  2  ounces  of 
each,  is  very  useful.  It  seems  to  cause  uterine  contractions,  and  is 
thus  usefnl  in  two  ways.  The  anaemia  of  the  brain  can  be  relieved 
by  lowering  the  patient's  head  and  raising  the  foot  of  the  bed.  Ban- 
daging the  legs  and  arms  is  also  useful.  If  the  patient  can  retain 
fluifls  she  shoiUd  be  given  stimulant  by  the  mouth  frequently.  Copious 
warm  drinks  of  tea,  milk,  beef-tea,  etc.,  are  all  useful.  Her  wannth 
should  be  kept  up  by  means  of  hot-water  bottles. 

The  beat  method  of  increasing  the  amount  of  fluid  in  the  vessels 
is  by  the  injection  id  a  saline  solution  (1  drachm  of  common  salt  to 
1  pint  of  sterilized  water  at  the  temperature  of  Wf  F.},  This  nmy 
be  done  into  the  rectum,  under  the  skin  into  the  cellular  tissues,  or 
directly  into  a  vein.  The  rectal  injection  is  the  simplest  and  easiest, 
and  is  very  useful,  if  the  case  is  not  very  urgent.     The  absorption  is 
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slow,  and  often  the  rectum  will  not  retain  the  fluid.  Transfusion 
directly  into  a  vein  is  not  always  easy  to  perform,  but  the  intercellular 
injertif>ii  is  so  easily  and  quirk ly  done  that  none  need  hesitate  tu  try  it. 

Method  of  giving  a  Saline  Injection.— The  apparatus 
made  for  me  by  Messrs.  Gardner  and  Sons  consists  of  an  aspirator 
trocar  and  cannula,  several  feet  of  rubber  tubings  and  a  2*ounce  filler 
fitted  in  a  metal  box.  The  whole  can  be  sterilis^ed  by  boiling.  The 
injection  can  be  made  into  any  part  of  the  body  where  the  tissues  are 
lax.  Under  the  edge  of  the  breast  or  into  the  abdominal  wall  is  a 
suitable  place.     The  skin  should  be  rendered  aseptic.     Expel  all  air 
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Fio.  23, — Saline  Ij*fu8ion  Apfaratits. 

from  the  apparatus  by  running  some  fluid  through  the  cannula  before 
puflhiug  the  trocar  home  in  its  cannula.  When  the  puncture  i&  made, 
withdraw  the  trocar,  and  raise  the  filler  several  feet.  If  the  fluid 
does  not  flow  freely,  move  the  cannula  about  a  little  to  clear  its  point* 
A  pint  can  be  injected  in  four  or  five  minutes.  If  the  tissues  are  at 
all  lax,  2  or  even  3  pints  can  be  used.  If  more  is  required  another 
puncture  can  be  made.  A  strip  of  adhesive  plaster  should  be  placed 
over  the  small  wound.  Absorption  begins  at  once*  aiul  the  tension, 
in  the  part  will  be  quickly  reheved.  When  injected  into  the  axilla, 
there  will  be  some  pain  and  numbness  in  the  arm  from  pressure  on 
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the  nerves,  but  this  is  quickly  relieved.  If  strict  aseptic  precautions 
are  t^keu,  there  is  no  risk  of  an  abscess  forming. 

The  after-treatment  of  a  bad  case  of  haemorrhage  consiats  in  giving 
the  patient  plenty  of  fluid  and  stimulating  nourishment.  She  should 
get  plenty  of  milk,  soups,  beef  extract,  or  beef -tea,  etc.  Alcoholic 
stimulants  should  be  given  so  long  as  the  pulse  iiidicates  its  necessity. 
For  drugs,  iron  alone,  or  combined  with  arsenic  or  quinine,  is  the  best. 
As  these  cases  are  very  prone  to  become  septic,  the  greatest  care  must 
be  taken  to  prevent  this,  and,  if  it  occurs,  you  must  lose  no  time  in 
adopting  active  measures  of  treatment. 

Traumatic  Fost-partum  Hfemorrhag^e.— In  these  cases 
the  haemorrhage  comes  from  a  laceration  of  the  cer\dx,  vagina,  perineum, 
or  vulva.  These  lacerations  usually  occur  during  difficult  labours,  but 
it  is  possible  to  have  very  extensive  tears  in  natural  deliveries,  Th<^ 
worst  bilateral  laceration  of  the  cervix  I  have  ever  seen  occurred  in 
a  primi parous  natural  labour.  Fortunately  the  bleeding  was  not  very 
severe.  I  had  to  put  five  or  six  stit^^hes  in  each  aide  of  the  cervix 
to  close  the  tears.  The  cervix  is  sometimes  torn  in  forceps  delivery, 
and  this  is  apt  to  occur  if  the  instruments  are  appKed  before  the  o^ 
is  fully  dilated.  They  should  never  be  applied  before  full  dilatation 
of  the  08,  unless  delivery  is  urgently  required  in  the  interest  of  the 
mother.  Delivery  should  then  be  effected  slowly  and  with  the  utmost 
care.  Delivery  of  the  after-condng  head,  especially  in  cases  of  placenta 
pr«evia  or  of  accidental  heemorrhage,  is  apt  to  tear  the  cervix,  unless 
great  care  is  taken,  1  have  already  referred  to  two  cases  of  this, 
and  Fig,  24  is  a  drawing  made  from  the  uterus  from  one  of  them,  a 
case  of  placenta  praevia.  where  you  will  see  the  tear  extending  up  at 
the  side  into  the  body  of  the  utenia.  The  after-corning  head  was 
dragged  through  the  undilated  eer\ix,  and  you  see  what  happened. 

Lacerations  of  the  posterior  vaginal  wall  and  perineum  usually 
go  together.  You  hear  the  forceps  frequently  blamed  for  this.  The 
worst  tears  I  have  seen  have  been  in  cases  where  forceps  were  not 
used  at  all,  I  frequently  use  the  forceps  to  save  the  perineum.  There 
are  cases  where  laceration  of  the  perineum  cannot  be  avoided,  but  if 
the  axis -traction  forceps  are  used  carefully,  and  the  deHvery  eflfecied 
slowly,  in  the  majority  of  cases,  if  there  be  any  t-earing,  it  will  only 
be  slight. 

As  a  rule  the  haBmonhage  from  vaginal  or  perineal  tears  is  not 
alarming. 

I  have  seen  considerable  haemorrhage  from  a  small  tear  in  the 
vestibule  from  ou'^  of  the  venous  plexuses  having  been  injured. 
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Diiignosu  of  TrammUic  Pofif-parffitu  Hwmorrhtufe. — There  will  be 
external  bleeding  going  on  altliough  the  uterus  is  firmly  retracted. 
A  vaginal  examination  will  reveal  a  tear  in  the  cervix,  vagina,  perineum 
or  vulva. 

Prognosis. — It  is  grave  when  the  cervix  is  badly  torn,  and  specially 
so  if  it  has  been  a  case  of  placenta  pnevia. 

TrefUment.—T\i^  prophylactic  treatment  is  to  deliver  slowly  and 
with  great  care.  In  a  case  of  placenta  pra^via.  do  not  deliver  until 
the  08  is  sufficiently  dilated  to  allow  of  the  head  passing  easily.  If 
the  hot  douche  fails  to  check  the  haemorrhage  from  the  cervix,  you 
must  stitch  it.  In  fact,  if  there  is  much  laceration,  even  if  there  is 
no  haemorrhage,  you  should  stitch.  The  cenix  can  easily  he  drawn 
down  to  the  \nilva  to  enable  you  to  put  the  stitches  in.  If  you  see 
any  spouting  vessels  tie  them.  If  you  have  not  the  means  at  hand 
for  stitching,  you  must  then  trust  to  plugging,  but  ttiis  is  not  as 
efficient.  In  a  fcear  hke  that  in  Fig.  24.  stitching  of  the  vaginal  portion 
of  the  cer\4x  will  not  do.  The  only  hope  of  saving  the  woman  is  tf^ 
open  into  the  lateral  fornix  and  tie  the  uterine  a^te^^^  and  if  that  does 
not  suffice,  extirpate  the  uterus  completely. 

The  follumng  case  may  be  taken  as  an  example  :  The  patient,  a 
multipara  vnt)\  a  true  conjugate  of  l\\  inches,  had  induciion  of  labour 
perfonned  at  seven  and  a  half  mouths.  The  cervix  was  very  rigid 
fiom  old  cicatricial  contraction  from  tears  in  former  <lifficult  kbouis. 
After  delivery  haemorrhage  continued  in  spit^  of  a  hot  douche,  and 
ergot  hypodermically.  The  bleeding  came  from  a  tear  in  the  left 
side  of  the  cervix.  I  at  once  drew  the  cervix  down  and  put  six  catgut 
stitches  into  it.  This  completely  controlled  the  haemorrhage,  f 
have  again  successfully  delivered  this  woman  by  induction.  The 
cervix  did  not  tear  the  second  time. 

If  there  is  a  tear  in  the  vaginal  wall,  stitch  it  after  tying  any  bleeding 
points  you  see.  A  continuous  suture  does  admirably.  I  need  hardly 
say  that  a  torn  perineum,  whether  it  is  bleeding  or  not,  should  always 
be  stitched  at  once.  A  tear  in  the  vestibule  must  be  treated  in  the 
same  way.  It  is  very  easy  to  conceal  the  fact  that  the  perineum  is 
torn,  but  remember  that  the  woman  will  become  painfully  aware  that 
something  is  \\Tong  after  she  gets  up,  and  she  will  not  bless  the  man 
who  has  left  her  in  such  a  condition.  I  have  heard  men  assert  that 
they  never  see  a  torn  perineum.  I  believe  them,  because  they  never 
examine  their  patients  after  the  child  is  bom.  It  is  no  disgrace  to 
tear  a  perineum,  but  it  is  a  disgrace  not  to  stitch  it  when  it  is  torn. 
In  every  C4ise,  even  in  nonna!  labours,  examine  the  perineum  after 
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tho  t'liild  is  born,  and  if  it  is  torn  J  inch  or  more,  stitch  it.  The  deep 
stitches  should  include  the  whole  tear.  Sillnvonn  gut  makes  the 
liest  deep  stitches,  but  catgut,  which  will  not  be  absorbed  for  six 
or  eight  days,  does  exceedingly  well,  and  has  the  advantage  of  not 
refjuiring  removal. 

If  the  patient  is  at  all  collapsed,  the  same  methods  of  stimidation, 
saline  injections,  etc.,  as  are  used  in  the  atonic  form  of  haemorrhage, 
rausfc  be  adojited* 


H.^MORRHAGES    OP  THE   PuERPERIUM. 

Secondary  Post-partnin  Hsemorrliage.— 8econdar)-  post- 
partum liiemorrliage  may  occur  any  time  during  the  puerperium. 

Cqu9€. — In  nearly  every  case  it  is  due  to  something  retained  in  the 
uterus,  such  as  a  piece  of  placenta  or  membrane,  a  clot,  or  a  small 
polypus.  Separation  of  a  clot  from  the  mouth  of  a  torn  sinus  mav 
cause  it,  especially  after  placenta  praevia.  In  a  good  many  cases  there 
has  been  piimary  post-partum  haemorrhage. 

The  amount  of  blood  lost  at  one  time  may  not  be  excessive,  hut 
if  it  recurs  frequently  the  drain  upon  the  system  may  be  very  great, 
and  pernicious  arijr^mia  may  result. 

The  signs  and  symptoms  are  the  same  as  those  of  the  primary 
fonn.     It  is  apt  to  recur  unless  the  cause  of  it  is  removed. 

Prognosis. — If   the  amount  lost  is  great  it  is  a  grave  comlition^i 
especially  if    there    has   been  ante-parcum  or  primary  post-partum 
hapnurrhage. 

Treatment. — ^The  best  prophylactic  treatment  is  to  thoroughly 
empty  the  uterus  at  the  time  of  labour,  and  see  that  it  is  firmly  retracted 
befoie  the  binder  is  put  on.  If  there  is  any  indication  of  relaxation, 
ergot  should  be  given.  When  it  has  occurred,  a  hot  douche  and  ergot 
may  check  it,  and  cause  the  expulsion  of  whatever  is  retained,  but  this 
cannot  be  rehed  u|K)n,  You  should  thoroughly  explore  the  ut-erus 
with  your  finger,  and  remove  whatever  you  fimL  If  you  cannot  clear 
it  out  with  your  finger,  tise  the  flushing  curette.  To  do  this  thoroughly 
chloroform  \^ill  generally  be  necessary.  If  the  hot  douche  does  not 
check  the  haemorrhage,  {>lug  the  uxerine  cavity  thoroughly.  Put 
the  patient  upon  ergoc  and  strychnine.  Do  not  delay  in  clearing  out 
the  uterus,  as  repeated  haemorrhages  will  quickly  exhaust  your  patient. 
If  the  woman  is  septic  at  the  time,  there  is  considerable  risk  of  further 
absor|)tion  taking  place  through  the  freshly  opened  up  surfaces.  You 
must  therefore  use  every  precaution.     The  uterus  should  be  thoroughly 
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douched  out  with  au  antiseptic  before  attempting  to  remove  any- 
thing. 

The  after-treatment  is  the  same  as  after  primary  ha&morrhage. 

The  following  three  cases  may  be  taken  as  types :  The  first  was  a 
multipara,  seen  by  me  in  consultation  three  weeks  after  delivery. 
Her  own  medical  attendant  had  not  been  present  at  the  labour,  but 
the  man  who  attended  said  that  everything  had  come  away.  She 
had  severe  haemorrhages  several  times  during  the  puerperium.  Hot 
douching  and  ergot  did  not  stop  them.  Her  temperature  had  not 
been  very  high.  Under  chloroform  I  found  there  was  a  piece  of 
placenta  about  the  size  of  a  walnut  firmly  attached.  I  removed  this 
with  a  fiushing  curette  and  thoroughly  douched  out  the  uterus,  but 
had  to  plug  with  iodoform  gauze  to  stop  the  haemorrhage.  The  repeated 
hfemorrhages  had  weakened  her  down  very  much.  Every  care  was 
taken  at  the  time  and  subsequently,  but  \nolent  sepsis  resulted,  and 
she  died  a  few  days  later.  We  tried  antistreptococcic  serum,  but 
without  any  lasting  benefit. 

The  second  case,  a  priniipaia,  was  admitted  to  the  Glasgow  Maternity 
Hospital  four  days  after  deb  very.  She  had  been  attended  by  a 
midwife,  who  thought  everything  had  come  away.  Profuse  secondary 
post-partum  haemorrhage  had  occurred  on  the  third  day  of  the  puer- 
perium. On  admission  we  found  the  patient  was  very  ani^mic. 
She  had  great  oedema  of  the  legs  and  body,  and  there  was  evidence 
of  ascites.  The  urine  was  loaded  with  albumin.  Her  temperature 
waa  raised,  and  pulse  quick  and  feeble.  It  was  quite  evident  that 
she  was  suffering  from  sepsis.  After  douching  and  cleansing  the  parts 
as  thoroughly  as  possible,  I  introduced  my  hand  and  removed  an 
adherent  piece  of  stinking  placenta.  As  I  anticipated,  the  operation 
was  followed  by  a  rise  of  temperature.  It  fell,  but  rose  again  in  a  day 
or  two.  As  the  case  was  one  of  septicemia,  we  had  to  send  her  out 
of  the  hospital,  but  her  friends  refused  to  allow  her  to  he  transferred 
to  Belvidere,  so  she  was  taken  home,  where  she  died.  Both  of  these 
cases  had  evidently  had  succenturiate  placentae,  and  a  detached  lobe 
had  been  left  in  the  uterus.  It  is  easy  to  blame  the  attendants,  but 
it  is  very  difficult  to  recognise  this  condition  of  the  placenta,  unless 
tvery  close  examination  is  made.     Fortunately,  it  is  a  rare  condition. 

In  the  third  case,  the  patient  was  a  multipara,  attended  by  a  nurse. 
The  labour  and  puerperium  were  normal,  and  the  patient  was  up  by 
the  tenth  day.  Early  on  the  morning  of  the  eleventh  day  she  had  a 
violent  flooding,  and  I  was  sent  for.  I  found  her  very  much  exhausted, 
and  on  examining  found  the  vagina  and  uterus  full  of  clot.     I  cleared 
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all  the  clot  oat,  and  gave  a  very  hot  douche.  I  found  nothing  in  the 
uterus  except  clot.  She  was  put  on  ergot  and  uux  vomica.  There 
was  no  reeiirrence,  and  she  made  a  good  recovery* 

Hsematomai, — Ha?morrhage  into  the  pelvic  tissues  may  take 
place  during  pregnancy,  as  we  have  already  seen.  It  may  also  occ\] 
at  the  time  of  labour,  or  very  shortly  after  the  child  is  bom.  In  such 
a  case  the  vessel  is  torn  during  the  labour,  but  the  condition  is  not 
recognised  until  sufficient  blood  is  poured  out  to  form  a  swelling. 
The  veins  in  the  broad  ligaments,  vagina,  and  vulva  are  frequently 
very  much  distended  or  varicose  at  the  time  of  labour,  and  an  injury 
to  any  of  them  is  apt  to  cause  considerable  hjemorrhag'*.  Judging 
from  Ca?sarian  sections,  the  varicosity  of  the  veins  in  the  broad  liga* 
ments  is  an  exceedingly  common  condition.  In  all  my  cases  this 
condition  has  been  marked. 

When  a  vessel  deep  in  the  tissues  is  opened  into,  blood  will  be 
poured  out.  The  amount  will  of  course  depend  upon  the  size  of  the 
vessel,  and  also  upon  the  laxity  of  the  tissues.  The  blood  makes  its 
way  towards  the  most  dependent  part,  and  if  it  comes  near  the  surface 
you  have  the  skin  becoming  black.  If  the  hicmorrhage  is  very  great 
the  patient  may  collapse,  but,  as  a  rule,  the  pressure  of  the  surrounding 
tissues  will  check  it  before  this  happens. 

A  ha^niatoma  of  the  vndva  may  form  during  the  latter  end  of  preg- 
nancy or  at  the  commencement  of  labour.  If  it  has  not  had  time 
to  become  absorbed,  it  may  obstruct  the  labour  (see  case,  p.  225). 

Sigiis  ami  Sijmptoms. — Unless  the  haemorrhage  is  very  great  there 
will  not  be  any  indications  of  collapse.     The  patient  usually  coniplaina  j 
of  a  bearing-down  feeling,  as  if  there  were  something  to  come  awar^ 
from  her. 

Dtagnosii, — A  vaginal  examination  will  reveal  a  seme  what  fluctu- 
ating swelling  in  the  pelvis.  If  it  is  in  the  broad  ligament,  it  will  be 
to  one  or  other  side  of  the  uterus,  but  it  will  frequently  be  felt  in  the 
Bide  or  back  wall  of  the  vagina.  In  many  cases  in  a  few  hours  you 
will  see  the  black  discoloration  of  the  skin  of  the  buttock. 

Pr(>^7iosis. — It  is  not  likely  to  prove  fatal,  unless  it  becomes  septic, 
and  even  then  prompt  evacuation  of  the  clot  and  free  drainage  should 
Bave  the  patient's  life.  In  some  cases,  when  in  the  broad  ligament, 
it  might  burst  into  the  peritoneal  ca\ity  and  cause  her  de-ath. 

Trentmen/. ^Htimuhie  the  patient  if  she  requires  it.  and  try  to  get 
the  effusion  absorbed  as  quickly  as  possible.  Try  to  prevent  her 
becoming  septic.  If  the  clot  becomes  septic,  her  temperature  will 
riflc  and  rigors  come  on.     It  must  be  at  once  freely  incised  and  cleared 


POST'PA  RTUM  HMMORRHA GE  2 1 1 

out.  The  cavity  should  be  plugged  with  iodoform  gauze.  Sometimefl 
the  skin  or  Eiueous  membrane  covering  it  shows  indications  of  slough- 
ing. In  such  a  case  a  free  incision  should  be  made  at  once.  In  a 
case  of  haematoma  of  the  vulva  which  is  obstructing  labour  it  should 
be  freely  incised,  and,  after  delivery,  stitched  up  with  a  continuous 
catgut  suture.  The  stitching  will  control  the  bleeding,  and  if  it  is 
done  with  aseptic  precautions  the  parts  should  heal  by  first  intention. 

The  following  is  a  typical  case.  The  patient,  a  multipara,  was 
delivered  of  a  child  by  the  breech  in  the  afternoon.  The  midwife,  in 
her  endeavours  to  get  the  cliild  through  alive,  tore  the  perineum  badly. 
Several  hours  later  I  was  sent  for,  as  the  woman  was  very  weak  and 
complained  of  great  beaiing-down,  as  if  there  were  sometlung  to  come 
away.  From  the  history  I  thought  it  might  be  an  inversion  of  the 
uterus.  I  found  the  uterus  was  in  position,  but  the  right  side  of  the 
vagina  was  bulged  inwards  by  a  large  semifluctuant  tumour,  which 
I  diagnosed  to  be  a  haematoma .  I  gave  her  a  thorough  douching  and 
stitched  the  perineum.  Next  day  the  right  aide  of  the  vulva  and  the 
right  buttock  were  quite  black. 

The  clot  remained  aseptic,  and  in  about  three  weeks  it  was  nearly 
absorbed. 


DECEDroMA    MaLIGNUM — SyNCYTIOMA — CHORIO-EPrrHKLrOMA— 

Deciduo-sarci>ma,  etc. 

Sanger,  in  1888,  was  the  first  to  draw  special  attention  to  this  disease 
as  a  sarcoma  of  the  deeidua  serotina.  In  189*i  he  demonstrated  its 
essential  histological  feiitures  and  pronounced  maUgnancy.  Since 
then  a  large  number  of  cases  have  been  observed,  about  50  per  cent, 
of  them  following  vesicular  degeneration  of  the  chorion. 

The  pathology  of  the  condition  is  hardly  yet  definitely  settled. 
Sanger*8  original  theory  was  that  it  was  a  malignant  change  occurring 
in  the  decidual  cells —I'.f.,  a  maternal  sarcoma  entirely  due  to  preg- 
nancy, iinother  view  is  that  it  is  a  sarcoma  independent  of,  but 
modified  by,  pregnancy,  and  a  third  that  it  is  the  result  of  active 
proliferation  of  the  epithelial  covering  of  the  chorionic  villi — i,e,, 
that  it  is  of  the  nature  of  an  epithelioma,  hence  the  name  chorio- 
epithehoma.  Whatever  may  be  ultimately  decided  to  be  the  true 
pathology,  it  is  quite  certain  that  the  condition  is  an  exceedingly 
mahgnant  one,  sometimes  arising  iji  the  uterus  after  a  full-time  labour, 
more  frequently  after  an  abortion,  and  especially  after  the  discharge 
of  a  mole.     It  gives  rise  to  excessive  and  repeated  haemorrhages,  and 
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metastatic  deposits  soon  form  in  the  vagina  and  different  organs, 
such  as  the  hmgs,  brain,  etc.  The  patient  %''ery  rapidly  wastes  away, 
and  probably  dies  witliin  a  few  months  of  the  first  indication  of  the 
disease. 

Symptoms.— The  n^ost  eliaracteristic  symptom  is  severe,  inter- 
mittent haemorrhage  following  labour  or  an  abortion,  especially  of 
a  hydatid  mole.  After  the  haemorrhage  ceases  a  foul*smelling  watery 
discharge,  the  same  as  with  an  ordinary  cancer  of  the  uterus,  will 
come  on.  The  patient  may  not  suffer  very  much  pain,  except  when 
clota  are  being  expelled.  Emaciation  soon  shows  itself,  and  when 
metastatic  deposits  form  in  the  lungs  there  will  be  cough,  pleuritic 
pain,  breathlessness.  and  blood-stained  sputum.  A  secondary  deposit 
in  the  brain  will  cause  cerebral  symptoms,  and,  it  may  be,  severe 
iuemorrhage,  as  in  a  case  reported  by  Drs.  Bruce  and  Inglis. 

Diagnosis. — The  uterus  is  found  more  or  less  enlarged.  The  vagina  J 
may  be  full  of  clot,  and  a  secondary  growth  may  be  attached  to  its ' 
wall.  The  cerx-ix  is  generally  found  gaping,  but  it  may  be  quite 
closed.  Bimanually  the  uterus  is  found  enlarged,  and  you  may  make 
out  a  distinct  growth,  A  digital  exploration  of  the  cavity  reveala 
clots  and  soft  vegetating  masses.  The  uterine  wall  is  soft,  and  may 
be  easily  perforated.  A  portion  of  the  mass  can  easily  be  removed 
by  the  finger  or  curette  foi  microscopic  examination. 

Pffig^nosu.— The  condition  is  an  exceedingly  grave  one,  and  the 
only  hope  of  cure  is  immediate  extirj^ation  of  the  uterus.  If  meta- 
stasis  has  already  occurred,  however,  the  advisability  of  the  opeiation 
is  very  questionable. 

Tre(Umefii.—Vomp\eiv  hysterectomy,  preferably  by  the  vagina,  A 
preliminary  euretring  may  be  done  to  check  the  haemorrhage  and  for 
tliagnostic  pui  poses,  but  from  a  curative  point  of  view  it  is  useless. 


CHAPTER  XIX 


DELAY  IN  THE  FIEST  STAGE  OF  LABOUR 

Diktat ioQ  of  the  Birth  CaikiI— D^ky  from  fiujltn  m  the  Powers — Inertia  Uteri— 
rxky  from  Faults  in  the  Pa«sagi*H— Ouelusion  of  the  Os  Uteri  :  Caaes— - 
Mal[K:j8ition  of  the  Uterus — Vaginal  Fixation  of  the  Uterus — Rigidity  of 
the  Cervix— Rigidity  from  an  Ahnormal  Ctmdition  of  the  Cervix — Hyper- 
trophy of  the  Cervix "ilahgnant  Disease  of  the  Cervix — Contracted 
Pelvis — Faults  on  the  Part  of  the  Passenger^Early  Rupture  of  the 
Membranes — Adhesion  of  the  Meinhraneti — ^falpoaitions,  etc. 

In  taking  up  the  consideration  of  delayed  labours  and  their  treatment, 
we  shall  first  consider  delays  in  the  first  stage. 

Dilatation  of  tlie  Birth  Canal.— The  birth  canal  consists 
of  the  lower  uterine  segment,  the  cervix,  and  the  vagina.     Dilatation 
begins  a  conBiderable  time  before  actual  labour  sets  in.     During  the 
last  two  or  three  weeks  of  pregnancy  the  cervix  shortens,  and  its 
canal  dilates,  from  above,  so  that  it  becomes  continuous  with  the 
lower  part  of  the  uterine  cavity.     The  lower  part  of  the  uterine  cavity 
ako  dilates.     The  shortening  or  taking  up  of  the  cervix  is  well  seen 
in  primipara^.     In  these  cases  the  head  of  the  child  at  the  beginning 
of  laboui  will  be  more  or  less  in  the  pehas,  with  the  thinned  cervix 
stretched  over  it.    The  apparent  length  of  the  cervix,  measuring  from 
the  external  os  to  the  bag  of  membranes,  may  not  be  more  than 
J  inch.     The  external  os  is  usually  closed  until  actual  labour  sets 
in,  but  this  is  not  always  the  case  even  with  priniiparse.     In  multiparae 
I  have  frequently  seen  it  for  weeks  before  dehvery  dilated  sufficiently 
to  allow  of  the  passage  of  two  fingers.     MThat  may  be  called  painless 
labour  goes  on  for  some  time  prior  to  what  we  know  as  actual  labour, 
and  in  this  way  the  lower  uterine  segment  and  the  upper  part  of  the 
cenix  are  dilated. 

When  labour  sets  in,  the  natural  dilatation  of  the  cervix  is  mainly 
brought  about  by  the  dowTiward  pressure  of  the  uterine  contents. 
caused  by  the  uterine  contractions,  and  especially  by  the  contractions 
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of  the  longitudinal  fibres  wliich  pass  op  over  tlie  fundus.  These 
fibres  also  tend  to  draw  the  lips  of  the  cervix  apart,  and  to  pull  the 
lower  part  of  the  canal  up  over  the  presenting  part.  As  a  rule,  the 
circular  fibres  round  the  external  os  become  inhibited,  but,  as  we  shall 
shortly  see,  this  does  not  always  happen.  Gravity  also  assists,  especi- 
ally when  the  patient  is  going  about.  Over  and  above  this  we  have 
a  natural  softening  and  relaxing  of  the  parts,  especially  in  the  vagina. 
At  the  beginning  of  labour  the  vaginal  outlet  may  be  quite  narrow* 
especially  in  priiuiparflB,  but  long  before  the  presenting  part  has  reached 
the  floor  of  the  pelvis  great  relaxation  will  have  occurred,  so  that 
several  fingers  can  be  introduced  with  ease,  causing  less  discomfort 
to  the  patient  than  one  did  at  the  onset  of  labour.  This  relaxation 
is  due  in  part  to  the  free  flow  of  serum  which  takes  place,  but  there 
must  also  be  inhibition  of  the  spldncter  muscle,  probably  from  the 
pressure  exerted  higher  up  in  the  canal. 

During  the  first  stage  of  labour,  dilatation  of  the  cervix  should 
progress  steadily  until  it  is  fully  accomplished,  but  in  many  cases 
there  is  considerable  delay.  The  cause  of  the  delay  may  lie  in  tlie 
powers,  the  passag^es,  or  the  passenger. 

Delay  from  Faults  in  the  Powers— Inertia  Uteri.— 

The  powers  are  the  uterine  contractions,  and  there  is  alst*  sorm*  assist- 
ance from  the  action  of  gravity.  The  powers  are  not  so  often  at 
fault  during  the  first  stage  of  labour  as  during  the  second.  If  the 
uterus  is  overdistended  by  a  multiple  pregnancy  or  hydramnios*  the 
contractions  will  be  weak.  An  abdominal  tumour  or  ascites  will 
also  interfere  with  the  contractions,  as  will  a  loaded  rectum  or  dis- 
tended bladder  (see  Fig.  10,  p.  123).  A  tumour,  loaded  rectum,  or 
distended  bladder  vnW  also  interfere  by  direct  obstruction.  Tme 
inertia  is  not  very  common,  but  is  sometimes  seen  in  elderly  primi- 
parse,  and  in  multipartE  who  have  home  a  large  number  of  childreB, 
In  some  cases  the  contractions  cause  a  good  deal  of  suffering,  but 
have  little  dilating  effect. 

Tr€atmefit,—8o  long  as  the  membranes  are  intact  there  is  no  risk 
to  the  foetus,  and  very  little  to  the  mother,  except  from  exhaustion, 
80  that  patience  is  usually  all  that  is  required.  In  cases  of  over- 
diifitention,  puncture  the  membranes  and  allow  some  of  the  liquor 
aninii  to  drain  away.  In  all  cases  see  that  the  bladder  and  rectum 
are  emptied.  The  treatment  in  cases  of  tumours  will  be  dealt  with 
later.  In  cases  of  true  inertia,  I  have  Bometimes  found  quinine  act 
well.  Ergot  should  never  be  given.  Chloral  is,  however,  the  best  i 
drug  to  use.     It  quiets  uterine  action  for  a  time,  and  has  a  relaxing  j 
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effect  upon  the  cervix.     The  apphcation  of  hot  atu|>e8  over  the  abdo- 
men  IB  also   useful.      With   painful   contractions   lO-grain  tloses  of 
antipjTin  are  said  to  act  admirably,  but  I  have  not  had  any  experience 
of  this. 
Delay  from  Panlta  in  the  Passage—Occlusion  of  the 

Os  Uteri, — The  oa  may  be  completely  occluded.  This  is  a  rare 
condition,  but  1  have  seen  at  least  five  cases.  A  short  not-e  of  two 
of  them  will  suffice. 

Case  I. — This  was  in  a  second  pregnancy.  It  was  also  undoubtedly 
a  case  of  prolonged  gestation,  as  305  days  had  elapsed  from  the  cessa- 
tion of  menstruation  until  the  patient  was  delivered.  Some  three 
weeks  before  delivery  pains  had  occurred  for  several  hours,  aTid  the 
patient  thought  that  labour  had  commenced,  but  the  pains  had  ceased. 
She  was  nttt  examined  then.  \Vlien  I  saw  her  she  was  having  strong 
pains,  and,  on  an  examination,  I  found  the  os  was  completely  occluded. 
The  cerv^ix  was  stretched  over  the  presenting  head.  A  small  depression 
indicated  where  the  os  ought  to  have  been.  A  careful  examination 
under  chloroform  coulirmed  this.  A  crucial  incision  was  made  at 
the  depression,  and  tlilatation  was  easily  accomplished.  Forceps 
were  apphed,  and  the  head  dehvered  without  ver^^  much  difficulty, 
but  the  shoulders  and  chest  of  the  child  were  so  large  that  great  diffi- 
culty  was  experienced  in  deUvering  the  body.  The  child  was  one  of 
the  largest  I  have  ever  seen  dehvered.  Unfortunately  it  was  dead. 
The  patient  made  a  good  recovery,  and  subserjuentiy  the  cervdx 
presented  the  appearance  of  an  ordinary  multi parous  one. 

Case  II. — The  patient,  a  prinnpara,  aged  thirty,  had  been  in  labour 
three  days  when  first  seen  by  me.  A  midwife,  who  was  in  attendance, 
thought  that  the  os  was  partially  dilat^ed.  The  patient  was  a  stout, 
healthy  woman,  and  had  been  married  for  tlurteen  years.  She  was 
not  aware  of  there  having  been  a  vaginal  discharge  during  pregnancy, 
nor  had  she  suffered  any  pain. 

I  found  she  was  having  very  strong  expulsive  pains.  BandFs  ring 
could  not  be  palpated.  Per  vaginam  the  head  was  felt  in  the  pelvis 
with  the  cer%^ix  stretched  over  it.  The  os  was  completely  closed, 
but  a  small  depression  revealed  its  position.  Inspection  under  cldoro- 
form  confirtned  thiH.  The  surroundings  of  the  patient  were  very 
insanitary,  but  as  she  refused  to  go  to  hospital,  I  had  to  do  the  best 
I  could  for  her  where  she  was.  I  managed  to  tear  through  the  adliesions 
with  my  finger-nad.  Dilatation  was  easy,  and  there  was  no  difficulty 
in  delivering  a  hve  child  ^vith  forceps.  .As  in  the  other  case,  there 
was  no  bleeding.     The  patient  made  an  excellent  recovery. 
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I  examined  her  some  months  later,  and  found  the  cervix  showed 
very  little  indication  that  she  had  ever  had  a  child. 

The  occlusion  must,  of  course,  occur  subsequent  to  impregnation, 
but  at  what  stage  of  the  pregnancy  it  is  difficatt  to  state.  It  is  probably 
the  result  of  adhesive  inflammation.  In  one  of  my  other  cases  the 
membranes  were  very  adherent  in  the  lower  pole  of  the  uterus,  pointing 
to  the  fact  that  there  had  been  an  inflammatory  attack.  In  none 
of  my  cases  have  I  been  able  to  get  a  history  of  any  inflammation. 

Diagnosis. — A  careful  examination  will  reveal  that  the  presenting 
part  is  covered  by  a  smooth  membrane  wliich  is  continuous  all  round 
with  the  vaginal  mucous  membrane.  No  os  can  be  found.  A  careful 
search  must  be  made  for  the  os,  because  occasionally  it  is  very  high 
up  and  behind,  and  the  thinned  anterior  lip  of  the  cervix,  which  is 
stretched  over  the  presenting  part,  gives  exactly  the  same  appearance 
as  with  occlusion. 

Prognosis, — There  is  no  risk  if  the  condition  is  recognised  and 
properly  treated,  but  if  it  were  neglected  rupture  of  the  utenis  might 
occur,  or,  what  is  more  probable,  the  whole  cervix  be  torn  off  in  front 
of  the  presenting  part. 

TreatfuefU.—ScmU'h  through  where  the  os  should  be,  or  make  a 
crucial  incision.  You  may  then  wait  and  allow  natural  eflforts  to 
finish  the  labour,  but  I  prefer  to  dilate  and  deliver  at  once.  In  one 
case  in  which  it  was  left  to  nature  aftar  incision,  I  found  tearing 
taking  place  into  the  lateral  fornices,  so  I  freely  incised  the  cervix 
in  front  and  behind,  and  then  dehvered.  There  is  not  usually  much 
bleeding,  but  if  there  should  be,  the  cervix  ought  to  be  stitched  at 
once.     In  none  of  my  cases  did  I  find  this  necessary. 

In  some  eases  we  have  delay  from  the  anterior  part  of  the  cervLx 
being  stretched  over  the  presenting  part,  and  the  os  thus  being  thrown 
high  up  near  the  promontory.  As  I  have  already  mentioned,  this 
may  be  mistaken  for  an  occlusion  of  the  os. 

Treatment, — Hook  a  finger  into  the  os  and  draw  it  down,  so  that 
the  bag  of  membranes  and  presenting  part  may  bear  directly  upon  it. 

Malposition  of  the  TTterus,  such  as  is  seen  when  the 
abdomen  is  pendolous,  will  cause  delay,  as  the  presenting  part  is 
not  driven  downwards.  A  lateral  deviation  of  the  uterus  will  also 
cause  delay,  and  we  see  the  same  thing  with  a  double  uterus.  In  the 
latter  we  also  have  delay  from  want  of  power  in  the  uterine  con- 
tractions. 

Treutmetit. — Correct  the  deviation  of  the  uterus  and  apply  a  firm 
binder.     Manual  dilatation  may  be  necessary. 
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Vaginal  Fixation  of  the  Uterus.— In  subjects  of  tliis 

iip€»ration  dilatation  of  the  os  may  be  seriously  interfered  with*  or 
even  prevented.  During  pregnancy  the  firm  union  between  the 
vagina  and  anterior  uterine  wall  may  prevent  the  growth  of  the 
latter.  In  this  case  the  tension  upon  the  posterior  uterine  wall  draws 
the  08  upwards  and  back-wards,  so  that  at  full  time  it  lies  above  the 
promontory'.  The  uterus  is  thus  extremely  anteflexed,  and  during 
labour  the  presenting  part  is  driven  against  the  promontory,  and 
not  into  the  brim. 

Treatmenl. — If  dilatation,  by  means  of  bags  or  the  hand,  is  impos- 
sible, C«»arian  section  should  at  once  be  performed.  The  incision 
may  be  made  through  the  anterior  vaginal  wall  and  uterus,  but  the 
ordiiiar}"  abdominal  route  is  preferable.  In  the  latter,  the  uterine 
incision  should  be  either  transverse  at  the  fundus,  or  longitudinal, 
over  the  fundus  into  the  posterior  wall.  The  patient  should  Im* 
sterilized. 

Biigldity  of  the  CerriX.— This  may  be  simple  or  due  to 
disease.  The  best  example  of  the  siniple  form  is  seen  in  elderly 
primiparap.  The  cervix  is  thick  and  dilates  verj^  slowly.  With 
premature  labours  we  find  much  the  same  condition.  In  such  a  ease 
a  few  doses  of  cbloral  will  be  very  useful,  but  patience  is  usually  all 
that  is  required.  We  sometimes  meet  with  a  case  in  which  the  external 
OS  is  small,  and  the  cervix  very  thin.  Although  the  pains  may  be 
strong,  dilatation  is  very  slow.  In  such  cases  you  will  often  iind 
that  the  os  actually  becomes  contracted  during  the  pains.  The 
circular  fibres  round  the  os  at  the  beginning  of  labour  should  be 
mhibited,  but  in  these  cases  this  has  not  ocourred ;  their  activity 
remains,  and  they  contract,  spasmodically  with  the  other  muscular 
fibres  of  the  uterus.  This  condition  is  usually  seen  in  primipardp, 
and  especially  where  there  has  been  a  very  narrow  os  previous  to 
impregnation — the  so-called  pinhole  os. 

Treafrnmt. — The  best  methcKl  of  dealing  wnth  the  condition  is  to 
dilate  manually  under  chloroform.  The  anaesthetic  will  relax  the 
spasm  of  the  sphincter,  and  after  dilatation  is  once  fairly  started 
there  will  be  no  further  difficulty.  The  direct  application  of  cocaine 
has  been  highly  recommended  in  cases  of  rigidity  of  the  cervix,  but 
I  cannot  say  it  has  ever  proved  useful  in  my  hands.  The  hot  douche 
certainly  does  good,  and  I  employ  it  in  all  cases  during  the  time  I 
am  dilating  manually. 

Bigldity  from  an  Abnormal  Condition  of  tlio  Ceririst. 

— The  cervix  is  sometimes  thick  and  hard  from  old  scars,  from  the 
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result  of  an  old  iiiflaniiimtion,  or  from  the  application  of  strong  caustics 
in  tlie  treatment  of  endocervicitis.  The  tissues  are  very  hard,  and 
dilatation  is  therefore  slow  and  difficult. 

TreatiiierU. ^B&ine^'  bags  may  have  to  be  used,  and  manual  dilata* 
tion  under  chlorofonii.  In  some  cases  incision  may  be  neceasary. 
Four  incisions  should  be  made — two  lateral »  one  anterior,  and  another 
posterior, 

Hsrpertropliy  of  the  Cenrix  is  sometimes  seen.—The 
vaginal  portion  may  be  so  elongated  aa  to  protrude  at  the  vulva. 
It  may  be  associated  with  prolapse  of  the  uterus,  as  in  the  following 
case :  A  multipara  had  been  in  labour  for  a  considerable  time  when 
I  first  saw  her.  The  cervix  was  so  much  elongated  that  it  protruded 
at  the  vulva.  The  whole  uterus  also  tended  to  prolapse.  The  cervix 
was  not  quite  fully  dilated.  Under  chloroform  I  dilated  it  as  fully 
as  possible,  and  applied  forceps.  When  traction  was  applied,  the 
whole  uterus  tended  to  come  down^  so  that  it  was  necessary  to  push 
up  the  cervix  while  making  traction,  and  in  this  way  it  was  gradually 
puirhed  up  over  the  head. 

Tn'f-dment. — As  the  membranes  are  sure  to  rupture  early ^  artificial 
dilatation  is  necessary.  Bags  may  be  used,  but  manual  dilatation 
under  cldoroform  is  the  best  method.  Delivery  nmst  be  done  very 
slowly. 

Malignant  Disease  of  the  Cerrtx,— If  t!ie  cervix  is  muchl 

infiltrated  witli  cancer,  dilatation  wiH  be  very  slow.     If  the  tissuesl 
are  friable,  there  may  be  considerable  bleeding,  but  dilatation  wiBl 
not  be  hindered.     (Jccasionally  the  mass  is  so  large  that  delivery 
through  the  natural  passages  will  be  impossible. 

Treaime'iit. — If  there  is  likely  to  be  much  dilhculty*  and  the  child 
is  alive,  (.'fesarian  section  should  be  done,  in  the  interest  of  the  child, 
and  a  complete  extirpation  of  the  uterus,  in  the  interest  of  the  mother.- 
Even  with  a  dead  child  Csesarian  section  and  removal  of  the  uterus;] 
may  be  necessary  (see  case,  p,  515),     If  you  decide  to  deliver  througb 
the  natural  passages,  the  cervix  shouki  be  incised  through  the  diseasedi 
portion  and  dilated  manually.     If  the  child  is  dead,-  do  craniotomyt 
and  if  it  is  aUve  and  the  head  presents,  deUver  by  forceps.     The 
cancerous  portion  of  the  cervix  may  be  removed  at  once,  or  you  may. 
delay  operating  until  involution  has  somewhat  advanced. 

Solid  non-malignant  tumours  or  cysts  may  delay  dilatation,  or 
even  prevent  it  entirely,  especially  if  they  are  wedged  into  the 
pelvis. 

The  treatment  of  such  cases  will  be  dealt  with  when  treating  of 
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labours  obfltnieted  by  tumours.    One  point  to  remember  is  to  try  to 
prevent  early  rupture  of  the  membranes. 
A  Contracted  Pelvis  will  cauae  Slow  Bilatation.— 

Malpresentatiomj  and  maljiositiniis  are  rommon,  and  the  bag  of  mem- 
branes often  protrudes  in  a  sausage  shape  and  ruptures  early. 

Treatment. — If  the  membranes  have  not  ruptured,  keep  them  intact 
as  long  as  possible.  If  they  have  ruptured,  and  the  presenting  part 
cannot  descend,  artificial  means  of  dilatation  should  be  adopted.  The 
dilating  bags  are  most  usefuK  but  manual  dilatation  will  frequently 
be  necessary. 

Faults  on  the  Part  of  the  Passenger.— Excessive  amount 
of  liquor  amnii,  or  overdistention  from  plural  pregnancy,  has  already 
been  referred  to  as  causing  delay  by  interfering  with  the  powers.  On 
the  other  hand,  we  may  have  delay  from  the  very  opposite  condition — 
viz.,  a  small  amount  of  Uquor  amnii.  In  such  a  case  there  is  no  bag 
of  membranes  to  come  down  into  the  os,  as  the  membranes  are  closely 
applied  to  the  presenting  parts.  The  very  same  condition  arises 
when  the  membranes  rupture  at  the  commencement  of  labour.  The 
bag  of  membranes  not  only  acts  as  a  mechanical  dilator,  but  alao,  by 
its  pressure  through  the  os,  refiexly  stimulates  uterine  contractions, 
so  that  its  want  is  of  considerable  disadvantage. 

Treatment. — With  a  small  amount  of  liquor  amnii  and  the  membranes 
unruptured,  patience  \s\\\  be  required.  The  patient*s  strength  should 
be  supported,  and  she  may  be  given  opium  or  chloral  in  full  doses. 
In  administering  chloral,  I  usually  give  a  drachm  of  the  syrup — i.e., 
10  grains  every  quarter  of  an  hour  until  four  doses  have  been  given. 
It  sometimes  has  a  wonderful  effect  in  causing  relaxation  of  the  cervix. 
In  these  cases  I  have  sometimes  found  it  useful  to  rupture  the  mem- 
bianes  when  the  os  is  about  half  dilated,  as  that  allows  of  the  pre- 
fienting  part,  bearing  more  directly  on  the  cervix.  If  the  patient  is 
becoming  exhausted,  one  should  not  wait  too  long,  but  put  her  under 
chloroform  and  finish  the  dilatation  manually,  and  deliver. 

Early  Knptur©  of  the  Membranes  is  often  associated  with 
a  malpresentatioD,  hut  these  cases  wiW  be  dealt  with  under  malpresen- 
tations.  At  present  we  shall  deal  mth  cases  where  the  head  or  breech 
presents  and  there  is  no  obstruction.  The  presenting  part  acts  fairly 
well  as  a  dilator,  if  the  pains  are  good,  and  one  may  wait  patiently 
so  long  as  the  pressure  upon  the  child  is  not  acting  injuriously  on  it. 
If  the  pains  are  inefficient,  chloral  cr  opium  may  be  used.  A  close 
watch  must  be  kept  on  the  fcetal  heart,  and  it  it  begins  to  show  irregu- 
larity, or  much  slowing  or  quickening,  artificial  means  of  dilatation 
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must  be  adoptf?<L  Barnes'  or  C'hampetier  de  Ribes'  bag  may  be 
used,  especially  when  the  os  will  only  admit  two  fingers,  but  manual 
dilatation  under  chloioform  ia  the  quickest  method.  If  the  cer\'ix 
is  rigid,  and  it  is  evident  that  the  child  is  suffering  very  much,  a 
number  of  incisions  should  be  made  through  the  cervix,  and  this  will 
allow  of  quick  dilatation.  Some  authorities  advise  the  application^ 
of  the  forceps  when  the  os  will  admit  four  fingers.  This  may  be  done,  j 
provided  delivery  is  very  slowly  effected,  but  there  is  considerable ^ 
risk  of  tearing  the  cervix  badly,  if  the  operation  is  done  hastily.  Per- 
sonally, I  prefer  to  dilate  the  cervix  to  as  near  its  full  extent  as  possible 
before  applying  the  instruments.  If  the  cervix  is  in  a  condition  to 
admit  of  delivery  you  will  have  no  difficulty  in  dilating  it  with  your 
hand  when  the  patient  is  under  ehlorofoim,  and  if  you  cannot  do  it 
with  your  hand  the  forceps  should  not  be  applied,  or  you  will  be  sure 
to  cause  a  bad  tear.  In  such  a  case  it  is  far  better  to  incise  in  different 
direc-tions,  and  then  dilate  before  delivering.  Bossi's  dilator  may  be 
used  instead  of  incisions, 

Adhaslon  of  tbe  Blambraiies. — Sometimes  the  membranes  i 
are   adlierent   in  the   lower  poh^   of   the   uterus.     This  prevents  the 
bag  of  membranes  from  protruding  into  the  os. 

TrffitmeM. — Pass  the  finger  in,  and  separate  the  membranes  as 
high  as  you  can  reach,  and  this  will  allow  the  usual  bag  to  form,  and 
there  w*ill  probably  be  no  more  difficulty. 

Delay  from  Malpositions,  Malpresentatlons,  and 
Deformities  of  the  Foetus.— In  all  of  these  the  presenting  part 
tloes  not.  as  a  rule,  fit  well  in  the  brim,  and,  as  a  consequence,  the 
membranes  usually  project  in  a  sausage  shape  and  rupture  early- 

TreoinmU. — Keep  the  membranes  intact  as  long  as  possible.  U 
they  rupture  early,  insert,  a  C'hampetier  de  Ribes*  or  a  Barnes'  bag, 
and  finish  the  dilatation  manually,  if  necessary.  These  casea  will 
be  more  fully  dealt  with  later  in  discussing  the  methods  of  treatment 
of  abnormal  c^ses. 
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Failure  in  the  Primary  Powera^ — ^Uterine  Inertia — Trregulur  Cterine  Contractions 
—Failure  in  the  Secondary  Powers — Delay  from  Faults  in  the  Soft  Passages 
— Impaction  of  the  Anterior  Ijp  of  the  Cervix — Prolap^ie  of  the  VaginA  and 
Pfstocele — Distention  of  the  Bladder  or  Rectum— Rigidity  of  the  Vagina 
and  Perineum — Cicatricial  Contractioia  of  the  Vagina — Persia  tent  Hymen — 
Vaginismus — Tumours  of  the  Vagina  or  Vulva — Venereal  Warts — ^Obstrue- 
tion  of  La  hour  by  Tumoura  of  the  Uterus  :  Cases — Obstruction  from  Tumourii 
of  the  Adnexa :  CaAoa — Hernia  into  Douglas's  Pouch. 

The  normal  second  stage  of  labour  begins  when  the  os  is  fully  dilated 
and  the  nienibraries  rupture.  It  may  only  last  a  few  minutes,  or  it 
may  be  [>roionged  for  many  hours.  Under  ordinary  conditions  one 
may  say  that  there  is  very  little  danger  in  the  first  stage  either  to 
mother  or  child,  provided  the  membranes  are  unruptured  ;  but  in 
the  second  stage  the  danger  to  both  is  much  increased.  In  the  great 
majority  of  cases,  however,  if  the  second  stage  is  not  unduly  prolonged, 
neither  mother  nor  child  will  suSer  any  harm.  It  is  exceedingly 
difficult  to  make  any  defijiite  statement  aa  to  what  ought  to  be  con- 
sidered a  normal  second  stage  as  regards  length.  Wliat  is  perfectly 
safe  in  one  case  may  be  exceedingly  dangerous  in  another.  Each  case 
must  therefore  be  judged  upon  its  own  merits,  and  prompt  assistance 
must  be  rendered  as  soon  as  it  is  neces8ar}%  in  the  interest  of  either 
mother  or  child.  The  interests  of  the  mother  are  of  course  para- 
mount, but  it  must  not  be  forgotten  that  the  unborn  babe,  too,  has 
rights  which  should  be  considered.  In  many  cases  interference  is  clearly 
called  for,  either  in  the  interests  of  the  mother  or  of  the  child,  but  there 
are  others  of  simple  inertia  uteri  where  there  is  no  immediate  danger 
to  either  mother  or  child.  In  these  latter  should  one  wait  indefinitely, 
or  only  for  a  stated  time  ?  Some  authorities  advise  leaving  sue!)  cases 
to  Nature  until  the  woman  begins  to  show  indications  of  exhaustion 
by  the  temperature  rising  and  the  pulse  quickening.     I  cannot  agree 
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with  thig.  Our  rule  in  connection  with  the  outdoor  department  of 
the  Maternity  Hospital  )8  that  the  nurses  or  students  shall  send  for 
assistance  in  cases  of  inertia  if  no  advance  is  being  made  by  multi* 
par©  after  two  hours  in  the  second  stage,  and  by  primipane  after 
three  hours.  By  the  time  assistance  has  arrived  another  hour  will 
have  passed,  and  if  no  advance  is  being  made  the  forceps  are  applied. 
This  allows  three  hours  in  the  second  stage  for  multipara?  and  four 
for  primipara?.  Each  case  must  be  judged  on  its  own  merits,  but  I 
couisider  this  a  reasonable  time  to  wait  on  Nature.  If  delivery  is 
effected  with  proper  care,  there  will  not  be  any  added  risk,  and  the 
woman  will  he  saved  considerable  suffering.  There  are  many  cases 
in  which  we  are  called  upon  to  interfere  nmch  sooner,  but  %vith  these 
we  shal!  deal  shortly. 

Failure  in  the  Prlmaxy  Powers— TXterlne  Inertia.— 
We  shall  now  consider  the  causes  of  delay  from  failure  in  the  powers. 
The  primary  powers  are  the  uterine  contractions,  and  the  secondary 
the  contractions  of  the  abdoniinal  muscles.  Failure  in  the  primary 
powers,  or  uterine  inertia,  is  the  commonest  of  all  causes  of  delay  in 
the  second  stage.  The  uterine  muscle,  like  any  other  muscle,  can 
only  do  a  certain  amount  of  work,  and,  if  it  is  overtaxed,  failure  in 
the  contractions  must  occur.  If  the  muscle  is  in  a  strong,  healthy 
condition,  and  the  uterus  is  not  overdistended.  inertia  will  not  occur 
for  a  considerable  time,  but  in  a  case  where  there  is  weakness  in  the 
ut-eriue  wall  from  disease  or  overwork,  as  in  cases  of  frequent  and  rapid 
childbearing,  or  where  the  wall  is  overstTetched  by  hydramnios  or 
a  multif>!e  pregnancy,  inertia  will  supervene  early  in  the  8ecx>nd  stage. 
Again,  if  the  first  stage  has  been  unduly  prolonged,  the  contractile 
powers  will  to  a  large  extent  be  used  up,  and  the  uterus  be  unfit  for 
any  more  work  until  it  has  had  a  rest.  In  patients  who  are  consti«i 
tutionally  weak  the  uterus  may  partake  in  the  general  weakness  of 
the  muscular  system,  but  this  is  not  invariably  the  case.  For  instance, 
in  phtliisis  I  have  seen  a  number  of  advanced  cases  where  the  uterine 
contractions  were  quite  strong,  and  the  labour  exceptionally  easy  and 
quick.  In  such  cases  the  child  is  apt  to  be  small,  and  the  emaciation 
of  the  patient  also  allows  of  an  easy  passage. 

Irregular  Uterine  Contractions.— Irregular  uterine  con- 
tractions may  arise  from  disease  of  the  uterine  wall,  from  exhaustion, 
or  from  the  irritation  of  too  frequent  examinations.     A  full  rectum ■ 
or    bladder    will    also   cause    them   reflexiy.     They    cause    excessive] 
sufTeriiig.  and  have  practically  no  eflect  in  advancing  the  labour. 

In  a  properly  conducted  labour,  except  where  there  is  disease  of 
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the  uterine  wall,  these  irregnlai  eontractioiiB  should  not  arise.  It 
is  surprising;  however,  how  often  an  overdistended  bladder  is  over- 
looked. 

Failure  in  the  Secondairy  Fowers.— In  cases  of  ehest 
disease  the  patient  may  not  be  able  to  fix  her  diaphragm,  and  she 
will  thus  be  prevented  from  bearing  down.  If  the  abdominal  muscles 
have  been  overstretched,  as  by  frequent  pregnancies,  they  will  not 
contract  well.  Separation  of  the  recti  muscles  will  give  rise  to  much 
the  same  condition,  as  the  uterus  falls  forwards  between  the  muscles. 
and  is  not  compressed  by  tbem.  This  condition  is  common  after  an 
abdominal  section,  but  is  often  seen  in  cases  where  there  has  been  no 
section.  I  have  seen  it  in  a  primipara.  In  such  cases,  in  addition 
to  the  failure  of  the  secondary  powers,  the  abnormal  position  of  the 
uterine  axis  hampers  the  action  of  the  primary  powers,  as  the  child 
is  not  driven  into  the  brim,  but  against  the  posterior  wall.  Over- 
distention  of  the  abdomen  from  ascites,  a  tumour,  or  even  a  full 
bladder,  will  hamper  the  action  of  the  secondary  as  well  as  the  primary 
powers.  If  peritonitis  Ive  present,  the  pain  will  prevent  the  secondary 
powers  acting. 

Hemiplegia,  or  even  paraplegia,  as  a  rule,  does  not  affect  the  primary 
powers,  but  the  secondarv^  powers  will  be  more  or  less  weakened* 

The  loss  of  one  or  both  legs  will  interfere  with  the  secondary  powers, 
as  the  patient  will  not  be  able  to  bear  down  strongly. 

Treatment. — Remove  the  cause,  if  possible,  and  wait  on  Nature 
a  reasonable  time,  but  not  indefinitely.  The  primary  powers  may  be 
stimulated  by  hot  stupes  to  the  abdomen  or  by  massaging  the  uterus. 
Ergot  should  not  be  given.  The  action  of  the  secondary  powers  may 
be  assisted  by  applpng  a  tight  abdominal  binder.  In  most  cases 
artificial  delivery  will  be  necessary  by  forceps,  when  the  head  presents, 
or  by  traction,  if  it  is  a  breech  case.  Care  must  l>e  taken  to  guard 
against  post-partum  hj^morrhage,  especially  when  chloroform  has 
been  administered. 

Delay  from  Faults  in  the  Soft  Fassages.— If  the  cervix 

is  elongated,  delay  will  be  taused.  In  the  first  place  it  will  not  dilate 
well,  and  the  membranes  are  apt  to  rupture  early,  thus  giving  a  long 
first  stage,  which  will  probably  lead  to  inertia  in  the  second  stage. 
When  full  dilatation  has  occurred,  the  cervix  will  not  have  disappeared 
as  in  an  ordinary  case,  but  there  will  be  a  considerable  channel  through 
which  the  presenting  part  must  pass.  Considerable  resistance  will 
be  encountered  and  the  labour  will  be  slow. 

Treatment. — When  Nature  fails,  deliver  artificially.     Do  the  opera- 
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tion  bIow1>%  to  prevent  laceration.     There  will  frequently  be  a  tendency 
for  the  whole  uterus  to  prolapse,  so  the  cervix  must  be  supported  and 
pushed  above  the  presenting  part  during  delivery. 
Impaction  of  the  Amterior  Iilp  of  the  Cerviis.— In  these 

cases  the  anterior  lip  of  the  (cervix  is  somewhat  elongated,  and  it  gets 
nipped  between  the  head  and  the  symphysis  pubis.  It  quickly 
becomes  oedematouB  from  the  pressure,  and  may  protrude  at  the 
vulva. 

Treat metU.Su^'poTt  the  swollen  lip,  and  press  it  up  over  the 
presenting  part,  especially  between  the  pains. 

Prolapse  of  the  Tagina  and  Cyiitocele.— A  very  lax 

vaginal  wall  will  obstruct  by  being  proiapsed  before  the  presenting 
part.     The  anterior  wall  is  the  one  which  gives  most  trouble.     Along 
with   it  the   bladder   prolapses,   causing  a  cyatocele,   and   this   niajFi 
seriously  obsti net  if  there  is  much  urine  in  the  prolapsed  portion  of  - 
the  bladdei. 

Treat mefU,— Empty  the  bladder  and  push  the  prolapsed  portion 
above  the  presenting  part  between  the  pains,  and  keep  it  up  during 
the  pains. 

Distention  of  the  Bladder  or  Beotnni  has  already  been 

referred  to  as  causing  irregular  contractions  and  interfering  with 
the  action  of  the  secondary  powers.  A  tumour  in  the  rectum  or 
bladder,  or  a  vesical  calculus,  would  have  the  same  effect.  Besides 
the  effect  on  the  contractions,  there  would  be  direct  blocking, 

Treahnenl. — Empty  the  bladder  or  rectum.      There  will  probably] 
be  some  difficulty  in  passing  a  catheter,  but  this  can  be  done  in  the 
interval  between  two  pains  by  pusliing  the  presenting  part  up.     If 
it  obstructs,  a  tumour  or  calculus  should  be  removed. 

Blgfldlty  of  the  Vagina  and  Perinenm.— This  is  usually 
seen  in  prLoiipara?,  especially  in  elderly  ones. 

Treat7ne7it.^Kot  sitz-baths  and  hot  vaginal  douches  assist  relaxa- 
tion. If  an  antiseptic  is  used  in  the  douche,  it  must  not  be  corrosive 
sublimate,  or  more  harm  than  good  will  be  done,  Lysol  makes  the 
beat  douche,  as  it  lubricates  the  passage.  Hot  fomentations  to  the 
perineum  are  useful.  When  the  jjerineum  is  yqty  rigid,  incisions  are 
sometimes  made  at  each  side  of  the  vulva,  but  I  do  not  approve  of 
them.  I  prefer  putting  the  patient  deeply  under  chloroform,  and 
delivering  the  head  slowly  ^^-ith  forceps.  In  this  way  the  perineum 
can  often  be  saved*  If  it  docs  tear,  it  should  be  stitched  at  once. 
The  method  of  supporting  the  {.lerineum  in  natural  delivery  has 
alreadv  been  described. 
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Cicatricial  Contraction  of  the  Tagina«— This  arises  from 
former  tears,  ulcers,  et€.  The  contraction  may  be  so  great  as  a!tnost 
to  close  the  passage.  As  a  rule,  great  relaxation  and  softening 
occur  during  the  labour,  and  in  many  cases  the  obstruction  dis- 
appears, 

TreattnerU, — When  the  constriction  persists,  it  should  be  freely 
incised  in  a  number  of  places.  Delivery  may  be  left  to  Nature,  but 
forceps  will  generally  be  required.  If  necessary,  the  parts  may  be 
stitched  after  delivery. 

Persistent  Hymen.— This  condition  is  occasionally  seen-  In 
on?  case  I  found  a  very  strong  fleshy  hymen  with  two  very  smitU 
openings  in  it.  On  tearing  it  through,  it  bled  profusely »  and  it  was 
necessary  to  catch  and  tie  the  vessels. 

Treatment. — Rupture  the  hymen. 

Vaglnlsmns. — As  a  rule,  this  condition  disappears  as  labour 
advances,  but  I  have  seen  a  case  where  it  was  impossible  to 
mike  a  vaginal  examination  without  giving  chloroform.  I  made 
one  examination  at  the  commencement  of  labour^  and  then  allowed 
m^itters  to  take  their  course  for  about  fifteen  hours.  I  then  chloro- 
formed the  patient  again,  and  found  the  os  fully  dilated,  so  I  delivered 
with  forceps.     The  patient  was  completely  cuied  of  her  vaginismus. 

Tumours  of  the  Tagina  or  Vulva.— You  may  have  a 

solid  tumour  in  the  vaginal  wall,  but  cysts  are  more  frequently  found. 
In  the  \ii\va  you  may  have  a  hsBmatoma.  The  following  case  will 
illustrate  this  :  The  patient,  a  priniipara,  was  brought  into  the  hospital 
on  account  of  a  large  luematoma  of  the  right  side  of  the  vulva.  The 
second  stage  of  labour  was  well  advanced,  and  the  head  low  down, 
but  further  progress  was  blocked  by  the  haeniatoma,  which  was  nearly 
as  laige  as  a  foetal  head.  A  free  incision  was  made,  and  the  chjt 
turned  out.  There  was  some  oozing,  but  no  bleeding  from  large  vessels. 
The  child  was  delivered  with  forceps,  and  the  large  gaping  wound 
stitched  up  from  the  bottom  by  a  continuous  catgut  suture.  The 
wound  healed  by  first  intention. 

Venereal  Warts  of  the  \nilva  may  form  a  serious  obstruc- 
tion, as  they  are  sure  to  be  exceedingly  sej)tic.  The  following  case 
is  probably  a  unique  one,  as  the  patient,  a  primipara,  had  a  lateral 
placenta  pra:nia  :  The  whole  of  the  \Tilva  was  covered  with  large 
warty  growths,  which  also  encircled  ihe  anus.  The  mass  was  exactly 
like  a  cauliflower,  and  larger  than  a  fist.  Most  of  the  growths  had 
naiTow  pedicles,  but  a  number,  especially  on  the  posterior  vaginal  wall, 
just  within  the  fourchette,  were  sessile.     They  were  evidently  gonor- 
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tion  slowly,  to  prevent  laceration.  There  will  frequently  be  a  tendency 
foi  the  whole  uterus  to  prolapse,  so  the  cervix  must  be  supported  and 
pushed  above  the  presenting  part  during  delivery. 

Impaction  of  the  jLiiterior  Lip  of  tlie  Cervix.— In  then** 
cases  the  anterior  lip  of  the  cervix  is  somewhat  elon^^ated,  and  it  gets 
nipped  between  the  head  and  the  symphysis  pubis.  It  quickly 
becomes  a^dematous  from  the  pressure,  and  may  protrude  at  the 
vu)%^a. 

Treatment. — Support  the  swollen  lip,  and  press  it  up  over  the 
presenting  pan,  especially  between  the  pains. 

Prolapse  of  the  Vagina  and  Cystocele.— A  very  lax 

vaginal  wall  will  obstruct  by  being  prolapsed  before  the  presenting 
part.     The  anterior  wall  is  the  one  which  gives  most  trouble.     Along 
with   it  the   bladder   prolapses,   causing  a  cystocele,   and   this   may-J 
seriously  obstiuct  if  there  is  much  urine  in  the  prolapsed  portion  oP 
the  bladder* 

TreiUmetU. — Empty  the  bladder  and  push  the  prolapsed  portion 
above  the  presenting  part  between  the  pains,  and  keep  it  up  duiing 
the  paina. 

distention  of  the  Bladder  or  Btectnm  has  already  been 
referred  to  as  causing  irregular  contractions  and  interfering  with 
the  action  of  the  secondary  powers.  A  tumour  in  the  rectum  or 
bladder;  or  a  vesical  calculus,  would  have  the  same  effect*  Besides 
the  effect  on  the  contractions,  there  would  be  direct  blocking. 

TreaimerU. — Empty  the  bladder  or  rectum.  There  will  probably 
be  some  difficulty  in  passing  a  catheter,  but  this  can  be  done  in  the 
interval  between  two  pains  by  pushing  the  presenting  part  up.  If 
it  obstructs,  a  tumour  or  calculus  should  be  removed. 

Bdffidity  of  the  Vagina  and  Ferlneniii.— This  ia  usually 

seen  in  primipara;,  lispecially  in  elderly  ones. 

Treatment. — Hot  sitz-baths  and  hot  vaginal  douches  assist  rel&xa-j 
tion.     If  an  antiseptic  is  used  in  the  douche,  it  must  not  be  corrosivel 
sublimate,  or  more  harm  than  good  will  be  done.     Lysol  makes  the' 
best  douche,  as  it  lubricates  the  passage.     Hot  fomentations  to  the 
perineum  are  useful.     When  the  perineum  is  very  rigid ^  incisions  are 
sometimes  made  at  each  side  of  the  vulva»  but  I  do  not  approve  of 
them.     I  prefer  putting  the  patient  deeply  under  chloroform,  and 
dehvering  the  head  slowly  mth  forceps.     In  this  way  the  perineum 
can  often  be  saved.     H  it  docs  tear»  it  should  be  stitched  at  once. 
The   method   of  supporting   the   perineum  in  natural   delivery   has  j 
already  been  described. 


DELAY  !N  THE  SECOND  STAGE  OF  LABOUR 


Cicatricial  Contraction  of  the  Taglna.— This  arises  from 

former  tears,  ulcers,  etc.  The  contraction  may  be  so  great  aa  almost 
to  close  the  passage.  As  a  rule,  great  relaxation  and  softening 
occur  during  the  labour,  and  in  many  cases  the  obstruction  dis- 
appears. 

Treatnienl.—When  the  constriction  persists,  it  should  be  freely 
incised  in  a  number  of  places.  Delivery  may  be  left  to  Nature,  but 
forceps  will  generally  be  required.  If  necessary,  the  parts  may  be 
stitched  after  delivery. 

Persistent  Hymen.— This  condition  is  occasionally  seen.  In 
one  case  1  found  a  very  strong  fleshy  hymen  with  two  very  small 
openings  in  it.  On  tearin<^  it  through,  it  bled  profusely,  and  it  was 
necessary  to  catch  and  tie  the  vessels. 

Trtritment. —RnptiiT^:  the  hymen. 

Vaginismus. — As  a  rule,  this  condition  disappears  as  labour 
advances,  but  I  have  seen  a  case  where  it  was  impossible  to 
make  a  vaginal  examination  without  giving  chloroform.  I  ma.de 
one  examination  at  the  commencement  of  labour,  and  then  allowed 
matters  to  take  their  course  for  about  fifteen  hours*  1  then  rhloro- 
formed  the  patient  again,  and  found  the  os  fully  dilatsd,  so  I  delivered 
with  forceps.     The  patient  was  completely  cuied  of  her  vaginismus, 

Tamonrs  of  the  Tagina  or  Vulva.— You  miy  have  a 

solid  tumour  in  the  vaginal  wall,  but  cysts  are  more  frequently  found. 
In  the  vulva  you  may  have  a  haematoma.  The  following  case  will 
illustrate  this  :  The  patient,  a  primipara,  was  brought  into  the  hospital 
on  account  of  a  large  ha*matoma  of  the  right  side  of  the  vulva.  The 
second  stage  of  labour  was  well  advanced,  and  the  head  low  down, 
but  further  progress  was  blocked  by  the  ha&matonia,  wiiich  was  nearly 
as  laige  as  a  foetal  head.  A  free  incision  w^as  made,  and  the  clot 
turned  out.  There  was  some  (X)zing,  but  no  bleeding  from  large  vessels. 
The  child  was  delivered  with  forceps,  and  the  large  gaping  wound 
stitched  up  from  the  bottom  by  a  continuous  catgut  suture.  The 
wound  healed  by  first  intention. 

Venereal  Warts  of  the  vulva  may  form  a  serious  obstruc- 
tion, as  they  are  sure  to  be  exceedingly  septic.  The  following  case 
18  probably  a  unique  one,  as  the  patient,  a  primipara,  had  a  lateral 
placenta  pn^\na  :  The  whole  of  the  vulva  was  covered  with  large 
warty  growths,  which  also  encircled  the  anus.  The  mass  was  exactly 
like  a  cauliflower,  and  larger  than  a  fist.  Most  of  the  growths  had 
nairow  pedicles,  but  a  number,  especially  on  the  posterior  vaginal  wall, 
just  within  the  fourchette,  were  sessile.     They  were  evidently  gonor- 
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rhoeal,  and  were  very  septic.  They  had  been  growing  for  about 
four  months. 

After  cleansing  the  mass  as  thoroughly  as  possible,  I  plugged  the 
vagina  to  control  the  bleeding  from  the  placenta  pr^evia,  and  removed 
the  entire  mass,  stitching  up  each  incision  as  I  went  on.  The  bleeding 
was  free,  but  the  stitches  controlled  it.  As  the  os  was  sufficiently 
dilated  by  this  time,  I  turned  aud  delivered  the  fetus.  It  was  alive, 
but  too  premature  to  survive. 

The  patient  remained  free  from  sepsis,  and  all  the  incisions,  except 
those  round  the  anus,  healed  by  first  intention. 

Treatment  of  Tumours  of  the  Vagina  aiid  Vuhm, — Solid  tumours 
should  be  removed,  and,  if  practicable,  cysts  also.  The  latter  may 
be  incised  to  evacuate  the  contents.  It  may  be  possible  to  drag  the 
head  past  the  tumour,  but  this  should  not  be  done,  as  the  crushing 
of  the  tumour  will  cause  subsequent  sloughing,  and  the  patient  be 
exposed  to  great  risk  from  sepsis.  After  the  chihl  is  delivered  the 
part  shnukl  be  stitched,  or  plugging  may  be  used. 

Obstriiction  of  Eaboiir  by  Tumours  of  the  Uterus.— 

Tumours  of  the  utenjs  itself  often  prevent  concept  ion,  and  when 
conception  occurs  the  pregnancy  may  be  interrupted,  but  in  some 
cases  full  time  is  reached.  The  eifect  upon  the  labour  will  depend 
upon  the  position,  size,  and  consistence  of  the  tumour.  An  inter- 
stitial or  subserous  fibroid  is  the  usual  form  of  tumour  met  with. 
The  submucous  variety,  as  a  rule,  prevents  conception,  but  it  is  occa- 
sionally met  ^-ith,  especially  in  conj  unction  \rith  one  of  the  other 
forms.  A  mahgnant  tumour  of  the  body  of  the  uterus  would  prevent 
conception,  or  if  conception  should  occur,  an  early  abortion  would  be 
sure  to  result. 

If  the  tumour  is  situated  low  down»  even  although  it  may  not 
be  very  large,  it  wiW  be  almost  sure  to  obstruct,  unless  it  is  sufficiently 
movable  to  allow  of  its  being  pushed  above  the  brim  of  the  peUHs. 
A  small  tumour,  or  even  a  faitly  large  one,  situated  high  up  in  the 
uterus,  may  not  seriously  obstruct  the  labour  by  actual  blocking, 
but  it  will  interfere  with  the  uterine  contractions,  and  probably  so 
displace  the  uterus  as  to  cause  a  deviation  in  the  uterine  axis. 

The  first  stage  of  labour  is  usually  interfered  with  and  prolonged, 
and,  if  the  tumour  be  a  large  one  in  the  lower  part  of  the  uterus, 
dilatation  may  be  prevented.  It  is  usually  in  the  second  stage  that 
the  most  difficulty  arises.  In  the  third  stage  there  is  considerably 
more  risk  from  post-partum  haiiiorrhage  than  in  an  ordinary  case. 

Diagnosis. — This  is  not  usually  difficult.     It  will  be  easy  to  make 
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out  a  hard  mass  comiected  with  the  uterus.     If  it  is  low  down,  it  will 
be  easily  felt  per  vaginam,  distinct  from  the  preseuting  part. 

Prog^imis. — If  the  tumour  is  likely  to  obstnict  the  passage,  the 
conditioji  is  very  serious,  but  if  it  is  high  up,  the  risk  is  not 
very  great.  There  is  considerable  risk  of  post-partum  hemorrhage, 
and,  if  there  should  be  any  bruising  of  the  tumour  during  labour, 
sepsis  is  apt  to  supervene,  and  the  condition  will  then  become  a  very 
grave  one.  The  risk  to  the  child  will  be  considerable,  and  will  depend 
upon  the  amount  of  obstruction  and  the  method  of  delivery  which 
had  to  be  adopted. 

The  following  cases  will  illustrate  some  of  the  important  points : 

Case  I. — A  primipara,  aged  thirty-two,  was  seen  by  me  in  consulta- 
tion. Prior  to  her  pregnancy  she  had  been  treated  by  her  medical 
attendant  for  fibroids  of  the  uterus.  There  were  several  small  tumours 
in  different  parts  of  the  uterine  wall.  When  I  saw  her  the  os  was 
fully  dilated,  and  the  head  presenting.  The  first  stage  of  labour  had 
been  somewhat  tedious.  None  of  the  tumours  were  low  down,  so 
there  was  no  obstruction*  The  patient  was  beginning  to  show  indica* 
tions  of  exhaustion,  so  chloroform  was  administered,  and  I  easily 
delivered  a  Uve  cliild  by  means  of  axis-traction  forceps.  When  the 
placenta  came  away  the  entire  chorion  was  left  behind.  It  was  very 
adherent,  and  had  to  be  removed  bit  by  bit.  The  bleeding  was 
free,  but  not  alarming,  and  was  easily  controlled  by  a  hot  douche 
and  a  hypodernuc  of  ergot.     She  made  a  good  recovery. 

Case  IL — A  primipara,  aged  thiriy-eight,  seen  in  consultation.  As 
her  usual  attendant  was  absent  on  holiday,  I  received  no  history  of 
the  presence  of  tumours.  The  uterus  was  very  large,  and  at  its  upper 
part  there  were  two  distinct  rounded  masses  which  felt  very  like 
foetal  heads,  A  breech  presented,  so  the  case  looked  very  hke  one  of 
twins.  Under  chloroforni,  an  extremely  large  child  was  delivered 
alive  without  much  difficulty.  The  second  mass  at  the  fundus  was  then 
seen  to  be  a  fibroid.  As  the  placenta  could  not  be  expressed,  the  hand 
was  passed  into  the  uterus,  and  a  second  fibroid  was  found  low  down 
on  the  posterior  uterine  wall,  blocking  the  way.  The  chorion  was 
adherent  all  over,  as  in  Case  I.  The  lower  fibroid  was  about  the  size 
of  a  closed  fist.  It  was  submucous,  and  1  could  easily  have  shelled 
it  out,  but  decided  to  leave  it.  It  was  remarkable  that  it  had  not 
obstructed  the  descent  of  the  head.  The  upper  tumour  was  a  sub- 
serous one»     There  was  very  little  loss  of  blood. 

The  patient  made  a  good  recover}%  She  was  quite  unaware  of  the 
presence  of  the  tumours. 

15—2 
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Case  III. — Mrs.  H.,  6-para,  aged  thirty-six.  This  patient 
sent  into  the  hospital  with  a  history  of  pretty  severe  ante-partum 
hfcmorrhage.  The  bleeding  had  commenced  in  the  morning,  and  had 
continued  more  or  less  throughout  the  day.  She  had  evidently  lost 
a  good  deal  of  blood.  Her  pulse  was  144,  and  the  temperature 
V*7*2°  F.     The  cord  was  prolapsed  and  pulseless. 

On  examining  her  I  found  the  cervix  dilated  and  the  head  partially 
engaged.  To  the  right  and  behind  the  cervix  there  was  a  flattened- 
out  tumour  partially  blocking  the  passage.  It  felt  very  like  a  fibroid 
in  the  lower  part  of  the  posterior  wall  of  the  uterus,  but  it  might 
possibly  have  been  a  dermoid  of  the  ovary.  Delivery  was  effected 
by  forceps  after  perfoiaticn.  If  the  child  had  been  alive,  I  might 
possibly  have  delivered  it  with  forceps.  A  hot  douche  checked  all 
bleeding.  She  was  stimulated  with  strychnine  hypodermically. 
She  made  a  good  recovery'. 

Case  IV. — Mrs.  M..  9-para,  aged  forty-three,  full  time,  was  sent 
into  hospital  almost  moribund  from  haemorrhage.  The  uterus  was 
tonically  contracted,  and  a  small  subserous  fibroid  was  felt  about  the 
level  of  the  umbilicus.  The  cord  was  prolapsed  and  pulseless.  A 
vaginal  examination  revealed  a  large  fibroid  completely  blocking  the 
cavity  of  the  pelvis.  The  os  was  high  up  and  to  the  front  at  the  level 
of  the  top  of  the  symphysis  pubis.  It  admitted  two  lingers  trans* 
versely. 

The  doctor  who  sent  her  in  had  attended  her  in  all  her  foiraer 
labours,  which  had  been  normal,  but,  so  far  as  we  could  leain»  had  not 
known  of  the  presence  of  the  tumour  until  he  was  called  to  her  at 
the  commencement  of  the  present  labour.  He  had  unfortunately 
not  recognised  the  gravity  of  the  condition  when  he  saw  her 
first,  but  had  ruptured  the  membranes  to  check  the  bleeding. 
This  had  checked  the  bleeding,  but  it  had  allowed  the  cord  to 
prolapse. 

Some  seventeen  years  before  the  patient  had  torn  her  urethra  by 
falling  against  sometiiing.  This  had  been  successfully  repaired. 
iShe  had  a  large  recto-vaginal  fistula,  but  whether  or  not  it  was  the 
result  of  the  same  accident  we  could  not  ascertain.  Her  last  child 
had  been  bom  two  years  before  without  any  difficulty.  Her  periods 
had  been  profuse,  but  she  had  never  flooded.  During  the  present 
pregnancy  she  had  been  under  treatment  for  dropsy.  We  found  a 
considerable  amount  of  albumin  in  her  urine. 

The  case  appeared  utterly  hopeless.  CVaniotomy  was  out  of  the 
question,  so  there  was  no  alternative  but  to  leave  her  to  die  unde- 
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livered,  or  to  do  an  extirpation  or  a  Poiro's  operation,  I  decided 
to  do  the  latter  as  f|iiickly  as  posaible. 

On  opening  the  abdomon,  it  was  impossible  to  get  an  elastic  ligature 
round  the  uterus  before  emptying  it,  so  it  was  incised  and  the  child 
removed.  The  tumour  was  attached  ao  low  down  on  the  posterior 
wall,  and  so  jammed  in  the  pelvis,  that  considerable  difficulty  was 
experienced  in  getting  it  up  and  putting  an  elastic  ligature  round  the 
cervix.  The  tumour  and  uterus  were  cut  away,  and  the  stump, 
clamped  with  a  wire  ecraseur,  was  fixed  in  the  lower  end  of  the  wound 
with  pins.  The  outer  part  of  the  broad  ligaments  had  to  be  stitched. 
About  a  quart  of  normal  saline  solution  was  left  in  the  peritoneal 
cavity.  The  abdominal  wound  was  closed  in  the  usual  way.  She 
stood  the  operation  well,  but  was  sick  for  twenty-four  hours.  Unfor- 
tunately we  could  not  feed  hei  by  the  rectum,  as  the  fistula  prevented 
retention.  She  did  very  well  for  forty  hours,  and  we  were  beginning 
to  have  hopes  of  her  recovery,  when  she  suddenly  collapsed  and  died 
within  an  hour,  apparently  from  delayed  shock.  There  was  no 
hemorrhage. 

I  was  not  surprised  at  the  result,  as  I  scarcely  expected  the  patient 
would  leave  the  operating-table  alive.  Had  we  got  her  for  treatment 
when  labour  first  commenced  there  would  have  been  a  good  chance  to 
save  both  mother  and  child,  but  to  do  such  a  serious  operation  on  an 
almost  pulseless  patient  gave  only  an  exceedingly  faint  hope  of  saving 
her. 

Treatment  in  Labours  Comfdieated  with  Fibroids  of  the  Uterus,- -The 
treatment  to  be  adopted  will  depend  upon  the  situation  and  «ize  of 
the  tumour.  Small  tumours  situated  high  in  the  uterine  wall  will 
not,  as  a  rule,  call  for  any  severer  operation  than  forceps  or  turning. 
Neither  will  large  tumours  in  the  same  situation,  unless  they  have 
grown  downwards  sufficiently  to  partially  or  wholly  obstruct  the  inlet. 
The  difficult  cases  are  those  in  which  the  tumour  or  tumours  are  situ- 
ated low  down,  so  that  they  partially  or  entirely  obstruct  the  brim.  II 
the  tumour  has  a  pedicle  which  will  allow  of  its  being  pushed  out  of 
the  way,  this  may  be  done,  and  delivery  efTected  by  forceps  or  version  ; 
but  if  the  tumour  is  immovable,  one  should  not  attempt  to  deUver  by 
the  natural  passages,  unless  there  is  sufficient  room  to  allow  of  the  pas- 
sage of  the  child  without  much  pressure  being  exerted  on  the  tumour. 
If  the  child  is  dead,  craniotomy  should  be  done,  as  in  Case  III.  In 
that  case,  if  the  child  had  been  alive,  I  might  possibly  have  delivered 
it  with  forceps,  but  there  would  have  been  some  risk  from  pressure. 
Where  it  is  quite  evident  that  the  child  cannot  be  delivered  without 
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exerting  undue  pleasure,  and  the  child  is  still  alive,  an  abdominal 
section  should  be  done,  and  the  uterus  and  tumour  removed  either 
by  Porro's  operation,  total  extirpation,  or  by  supravaginal  amputa- 
tion and  treating  the  stump  extraperitoueally  by  stitching  the 
peritoneum  over  it.  In  cases  of  complete  obstruction,  no  matter 
whether  the  child  be  dead  or  ahve,  the  abdominal  operation  must 
necessarily  be  done. 

When  delivery  is  effected  by  the  natural  passages,  post-partum 
heemorrhage  must  be  guarded  against.  In  two  of  my  cases  the  chorion 
was  completely  adlierent. 

During  the  puerperium  sepsis  may  occur,  and  if  it  does  the  outlook 
for  the  patient  will  be  serioua*  I  am  now  referring  to  cases  w^here 
deliver}^  has  been  by  the  natural  passages.  In  such  a  case  I  would 
be  inclined  to  extirpate  the  uterus  and  tumour  at  the  first  indication 
of  any  serious  septic  absorption. 

Involution  will  occur  in  the  tumour  as  well  as  in  the  uterus. 

Obstruction  from  Tumours  of  tlie  Adueza^—Solid  or 
cystic  tumours  of  the  aduexa  may  obstruct  labour  as  seriously  as 
tumours  of  the  uterus  itself.  The  amount  of  obstruction  will  depend 
upon  the  position,  size,  and  consistence  of  the  mass.  As  cystic 
tumours  are  liable  to  have  more  or  less  of  a  pedicle,  they  are  very  apt 
to  be  pushed  dov^Ti  in  front  of  the  prescutuig  part,  e^specially  when  they 
are  of  a  medium  size.  Twisting  of  the  pedicle  is  liable  to  occur  during 
the  pregnancy,  and  especially  during  labour,  and  this  may  lead  to 
very  serious  results  if  the  tumour  is  not  promptly  removed  before 
necrosis  sets  in.  Ovarian  or  other  tumours  will  interfere  with  the 
first  stage  of  labour  in  the  same  way  as  fibroids  do,  and  if  the  tumour 
is  prolapsed  into  the  jvehis,  it  may  completely  block  the  passage^ 
and  not  only  prevent  dilatation  of  the  cervix,  but  also  the  passage  of 
the  child.  Besides  the  risk  of  twisting  of  the  pedicle,  the  tumour 
may  be  so  injured  l>y  pressure  as  to  afterwards  become  gangrenous ; 
it  may  be  niptured  ;  and  in  a  few  rare  ca^es,  especially  of  dermoids, 
it  has  even  been  forced  through  the  posterior  fornix,  and  expelled  at 
the  time  of  labour. 

Case  l.-^Parovarmn  Cyst. — Mrs.  T,,  1-para,  aged  twenty-five. 
When  first  seen  this  patient  was  well  on  in  the  first  stage  of  labour. 
The  head  was  partially  fixed  in  the  brim.  Immediately  below  the 
promontory  a  flattened-out  cystic  tumour  about  the  size  of  a  smaU 
orange  was  felt.  It  could  be  verj^  distinctly  felt  through  the  rectum. 
It  seemed  to  me  to  be  a  simple  thin-walled  cyst,  probably  a  par- 
ovarian one.    The  obstruction  was  not  very  great,  but  the  cyst  could 
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not  be  pushed  up  past  the  head,  as  it  was  caught  below  the  pramontory. 
As  there  seemed  to  me  to  be  room  for  the  head  to  pass,  I  decided  to 
use  forceps  cautiously.  Keeping  my  finger  against  the  cyst*  I  made 
traction,  and  as  the  head  began  to  advance,  I  suddenly  felt  the  cyst 
rupture.  Delivery  of  a  live  child  was  easily  effected.  The  patient 
did  not  suffer  in  the  least  from  the  sudden  rupture.  She  made  a  good 
recovery. 

I  think  the  result  showed  that  the  diagnosis  of  a  parovarian  cyst 
had  been  correct. 

Case  IL^ — Ovarian  CtjsL — Mrs.  S.,  l-para»  aged  thirty*  was  first  seen 
by  me  in  consultation  when  she  was  eight  months  pregnant.  She 
had  a  tumour  of  the  right  ovary  about  the  size  of  a  large  orange.  It 
had  a  fairly  long  pedicle.  No  inconvenience  had  been  experienced 
from  it  until  a  day  or  two  before  I  saw  her,  when  she  had  been  seized 
with  severe  pain  after  doing  some  heavy  work.  Her  medical  atten- 
dant found  that  the  tumour  had  slipped  down  in  front  of  the  uterus. 
He  was  able  to  push  it  up.  When  I  &aw  her  the  tumour  was  well  up 
and  (juitc  movable.  The  pain  had  lessened  considerably.  It  looked 
as  if  there  had  been  some  twisting  of  the  pedicle,  which  hail  been 
relieved  by  replacing  the  tumour. 

The  question  we  had  to  decide  was  whether  or  not  to  operate.  If 
the  pedicle  was  twisted,  an  operation  was  called  for  at  once  ;  but  as 
there  was  no  increase  in  the  size  of  the  tumour,  and  the  pain  had  almost 
gone,  and  the  temperature  and  pulse  were  normal,  we  decided  to  wait 
and  watch  the  patient  carefully. 

She  went  to  full  time  and  was  easily  delivered  with  forceps,  as  the 
tumour  did  not  obstnict.    She  made  a  good  recovery. 

Case  III. — Suppitralifig  Dermoid  of  the  Left  Ovary,  and  Obstrucli&n 
of  the  Bawds  from  Adhesions, — Mrs.  McC,  aged  thirty- nine,  19-para, 
was  brought  to  hospital  in  a  very  collapsed  and  hopeless  condition. 
She  had  been  in  labour  for  four  days,  and  during  that  time  there 
had  been  no  movement  of  the  bowels.  The  abdomen  had  been 
steadily  increasing  in  size,  and  vomiting  had  been  incessant  for  the 
last  day  or  so. 

She  was  seriously  collapsed,  with  a  very  feeble  pulse  and  an  anxious, 
pinched  expression.  The  abdomen  was  extremely  distended.  No 
tlistinct  tumour  other  than  the  uterus  could  be  felt.  The  vomit  was 
distinctly  faecal  The  os  was  partially  dilated,  and  the  head  pre- 
senting, 

I  dilated  the  cer\dx  manually,  and  delivered  a  dead  child  by  version. 
The  patient  was  very  freely  stimulated  by  means  of  a  large  sahne 
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injection  tinder  the  breast  and  Btrychiiine  h\^odermically.  An  oblong, 
indistinct  swelling  could  now  be  made  out  to  the  left  of  the  uterus, 
but  it  was  inipoaaible  to  say  whether  it  was  a  tumour  or  bowel  distended 
with  faeces,  A  very  large  enema  was  given  as  high  up  into  the  bowel 
as  possible,  but  failed  to  bring  away  any  foces* 

Two  hours  after  delivery  I  opened  the  abdomen.  A  large  number 
of  adhesions  were  found,  and  to  the  left  and  above  the  uterus  an 
oblong  cyst  of  the  left  ovary  was  discovered.  It  was  firmly  attached 
to  the  bowel  by  adhesions.  The  bowel  was  narrowed  for  1  inch  to 
about  one-half  its  lumen.  It  was  very  dark  in  colour.  In  separating 
the  strongest  adliesion,  the  cyst  wait  which  was  very  friable,  gave 
way»  and  foetid  pus  escaped.  When  the  cyst  was  removed  it  was 
found  to  be  a  suppurating  dermoid  of  the  left  ovary.  The  abdomen 
was  well  flushed  with  normal  saline  solution,  and  a  targe  quantity 
of  the  solution  allowed  to  remain  in  the  peritoneal  cavity.  As  the 
bowel  was  patent,  although  narrowed,  it  was  not  touched. 

The  patient  regained  consciousness,  but  never  raUied.  She  died 
six  hours  later.  I  opened  the  wound  after  death  and  removed  the 
couBtricted  bit  of  boweh     It  was  quite  patent. 

We  subsequently  learned  from  the  friends  of  the  patient  that  early 
in  pregnancy  this  tumour  had  been  discovered  at  the  Victoria  Infir- 
mary, and  she  had  been  advised  to  have  it  removed,  but  had  declined* 
Although  the  patient  and  all  her  friends  were  quite  aware  of  the 
presence  of  the  tumour,  for  some  reason  or  other  they  refrained  from 
mentioning  the  fact,  either  to  those  who  saw  the  patient  before  she 
was  sent  into  hospital  or  to  any  of  us  in  the  hospital,  until  after  I 
had  operated.  I  suppose  it  was  the  dread  of  an  operation  which 
had  kept  them  quiet.  If  the  patient  had  been  operated  on  early  in 
labour  she  would  have  had  a  good  chance  of  recovery,  but  it  waa 
utterly  hopeless  after  four  days  of  obstruction  of  the  bowels.  The 
best  time  to  have  dealt  with  this  tumour  was  early  in  pregnancy, 
when  it  was  first  discovered  at  the  Victoria  Infirmar}\ 

It  is  rather  remarkable  that  this  patient  should  have  passed  through 
eighteen  labours  without  any  difficulty,  and  apparently  without  the 
tumour  having  been  discovered.  I  do  not  think  she  had  ever  been 
attended  by  a  medical  man. 

Case  IV.— Mrs.  W.,  7 -para,  aged  thirty* four  years,  was  sent  into 
hospital  by  Dr.  John  Lindsay  on  account  of  a  tumour  obstructing 
labour.  The  labour  had  lasted  seven  hours.  On  examination  we 
found  the  os  was  partly  dilated,  and  the  head  was  at  the  brim.  In 
the  posterior  fornix  there  was  a  tumour  as  large  as  a  fair-9i2ed  orange. 
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It  was  very  tease,  and  had  one  or  two  projecting  nodules  on  it,  but  it 
was  not  quite  hard  enough  for  a  fibroid.  An  ovarian  cyst,  probably 
a  dermoid,  was  diagnosed. 

As  the  tumour  was  fixed  in  the  pelvis,  and  could  not  be  pushed 
above  the  briin»  I  decided  to  remove  it  by  the  abdominal  rout-e.  The 
vaginal  route  might  have  been  selected,  but  I  decided  against  it,  aa 
I  was  quite  sure  there  were  adhesions,  and,  what  was  of  more  con- 
sequence, only  a  part  of  the  tumour  was  below  the  brim.  On  opening 
the  abdomen,  I  found  the  tumour  was  one  of  the  right  ovary,  closely 
adherent  to  the  back  of  the  uterus,  low  down,  and  with  only  a  portion 
of  it  in  the  pelvic  ca\ity.  To  get  it  up  it  was  necessary  to  turn  the 
uterm  out  of  the  abdomen,  and  this  necessitated  a  long  abdominal 
incision.  The  adhesions  were  broken  down  and  the  tumour  removed. 
We  then  returned  the  uterus  into  the  abdomen,  clamped  the  edges 
of  the  abdominal  wound  together,  and  my  resident,  Dr,  Cameron, 
debvered  the  child  with  forceps  in  the  ordinary  way.  The  child 
was  alive.  The  abdomen  was  then  closed  in  layers.  The  patient 
made  an  uninterrupted  recovery. 

The  main  portion  of  the  tumour  was  filled  with  pultaceous  material, 
and  there  were  in  addition  several  small  cysts  with  clear  gelatinous 
contents. 

Treatment  of  Tumours  of  the  Adnexa. — If  the  tumour  is  discovered 
early  in  pregnancy  it  should  be  removed  at  once,  even  although  it 
18  small,  as  the  risk  of  twisting  of  the  pedicle  is  considerable.  If  the 
pedicle  should  become  twisted,  immediate  operation  is  called  for.  If 
the  tumour  is  not  discovered  until  within  a  few  weeks  of  full  time,  I 
should  be  inclined  to  wait  to  full  time,  unless,  of  course,  there  should 
be  a  good  reason  for  operating  at  once.  The  reason  for  this  is  that 
the  abdominal  wound  would  not  have  time  to  become  consolidated 
before  labour  came  on,  and  it  would  probably  peld. 

In  cases  where  full  time  has  been  reached,  and  labour  has  come 
on,  one  must  be  guided  by  much  the  same  principles  as  with  tumours 
of  the  uterus  itself.  If  the  tumour  is  high  up  no  great  difficulty  may 
be  experienced,  but  if  it  is  actually  obstructing,  one  should  try  to 
push  it  up  out  of  the  brim,  so  as  to  allow  of  the  passage  of  the  child. 
If  this  cannot  be  done,  or  if  there  is  likely  to  be  injurious  pressure 
during  delivery,  delivery  should  not  be  attempted  through  the  natural 
passaged  until  the  tumour  has  been  removed  by  abdominal  section. 
Tapping  the  timiour  through  the  vagina  or  abdominal  wall  has  been 
advised,  but  this  is  not  a  proceeding  I  would  care  to  adopt.  With 
a  small  tumour  in  Douglas's  pouch,  the  vaginal  method  of  operation 
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could  be  adopted.  When  the  tumour  has  been  removed,  delivery 
should  be  efEected  through  the  natural  passages. 

In  cases  where  delivery  has  occurred,  and  a  fairly  large  tumour 
is  left,  the  question  of  operating  inunediately,  during  the  puerperium, 
or  some  time  later,  will  have  to  be  settled.  On  the  whole,  I  should 
be  inclined  to  wait  until  the  puerperium  was  over,  unless  there  was 
evidence  of  bruising  of  the  tumour  or  twisting  of  the  pedicle,  when 
immediate  operation  would  be  called  for.  A  sudden  increase  in  the 
size  of  the  tumour,  or  great  pain  in  it,  would  be  urgent  indications  for 
operation. 

Tumours  connected  with  organs  other  than  those  of  the  pelvis 
might  easily  cause  serious  obstruction.  For  instance,  a  movable 
kidney,  or  the  rare  condition  of  a  horseshoe  kidney,  might  easily 
block  the  passage  into  the  brim.  I  have  never  met  with  a  case,  but, 
if  I  should,  I  would  treat  it  by  doing  an  abdominal  section  if  the 
obstruction  could  not  be  pushed  out  of  the  way. 

Hernia  into  Douglas's  Pouch.— The  bowel  is  sometimes 
prolapsed  into  Douglas's  pouch  before  the  presenting  part.  A  softish, 
gurgling,  oblong  mass  will  be  felt. 

It  can  usually  be  pushed  out  of  the  way,  but,  if  not,  delivery  should 
be  hastened  by  artificial  means,  so  as  to  relieve  the  pressure.  In 
pushing  any  obstruction  out  of  the  pelvis,  the  knee-elbow  position 
will  assist  matters,  but  when  the  patient  is  under  chloroform  it  is 
difficult  to  place  her  in  this  position.  The  Trendelenburg  position 
should  then  be  tried. 
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Methods  of  Diagno.'iing  a  C'uiitractt?d  Pc-lvLs — Mea^urBinent  of  a  Contracted 
Pelvis — il<^tliocl  of  increasing  the  Length  of  the  True  Conjugftte  during 
Dt*hvery  (Walcher's  Posifion) — Risks  to  thi?  Mother  during  Pregnancy  and 
labour — Abnormal  Pelvis  (,£quabiliU^r  Juato  Major  PeKU)^'untracted 
Peivia  (.flqimbilik'T  Justo  Minor  Pelvis) — Generally  Contracted  Ri<*kety 
Pelvis  —  Ciuse  —  A  nlero- Posterior  Contraction  —  Flat  Rickety  Peh^is  — 
Diagnosis  of  a  Flat  Pelvis— Mechanism  of  Labour  in  a  Flat  Pehis — 
Forceps  versus  Turning — Injuries  to  the  Skull,  et^.,  during  Dehvcry — Cases 
— The  Pelvis  of  Congenital  rJieloeationA  of  Both  Hiivs — SpHt  Pelvis — Case 
of  Exstrophy  of  Bladder  and  Split  Pelvis— Spondylolisthetic  Pelvis. 

This  is  usually  caused  by  contraction  of  one  or  more  of  the  diameters 
of  the  pelvis,  either  at  the  brim  or  outlet,  or  at  both.  The  contraction 
may  be  from  deformity  of  the  pehds,  or  from  a  tumour.  The  former 
condition  is  much  commoner  than  the  latter. 

The  commonest  form  of  contracted  pelvis  met  with  in  Glasgow 
is  the  flat  and  rickety.  In  the  Maternity  Hospital  fully  10  per  cent, 
of  our  cases  present  this  deformity  in  a  marked  degree,  and  many 
others  slightly. 

Metbods  of  BiagnosiBg  a  Contracted  Pelvis. —Many  of 
the  women  show  Diore  or  less  deformity  of  the  legs,  or  spine,  or  of 
both.  The  arms  may  also  be  deformed,  and  the  forehead  be  heavy 
and  square.  In  most  cases  the  abdomen  will  be  pendulous.  If  a 
primipara  is  observed  to  have  a  pendulous  abdomen,  contraction  of 
the  pelvic  brim  should  be  at  once  suspected.  Deformity  of  the  legs 
or  spine  does  not,  however,  invariably  mean  deformity  of  the  pelvis, 
as  one  occasionally  sees  cases  of  even  marked  deformity  of  these 
without  the  pelvis  being  affected.  Abdominal  palpation  is  a  very 
valuable  method  of  diagnosis,  especially  at  or  near  full  time,  when  the 
head  presents.  The  disproportion  between  the  size  of  the  head  and 
the  brim  of  the  pelvis  can  easily  be  made  out, 
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Measnremeiit  of  a  Contracted  FelTria.  —  The  most 
important  externa!  measurements  are  the  intercristal  and  inter- 
Bpinoua.  These  will  be  found  to  be  abnormal,  but  not  necessarily 
shortened  {in  some  instances,  as  in  flat  ^lelves,  they  may  be  actually 
increased).  In  a  normal  pelvis  the  difference  between  these  two 
diameters  should  be  about  1  inch.  With  a  contracted  pelvis,  especi- 
ally a  flat  one,  this  difference  t^HU  not  exist.  The  intcrspin*>iis  diameter 
will  be  nearly,  or  qiute,  as  gieat  as  the  intercristal  one.  The  external 
conjugate  diameter  is  measured  from  just  below  the  tip  of  the  spine 
of  the  last  lumbar  vertebra  to  tlie  front  of  the  pubis.  As  a  guide  to 
the  length  of  the  true  conjugate  it  is  very  fallacious,  as  it  is  impossible 
to  estimate  how  much  should  be  deducted  for  the  thickness  of  the 
sacrum  behind  and  the  symphysis  in  front.  Oblique  and  transverse 
measurements  are  also  made,  but  thev  are  of  very  little  use.     The 
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Fio.  26,— Measukixg  the  Diaoonal  Cojuitoate  (Fotheeoiu*). 

important  external  measurements  are  the  intercristal  and  interspinoufl 
^i.e.,  the  distance  between  the  widest  points  of  the  iliac  crests,  and 
between  the  anterior  superior  spines.  In  a  normal  pelvis  the  former 
should  be  1  inch  longer  than  the  latter.  A  fair  -  sized  pelvis  would 
give  11  and  10  inches  respectively. 

The  most  important  diameter  of  al!  is  the  di4igonal  conjiigaU,  as 
fiom  it  a  very  accurate  estimate  of  the  true  conjugate  can  be  madd. 
It  is  measured  from  the  centre  of  the  promontory  to  the  lower  edge 
of  the  symphysis.  In  a  normal  pelvis  it  is  J  inch  longer  than  the 
true  conjugate,  but  in  deformed  pelves  J  inch  should  be  allowed, 
on  account  of  the  greater  thickness  and  depth  of  the  symphysis  pubis. 
In  the  living  subject  the  diagonal  conjugate  can  be  easily  measured, 
especially  if  the  patient  is  anaesthetized.  Various  pelvimeters  have 
been  invented  for  taking  the  measurement,  but  none  of  them  are  better 
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than — nor  in  my  estimation  as  good  as— the  fingers.  The  meaaure- 
ment  can  be  taken  vAih  the  patient  lying  either  on  her  back  or  left 
side.  The  fore  and  middle  finger  of  one  hand  are  passed  into  the 
vagina  and  pressed  up  imtil  the  tip  of  the  middle  finger  touches  the 
centre  of  the  promontory.  The  position  of  the  lower  edge  of  the 
symphysis  pubis  is  then  marked  on  the  edge  of  the  hand  with  the  nail 
of  the  forefinger  of  the  other  hand.  The  distance  from  this  point  to 
the  tip  of  the  middle  finger  gives  the  length  of  the  diagonal  conjugate. 
By  subtiacting  \  inch  from  this  in  an  abnormal  pelvis  you  get  a  very 
fair  estimate  of  the  length  of  the  true  conjugate.  In  a  normal  pelvis 
it  ia  difficult  to  reach  the  promontory,  unless  your  fingers  are  excep* 
tionally  long  ;  therefore  in  every  case  in  which  the  promontory  is 
reached  with  ease  some  contraction  is  likely  to  exist.  On  the  other 
hand,  if  you  cannot  reach  it,  you  may  feel  pretty  confident  that  the 
conjugate  is  not  contracted. 

In  some  cases  a  double  promontory  is  met  with,  or  there  may 
be  a  ridge  on  the  sacrum  w^hich  feels  very  like  the  promontory,  so 
care  must  be  taken  to  make  sure  that  you  have  reached  the  centre 
of  the  true  promontory— i.e.,  the  higher  one. 

The  most  accurate  method  of  gauging  the  size  of  the  conjugate  is 
by  passing  the  fingers  or  the  closed  hand  in,  and  rotating  the  hand 
into,  the  conjugate.  If  the  conjugate  will  allow  the  hand  to  pass 
easily,  the  thumb  may  be  placed  by  the  side  of  the  hand  and  the  exact 
size  eatimated.  My  hand  happens  to  be  small,  and  only  measuies 
3  inches  across  the  knuckles,  so  that,  when  I  find  it  will  just  pass,  I 
know  1  have  to  deal  with  a  3 -inch  conjugate.  If  you  know  the  size 
of  your  hand  you  need  no  other  measure.  This  examination  can  only 
be  made  under  chloroform,  and  is  best  done  when  the  os  is  fully 
dilated.     After  delivery  it  is  very  easily  made. 

When  measuring  the  size  of  the  conjugate  one  should  always  explore 
^^  the  shape  of  the  inlet  by  sweeping  the  fingers  round.  One  side  of 
^m^the  pelvis  may  be  found  to  be  quit-e  roomy.  The  size  of  the  arch  of 
^^^Hthe  pubes  should  also  be  estimated,  and  the  curve  of  the  sacrum  and 
^^^^imount  of  projection  and  movability  of  the  coccyx.  The  distance 
^■^  between  the  ischial  tuberosities  should  ako  be  ascertained.  After 
^^kgiome  exf>erience  one  can  very  quickly  form  an  estimate  of  the  size  and 
^^^^hape  of  a  pelvis,  and  the  likelihood  of  difiiculties  arising  during  labour. 

'  Method  of  Increasing  the  length  of  the  True  Con- 

[  Jugate  during  Delivery.— The  sacro -iliac  joints  do  not  admit 

of  much  movement,  but  when  weight  is  applied  to  the  front  of  the 
innominate  bones  they  allow  of  a  certain  amount  of  rotation  of  these 
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ordinar}'  position  to  complete  delivery*  The  gain  of  only  f  inch 
may  not  seem  very  much»  but  when  the  pelvis  is  contracted  it  will 
often  enable  yon  to  deUver  a  Uve  child  when  this  could  not  be 
done  in  the  ordinary  obstetric  position* 

The  pelvis  may  also  be  enlarged  by  the  opening  up  of  the  svm- 
physia  pubis,  either  accidentally  or  by  the  operation  of  symphysi- 
otomy. I  have  only  once  seen  this  happen  accidentally,  in  the 
delivery  of  an  after-coming  head  by  suprapubic  pressure  through  a 
flattened  pelvis. 

Kisks  to  the  Mother  during  Pregnancy  and  Labour. 

— During  pregnancy  the  head  is  prevented  from  sinking  into  the  pelvis, 
and  as  a  consequence  the  uterus  is  high  in  tlie  abdomen.  The  inter- 
abdominal  pressure  is  thus  increased,  and  the  utenis  is  very  liable 
to  deviate  to  one  or  other  side,  or  more  frequently  forwards,  causing 
a  pendulous  abdomen.  The  patient  will  thus  suffer  from  pressure 
symptoms.  During  labour  the  head  may  not  fit  into  the  brim,  so 
the  bag  of  membranes  will  protrude  in  a  sausage  shape  and  rupture 
early,  and  dilatation  be  much  delayed,  or  even  prevented,  if  the  head 
is  unable  to  descend.  If  the  contractions  continue,  the  lower  uterine 
segment  will  thin  out,  and  BandFs  ring  become  apparent.  There  is 
then  great  risk  of  rupture  of  the  uterus*.  If  there  is  room,  the  foetus 
may  ultinmtely  be  expelled,  but  its  head  will  be  excessively  moulded, 
and  the  bones  sometimes  indented  or  fracfcured  by  the  pressure  of 
the  promontory,  while  the  mother's  soft  parts  may  suffer  from  bruising 
and  laceration »  If  the  contraction  is  too  great  to  allow  of  the  passage 
of  the  foetus,  the  uterus  will  either  rupture,  or  the  patient  will  die  of 
exhaustion. 

During  pregnancy  the  risks  to  the  fa^tus  are  not  any  gi  eater 
than  in  an  ordinary  case,  but  during  delivery  they  are  enormously 
increased. 

Abnormal  Feliris  (AS^uabiliter  Jus  to  Major  Pelvis). 
— This  is  not  a  contracted  pelvis,  but  a  uniformly  enlarged  one.  It 
might  be  called  a  giant  pelvis.  The  woman  miiy  not  be  very  tall, 
but  she  will  be  large  framed. 

The  only  effect  this  kind  of  pelvis  has  on  labour  is  to  allow  of  it 
being  quick  and  easy.  A  precipitate  labour  is  more  hkely  to  occur 
with  this  than  with  an  ordinary-sized  pelvis. 

Contracted  Pelvis  (JBquabillter  Juste  Minor  Pelvis). 
— The  justo  minor  pelvis  is  contracted,  but  not  deformed.  It  is  merely 
a  small  pelvis  of  normal  shape.  All  the  diameters  are  equally  con- 
tracted.    In  some  the  contraction  is  very  slight,  and  has  little  effect 
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on  labour,  while  in  others  it  may  be  sufficient  to  rentier  labour  very 
difficult. 

The  patient  may  be  a  small  woman,  but  she  is  not  necessarily  so* 
Many  small  women  have  perfectly  normal  pelves.  The  promontory 
will  be  reached  with  ease,  and  the  diagonal  conjugate  found 
under  4^  inches-  The  transverse  diameters  will  be  smaller  than 
usual. 

Laboui  in  a  justo  minor  pelvis  is  more  difficult  than  in  a  normal 
one.  The  mechanism  of  labour  is  the  same,  only  flexion  must  be  very 
marked,  to  allow  as  small  a  diameter  as  possible  to  pass.  Artificial 
deUvery  will  very  likely  be  necessary.  These  are  typical  cases  for 
forceps.  If  forceps  fail,  and  the  child  is  still  alive,  a  symphysiotomy 
may  be  done.  If  the  child  is  dead  do  a  craniotomy.  Csesarian  section 
will  rarely  be  necessary  unless  the  child  is  very  large.  If  the  head 
fails  to  enter  the  brim,  and  is  evidently  too  large  to  pass,  a  section 
will  he  called  for,  if  the  child  is  aUve,  If  great  difficulty  is  experienced 
in  delivering  the  child  in  the  first  labour,  an  induction  of  labour  should 
be  done  in  subsequent  pregnancies. 

A  Oenerallf  Contracted  Bickety  Pelvis  is  sometimes 
met  with.  The  promontory  will  be  pushed  forward  somewhat,  so 
the  conjugate  diameter  mil  be  shortened,  but  there  will  not  be  the 
lengthening  of  the  transverse  diameter  which  is  characteristic  of  a 
true  flattened  pelvis.  The  development  of  the  pelvis  has  been  inter- 
fered with  by  rickets,  but  the  softening  of  the  boues  has  not  been 
sufficient  to  allow  of  great  fiattening  of  the  pehas. 

Case. — Mrs,  McC,  fl-para,  aged  twenty- nine  years,  conjugate 
vera,  .*i  inches  ;  transverse  at  brim,  3J  inches. 

This  patient »  who  showed  indications  of  rickets,  had  had  induction 
of  premature  labour  done  three  times,  the  last  two  times  by  myself. 
The  first  time  I  had  done  induction  I  had  delivered  her  of  a  live  child 
with  forceps.  The  delivery  was  very  difficult,  and  ihe  frontal  bone 
was  deeply  indented  by  the  promontory.  The  child  lived  for  twelve 
months,  and  then  died  of  tubercular  meningitis.  The  second  time 
the  child  only  hved  a  few  hours.  Its  skull  had  evidently  been  frac- 
tured. In  her  first  induction  the  child  had  been  lost.  In  this  sixth 
pregnancy  I  ad\4sed  her  to  w*ait  to  full  time  and  have  C^sarian 
section.  She  consented,  but  the  labour  came  nn  nearly  a  month  before 
full  time. 

When  she  sent  for  me  1  found  she  had  been  in  labour  a  considerable.! 
time.     The  os  was  fully  dilated,  the  membranes  niptured,  the  head 
extremely  flexed^  moulded  to  an  extraordinary  degree,  and  engaged 
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in  the  brim.  I  kad  her  at  onre  removed  to  hospital,  and  after  a  careful 
examination  I  determined  to  deliver  with  forceps. 

The  head  so  tilled  the  brim  that  I  had  considerable  difficulty  in 
getting  the  blades  of  the  instnuuent  in.  Delivery  was  effected  in 
the  Waleher  position.  The  child,  a  male,  was  alive,  and  weighed 
7  pounds.  It  did  well.  The  head  was  tremendously  elongated  in 
the  occipito-frontal  tliameter.  There  was  no  depression  of  the  skulL 
The  mother  made  a  good  rei-overy. 

Antero-posterior  Contraction— Flat  Rickety  Pelids. 

—  In  this  condition  the  pelvis  is  flattened  from  before  backwards — i.e., 
the  promontory  is  pushed  for^^artls-  and  the  pubis  backwank.  The 
conjugate  diameter  at  the  brim  is  decreased,  while  the  transverse 
one  is  increased.  The  briiii  is  kidney -shaped,  ajid  its  inclination  is 
increased.     The  iliac  bone^  are  thickened  and  flattened  oat,  so  that 


Flo,  27.— Flat  Rickety  Pelvis  ( FoTttEROiLL)* 

the  interspinous  diameter,  instead  of  being  an  inch  shorter  than  the 
intercristab  is  equal  to  it,  or  even  greater*  The  sacrum  is  flatter  than 
in  an  ordinary  pelvis,  the  isclual  tuberosities  farther  apart,  and  the 
pubic  arch  is  wider.  The  outlet  i^  therefore  increased  in  size.  The 
contraction  lies  at  the  brim  in  the  antero-posterior  diameter,  and  it 
ia  there  difficulty  arises.  Let  the  head  once  pass  the  brim  and  there 
will  be  no  difficulty  at  the  outlet. 

In  the  great  majority  of  cases  flattening  of  the  pelvis  is  due  to  rickets 
in  infancy,  but  occasionally  a  non-rachitic  flat  pehds  is  seen,  due  to 
some  peculiarity  in  development,  as  no  trace  of  rickets  or  other  disease 
can  be  found.  As  alrea*ly  stated,  we  sometimes  have  more  or  less 
flattening  from  rickets  in  a  generally  contracted  pelvis. 
Rickets  is  a  disease  of  the  first  and  second  years  of  life.  The  carti- 
ginous  elements  from  which  the  bones  are  developed  grow  rapidly, 
but  at  first  there  is  a  want  of  deposition  of  the  mineral  constituents* 
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and  the  bones  remain  very  soft»  and  any  mechanical  force  applied  to 
them  will  cause  bending.  This  is  quite  evident  in  the  arms,  legs, 
and  spine,  but  the  sam^  thing  happens  in  the  pelvis.  The  weight  of 
the  body  is  transmitted  as  a  downward  force  along  a  line  which  passes 
through  the  promontory  of  the  sacrum.  The  force  is  transmitted  from 
the  sacmm  to  the  pelvis,  and  then  to  the  ground  through  the  acetahula 


Flu.  2>l.— Deformity  from  Rickkts.     Flat  Pelvis:  Cjb&aeiav  Section. 

and  lega  in  standing  or  walking,  or  through  the  ischial  tuberosities  in 
sitting.  Whik*  the  child  is  sitting,  the  downward  force  is  partly  spent 
in  acting  in  the  piano  of  the  brim,  and  this  tends  to  force  the  promon- 
tory forwards — t.c,,  to  shorten  the  brim  antero-posteriorly,  and  neces- 
sarily to  widen  it  transversely.  In  the  same  way,  sitting  tends  to  widen 
the  outlet.  In  standing,  the  upward  pressure  through  the  acetabula 
trends  to  forc-e  the  aides  of  the  pelvis  inwards,  and  thus  to  narrow  it 
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Blagnosls  of  a  Flat  PelviSt— In  most  flat  cases  the  patient 
will  show  indication  of  rickets,  in  deformity  of  the  limbs,  etc.^  and  the 
abdomen  \nll  be  very  prominent.  The  iliac  crests  will  be  felt  to  be 
thicker  and  less  curved  than  usual.  The  intercristal  and  interspinous 
diameters  will  be  found  to  be  nearly  the  same  lenjrth.  The  head, 
if  it  presents,  will  be  felt  lying  free  above  the  brim,  and  if  there  is 
much  contraction  it  v\^ll  overlap  the  top  of  the  symphysis*  On  making 
a  vaginal  examination,  the  promontory  will  be  reached  with  ease, 
and  the  preacnling  part  will  be  found  lying  above  the  brim.  If  it  is 
the  head,  it  will  usually  be  King  transversely,  with  the  anterior  and 
posterior  fontanelles  on  nearly  the  same  level  and  the  sagittal  suture 
in  the  transverse  diameter  of  the  pelvis,  either  near  the  symphysis  or 
the  promontory,  according  to  which  parietal  bone  is  presenting. 
The  membranes  are  liable  to  protrude  in  a  sausage  shape  and  to 
rupture  early. 

Prognosis, — This  will  depend  upon  the  amount  of  contraction,  the 
relative  size  of  the  head,  and  the  way  in  which  it  presents.  If  it  is  a 
case  in  which  natural  eflforts  can  finish  tlie  labour  in  a  reasonalile  time 
the  risks  should  not  be  very  great.  On  the  other  hand,  if  artificial 
interference  is  reqidred,  the  risk  to  the  mother  will  be  considerably 
increased,  and  may  leave  little  or  no  hope  for  the  child,  who  is  doomed,  j 
if  a  destnictive  operation  be  required. 

Mechanism  of  Labour  in  a  Plat  Pelvis.— This  diflers 
somewhat  from  that  in  an  ordinary  pelvis.  Tiie  head  usually  presents 
with  the  occi  pi  to-frontal  diameter  in  the  transverse  of  the  pehds.  The 
head  is  not  flexed,  so  the  anterior  and  posterior  fontanelles  are  on  a 
leveL  It  is  here  we  see  the  typical  parietal  presentations  mentioned 
on  p.  278.  The  anterior  parietal  presentation  is  the  most  usual  one 
(Figs.  30  and  31),  The  sagittal  suture  will  be  felt  running  trans* 
versely  aeross  the  pehds  near  the  promontory.  When  the  posterior 
parietal  presents,  the  sagittal  suture  will  be  felt  near  the  symphysis 
(Pigs.  32  and  33),  The  biparietal  diameter  of  the  head  lies  in  the 
conjugate,  but  this  is  the  longest  transverse  diameter  of  the  head 
in  the  shortest  liiameter  of  the  peUds.  To  l:»ring  the  bitem|K>ral  or 
shortest  diameter  of  the  head  into  the  conjugate,  the  fore  part  of  the 
head  dips  a  little,  or  extends  slightly,  and  the  head  slips  towards  its 
occipital  end.  This  is  caused  by  the  wedge  shape  of  the  head.  If 
it  is  an  anterior  parietal  presentation,  the  sagittal  suture  will  be  felt 
to  pass  nearer  the  promontory  than  it  was  when  labour  began,  and  the. 
parietal  bone  will  be  felt  coming  lower  in  the  pelvis.  When  it  ha 
advanced  a  certain  distance  it  becomes  pivoted,  as  it  were,  on  the 
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tiysifl,  and  the  posterior  side  of  the  head  ig  gradually  driven 
Toimd  the  promoatory.  The  sagittal  suture  will  now  be  felt 
to  come  forwards.  A  groove  or  depreasioa  may  be  formed  by  the 
promontory  as  the  posterior  aide  of  the  head  rounds  it.  When  the 
posterior  parietal  presents  it  passes  down  into  the  pelvis,  the  sagittal 
suture  travelling  towards  the  symphysis,  and  it  gets  pivoted  on  the 


Fio.  BO. — Antkhior  Parietal  Prksentation  (fbom  Below), 

promontory,  and  the  anterior  side  of  the  head  is  driven  round  the 
ftjTnphyais,  the  sagittal  suture  now  passing  towards  the  centre  of  the 
pelvis.  The  posterior  side  of  the  head  may  be  indented  by  the  pro- 
montory. 

The  rounding  of  the  symphysis  is  much  more  difficult  than  that  of 
the  promontory,  because  the  zone  of  resistance  is  greater,  nearly  the 


Fio.  31.— Antkriok  Tarietal  Presentation  (Side  View>. 


whole  of  the  anterior  side  of  the  head  being  in  contact  with  the  anterior 
wall  of  the  peKns,  while  in  the  other  case  the  only  part  of  the  head 
which  is  resisted  is  that  which  is  in  contact  wth  the  promontory. 

These  backrward  and  foiwaid  movements  of  the  head  are  similar 
to  the  movements  of  a  cork  when  it  is  drawn  from  the  neck  of  a  bottle 
with  the  lingers,  especially  if  you  hold  the  bottle  upside  down*  To 
imitate  the  movements  in  an  anterior  parietal  presentation,  first  push 
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the  cork  away  from  you  ;  this  brings  the  anterior  side  of  the  cork 
down  a  little,  and  represents  the  dipping  of  the  anterior  parietal  bone 
into  the  pelvis.  Next  draw  the  cork  towards  you,  and  the  posterior 
side  advances,  the  anterior  one  pivoting  on  the  mouth  of  the  bottle  ; 
this  imitates  the  rounding  of  the  promoutory  by  the  posterior  side  of 
the  head.  To  imitate  the  movements  in  the  posterior  parietal  presenta- 
tion it  will  only  be  necessary  to  reverse  them,  pulling  the  cork  toward 
you  first,  and  pusMng  it  away  from  you  last. 


Fm.    32. — POSTKRIOB    PaHIKTAL    rHESENTATION    (FROM    BeLOW). 

After  the  head  has  passed  the  brim  the  meclmnism  becomes  much 
the  same  as  in  an  ordinary  pelvis.  A  certain  amount  of  tJexion  will 
occur,  and  internal  lotation  of  the  occiput  forwards,  and  extension. 
As  the  outlet  is  eulmged.  the  head  will  escape  easily  ;  but,  as  the  sacnun 
is  straighter  than  usual,  the  perineum  may  easily  be  toni. 

The  anterior  parietal  presentation  is  a  much  more  favourable  one 
than  the  posterior.     Fortunately  it  is  the  commoner  of  the  two. 


Fig,  89.— PosTBEioR  Parietal  Prejjf^tatiok  (Side  View), 


In  the  non-rachitic  flat  peKis,  where  the  transverse  diameter  of 
the  pelvis  is  somewhat  lessened,  the  head  cannot  extend  or  slip  towards 
its  occipital  end  ;  it  becomes  extreuiel}-  flexed,  and  passes  down,  as 
in  a  generally  contracted  pelvis.  The  posterior  parietal  bone  will 
be  grooved  in  a  more  or  less  longitudinal  direction  as  it  passed  the 
piomontory. 
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Treatment. — This  will  depend  upon  the  amount  of  contiaetion  and 
the  relative  size  of  the  child's  head.  If  the  true  conjugate  is  2 J  inches 
or  less,  there  will  be  little  hope  of  getting  a  hve  child  through  unless 
the  head  m  ver)^  sinalL  If  the  child  is  ahve,  Ciesarian  section  should 
be  done  as  soon  as  the  os  is  dilated  sufficiently  to  admit  a  finger.  If 
the  conjugate  is  under  2  inches  Caesarian  section  should  be  done,  even 
if  the  child  is  dead,  unless,  indeed,  it  is  macerated.  If  the  conjugate 
is  from  3  inches  to  *H  inches,  and  the  head  is  not  very  large,  delivery 
of  a  hve  child  may  be  possible,  either  by  forceps  or  turning,  placing  the 
patient  in  the  Walcher  position  while  bringing  the  head  through  tin* 
brim.  Symjihysiotomy  is  a  very  suitable  operation  in  such  easels. 
If  the  child  is  dead  craniotomy  should  be  done.  At  the  present  day 
one  is  rarely  justified  in  doing  craniotomy  on  a  live  child,  unless  there 
are  strong  reasons  against  either  C'iesarian  section  or  symphysiotomy. 

When  the  case  is  first  seen  one  should  decide  as  soon  as  possible  o?i 
the  method  of  delivery.  If  it  is  to  be  Caesarian  section  the  sooner 
it  is  done  the  better,  before  the  woman  becomes  exhausted.  li  the 
case  be  under  observation,  I  would  do  the  operation  before  the  actual 
pains  set  in — i.e.,  as  soon  as  the  cer\'i.x  is  taken  up  and  the  os  will 
admit  a  finger.  If  it  is  decided  to  deliver  through  the  natural  passages, 
the  membranes  should  be  preserved  as  long  as  possible.  If  they 
rupture  early,  as  they  are  apt  to  do,  dilatation  will  be  hindered,  and 
in  many  c^ses  will  have  to  be  done  artificially,  either  manually  or  by 
the  use  of  Champetier  de  Ribes'  or  Barnes'  bags.  The  bags  are 
most  uaefid  in  these  cases,  as  they  retain  a  certain  amount  of  the  Uquor 
amnii  in  the  uterus.  The  second  stage  should  be  allowed  to  go  ou 
for  several  hours,  if  there  is  a  chance  of  the  labour  being  finished  by 
natural  efforts,  or  if  you  have  decided  to  use  forceps.  The  patient* 
however,  must  be  watched  carefully,  especially  if  the  pains  are  strong, 
and  on  the  first  indication  of  thiiming  out  of  the  lower  uterine  segment 
and  the  appearance  of  Bandl's  ring,  steps  must  at  once  be  taken  to 
deliver  by  forceps,  symphysiotomy,  or  craniotomy^  but  never  by 
version.  If  version  is  decided  upon,  it  should  be  done  at  the  beginning 
of  the  second  stage,  and  never  when  the  uterus  is  firmly  retracted 
round  the  child. 

Hqw  to  tejst  the  Size  of  the  Head  relative  fo  the  Size  of  the  Brim  of 
the  Pelvic. — The  size  of  the  brim  of  the  pelvis  can  be  very  easily 
estimated  by  the  methods  already  described,  but  how  are  we  to 
estimate  the  size  of  the  head  ?  A  cephalometer  has  been  devised  by 
Penet  for  this  purpose.  It  can  only  be  applied  to  the  head  through 
the  abdominal  wall,  and  the  only  diameter  of  the  head  which  can  be 
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measured  in  this  way  is  the  occipi  to -frontal  one,  a  diameter  which  ia, 
of  very  little  importance.     The  important  diameter  for  one  to  estimat 
in  a  flat  pelvis  is  the  bi parietal,  and  it  cannot   be  measured  by  a 
cephalo meter.      It  has  been  shown  that  the  biparietal  diameter  15 
approximately   1  inch  shorter  than  the  occipi  to-frontal,  but  this  ia 
only  an  approximation.     The  best  method  of  jndgiiig  whether  or  not 
the  head  will  pass  through  the  brim  is  by  actually  testing  how  far  it . 
can  be  made  to  engage.     By  this  method  you  are  also  able  to  estimat 
whether  or  not  the  head  is  likely  to  mould  much.     We  have  used  it 
for  some  time  in  the  Maternity  Hospital,  and  it  has  recently  been 
described  by  Dr.  Munro  Kerr. 

It  can  be  done  without  anaesthetizing'  the  patient,  but  it  is  better 
to  have  her  under  chlorofoim.  If  the  head  is  not  presenting  it  should 
be  manipulated  into  the  brim  by  external  version.  With  the  patient 
in  the  Uthotoray  position,  pass  the  fore  and  middle  fingers  of  the  hand 
into  the  vagina,  and  bring  the  thumb  up  over  the  fiont  of  the  s>Tn- 
physis  pubis  ;  then  grasp  the  head  through  the  aWominal  wall  with 
the  other  hand,  and  press  it  downwards  and  back  wards  into  the 
brim.  By  the  fingers  in  the  vagina  you  will  be  able  to  estimate  the 
amount  of  engagement  and  also  the  hardness  or  softness  of  the  head, 
while  with  the  thumb  over  the  symphysis  you  can  judge  of  the  amount 
of  overlapping  (Fig.  'M),  If  the  head  can  be  pushed  well  into  the 
brim  you  may  be  quite  sure  it  will  come  through.  If,  on  the  other 
hand,  it  cannot  be  made  to  engage,  and  there  is  considerable  over-| 
lappings  dehvery  in  the  ordinary  way  will  be  impossible,  and  you  will 
have  to  decide  whether  a  symphysiotomy  or  a  Ciesarian  section  will 
be  necessary.  Experience  alone  will  enable  you  to  decide  which  of 
these  ojierations  should  be  done. 

Forceps  versus  Tumiiig,— At  one  time  tunaing  was  ahnost 
invariably  done  in  flat  pelves  in  preference  to  delivery  by  forcep 
but  since  axis-traction  instruments  have  come  into  use  they  are^ 
much  more  frequently  used  than  the  older  fonns  were.  There  are 
certain  cases  in  which  turning  will  give  the  beM  chances  of  getting 
a  Uve  child  through,  while  there  aie  others  in  which,  1  believe,  axis* 
ti action  forceps  are  preferable.  If  the  pelvis  is  wider  towards  on 
side  than  the  other,  and  if,  by  turning,  you  can  hnng  the  head  thjougl|| 
that  side,  then  manifestly  turning  is  preferable  to  forceps,  Anteric 
parietal  presentations  are  the  onea  which  are  most  suited  for  forcep 
just  as  they  are  the  ones  in  which  natural  delivery  most  frequently 
occurs.  Posterior  parietal  presentations,  on  the  other  hand,  are  not 
suitable  for  forceps  delivery,  and,  if  possible,  version  should  be  done 
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BS  soon  as  the  os  is  fully  dilated,  and  before  the  uterus  has  retracted 
round  the  child.  In  all  cases  fciie  Walcher  position  should  be  adopted 
while  the  head  is  passing  the  biim.  In  forceps  deliveries,  after  the 
heatl  has  passed  the  brim  the  instrtiments  should  be  taken  off  and 
rejipplied  to  the  sides  of  the  head,  as  the  first  grip  vnU  necessarily 
have  been  antero- posterior  as  regards  the  head.  Care  must  be  taken 
of  the  perineum,  as  it  may  veiy  easily  be  torn.  Antero -posterior 
forceps  have  been  devised  for  these  cases.  The  blades  are  applied 
to  the  sides  of  the  head,  and  lie  ant^ro-post^riorly  in  the  pelvis,  but 


Fio.  34, — Method  of  Te^tinu  the  *Size  cf  the  Head  relative  to  ths 
Size  of  the  Pelvic   Brim, 


1  do  not  tliink  they  are  as  useful  instrHou'Tits  as  the  ordinary  axis* 
traction  ones.  For  one  thing,  it  is  impossible  properly  to  apply  the 
axis- traction  principles  to  them.  They  are  very  powerful  instruments, 
andfmischief  may  be  done  with  them. 

^  Reasons  whf/  Forc€}ts  shotdd  be  used  in  Anterior  atid  Version  in 
Posterior  Parietal  Presentations. — Recall  the  mechanism  of  labour, 
and  you  will  at  once  see  that  in  an  anteric^i  parietal  presentation  the 
action  of  the  forceps  will  exactly  carry  out  the  natural  movement  of 
the  \  head  by  swinging  it  forwards  on  its  pivot  on  the  symphysis, 
thus  bringing  the  posterior  side  past  the  promontory.  On  the  other 
hand,  in  a  posterior  parietal  presentation  the  pivot  is  on  the  sacrum, 
and  the  natural  movement  is  a  backward  swinging  of  the  head,  which 
cannot  be  carried  out  with  the  forceps.    In  fact,  the  forceps  will  carry 
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the  head  in  ihe  opposite  direction*  I  therefore  maintain  that  m 
posteiior  parietal  presentations  version  should  be  done,  if  the  uterus 
13  not  moulded  round  the  child.  If  there  is  any  risk  of  the  uterus 
being  ruptured  by  the  operation,  symphysiotomy  should  be  resorted 
to.  and  this  will  allow  of  deliver)'  by  forceps.  The  two  following 
cases  will  illustrate  the  truth  of  this  contention  ; 

(\\SE  I.— Mrs.  B.,  2-para,  aged  twenty-iiine.  This  patient's  first 
pregnancy  was  a  somewhat  interesting  one.  I  first  saw  her  in  Hm.M> 
at  the  seventh  month,  and  could  not  detect  any  signs  of  fa^tal  life. 
After  examining  her  several  times  I  concluded  the  fcctus  was  dead. 
The  patient  was  ana?mic,  but  beyond  that  her  health  was  good.  She 
was  very  auxious  to  have  the  uteius  emptied,  but  I  strongly  advised 
her  to  wait.  She  went  to  full  time,  and  a  seventh -month,  somewhat 
macerated,  foetus  was  bom  quite  easily.     She  aiade  a  good  lecovery. 

The  present  labour  was  at  full  time.  When  I  was  called  the  mem- 
branes had  ruptured.  The  os  was  about  half  dilated.  The  head, 
which  was  large,  lay  above  the  brim  transversely,  the  occiput  towards 
the  left,  and  with  the  sagittal  suture  in  front  of  the  centre  of  the  pelvis, 
near  the  symphysis.  The  two  fontanel les  lay  on  about  the  same 
level.  It  was  thus  a  typical  posterioi  parietal  presentatiou.  The 
pelvis  was  very  broad  and  slightly  flattened.  The  true  conjugate 
was  barely  4  inches.  An  ordinary -sized  head  should  have  given  no 
difficulty  with  so  large  a  conjugate,  but  it  was  quite  evident  that  the 
head  was  above  the  average  size,  and  after  delivery  this  was  aeen  to 
be  the  case.     The  symphysis  w^as  slightly  overlafjped. 

A^  the  uterus  was  not  retracted  round  the  child,  and  the  fostal  heart 
was  quite  strong.  I  determined  to  wait  for  some  hours  to  allow 
full  dilatation  of  the  os  and  moulding  of  the  head.  Seven  hours"' 
after  the  rupturing  of  the  menibrane.s  the  head  had  not  advanced 
at  all,  although  the  uterine  contractions  had  been  fairly  strong.  As 
the  contractions  were  now  becoming  weaker,  I  determined  to  deliver, 
as  it  was  quite  evident  this  would  not  occur  by  natural  efforts.  Dr. 
Louise  Milrny  kindly  assisted  me. 

As  the  uterus  was  not  retracted  round  the  child,  I  determined  to 
try  first  with  forceps,  and  if  I  failed,  to  do  version.  I  am  very  strongly 
of  opinion  that  version  should  not  be  done  after  failure  vntli  forceps — 
t.*-.,  after  a  lengthy  trial  of  forceps — but  this  case  did  not  come  under 
that  heading,  and  I  was  confident  that  the  patient  would  not  suffer. 

I  applied  a  very  considerable  amount  of  traction,  but,  as  I  expected, 
did  not  advance  the  head  in  the  least.  I  then  removed  the  instru- 
ments and  turned  without  any  difficulty.     Dr,  Mllroy  kept  up  firm 
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suprapubic  pressure,  and  the  arms  were  easily  released.  The  vagina 
was  so  narrow  that  the  perineum  was  ruptured  about  half-way  back 
by  my  hand  in  releasing  the  amis.  The  after-coming  head  was  delivered 
by  traction  and  suprapubic  pressure.  The  child  was  asphyxiated. 
but  began  to  gasp  in  a  minute  or  two,  and  did  not  require  artilicial 
respiration.  It  was  a  large,  healthy  male,  and  weighed  8 J  pounds.  Its 
head  was  considerably  above  the  average  size,  but  there  was  no  mark 
of  the  promontory  upon  it.  The  perineum  was  stitched,  and  healed 
completely.     The  patient  made  a  good  recovery. 

Case  II. — Mrs.  B.,  T-para,  aged  thirty-eight.  Diagonal  conjugate, 
4  inches  ;  tnie  conjugate,  3 J  inches.  I  had  alteuded  this  patient  in 
three  previous  confinements.  The  first  was  at  full  time,  breech  presen- 
tation. The  child  was  born  alive,  but  with  a  deep  indentation  of  the 
temple.  The  next  two  dehveries  were  by  induction  of  premature 
labour  at  the  eighth  month,  and  these  deliveries  were  very  difficult. 
She  had  sufTered  so  much  at  her  deliveries  that  it  was  thought  advis- 
able to  do  Caesarian  section  and  sterilize  her.  Labour,  however, 
came  on  at  the  end  of  the  eighth  month  by  the  rupturing  of  the  mem- 
branes. On  admission  the  foetal  heart  could  be  heard  to  the  left  and 
below  the  umbilicus,  and  the  head  was  lying  free  above  the  brim. 
The  08  was  partially  dilated,  and  there  was  a  free  discharge  of  hhud 
A  careful  examination  revealed  a  marginal  placenta  pne\ia.  As  the 
patient  had  not  reached  full  time,  and  as  the  head  did  not  markedly 
overlap  the  symphysis  pubis,  1  decided  to  deliver  through  the  natural 
passages.  The  os  was  at  once  completely  dilated  by  means  of  the 
fingers  and  forceps  applied.  The  head  lay  in  the  transverse  diameter 
of  the  pelvis,  but  it  was  impossible  to  say  which  parietal  bone  would 
first  enter  the  brim.  Traction  was  applied  in  the  Walcher  position, 
and  the  head  made  to  engage,  but  it  would  not  pass  the  brim.  The 
forceps  were  removed,  and  I  found  the  presentation  was  a  ty|:»ical 
p*3sterior  parietal  one.  As  the  uterus  was  not  retracted  round  the 
child,  version  was  easily  accomplished.  The  after-coming  head  was 
delivered  by  supiapubic  pressure  and  traction  without  any  difficulty. 
The  child,  a  female,  was  alive,  and  weighed  7  pounds.  Both  mother 
and  child  did  well.  The  mother  was  much  disappointed  that  Caesarian 
section  and  sterilization  had  not  been  done. 
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Injuries  to  the  Skull,  etc,  during  Deuvery. 

If  there  has  been  much  difficulty  in  delivering  the  head,  the  portion 
of  the  skull  which  lay  against  the  promontory  will  probably  be  found 
to  have  an  indentation.     This  may  be  a  spoon-shaped  depression, 
or   an    ordinary   depreaaed    free  tore.     The   spoon -shaped   depressions* 
usually  rise  of  themselves  in  a  short  time,  but  they  can  be  elevated 
at  once  by  conipressing  the  head  antero-posteriorly.     This  should  be. 
done  at  once  to  lelieve  pressure  upon  the  brain.     If  it  is  a  depressed ' 
fracture  it  cannot  be  raised  in  this  way.     The  brain  may  be  lacerated, 
and  this  will  probably  cause  the  child's  death.     Immediate  elevatioa 
by  cutting  down  and  inserting  a  probe  or  periosteum  elevator  under* 
the  bone,  above  the  dura  mater,  has  been  done  successfully  in  a 
number  of  cases  (see  case,  p.   D30)*      It  should  be  done  w^ith  strict 
aseptic  precautions*     Wliere  the  child  shows  diHiculty  of  breatlung, 
elevation  of  the  bone  usually  relievea  it  very  quickly.     In  some  cases 
there  may  be  no  injury  to  the  skull,  but  meningeal  hiemorrhages,  or 
haemorrhages  into  the  brain  substance,  may  cause  the  death  of  the 
child.     These  occur  more  frequently  when  the  head  has  come  last. 
If  the  child  recovers  ib  may  develop  imbecility.     It  is  difficult  to  aajg 
how  ofteu  indvecility  may  be  traced  to  injury  during  birth,  but  1  hav6i 
certainly  seen  it  follow^  in  a  marked  degree  in  one  case,  and  in  a  leaser 
degree  in  anotlier.     In  the  first  case  the  delivery  was  by  the  breecU,.- 
There  was  great  difficulty  in  resuscitating  the  child,  and  he  then  began 
to  have  convulsions,  which  continued  for  thirty^six  hours.     These 
weie  finally  cheeked  after  small  doses  of  chloral  hydiate  had  beenj 
repeated  every  fifteen  minutes,  until  he  had  got  15  grains.     He  thenj 
slept  for  three  days,  but  could  be  roused  long  enough  to  swallow 
little  milk.     He  is  now  eight  years  old  and  is  an  imbecile,  able  to  say  a 
few  words  and  to  walk  with  considerable  dilHculty.     The  convulsions 
were  continuous,  and  so  tenible  that  I  persisted  with  the  cldoral  in 
order  to  gtop  them  at  any  risk.     The  second  case  I  delivered  with 
axis-traction  forceps,  after  other  instruments  had  been  tried.     I  waa 
sent  for  to  do  a  craniotomy,  but  managed  to  deliver  the  child  alive. 
He  had  no  convulsions,  but  at  the  age  of  four  he  spoke  with  ilifficulty, 
and  showed  a  certain  amount  of  weakness  in  brain  power.     He  will 
probably  outgrow  the  condition. 

Injury  to  tiie  eye  is  sometimes  caused.  This  may  be  by  the  blade 
of  the  forceps,  or  by  the  promontory  crushing  the  temple  and  fracturing 
through  the  orbital  plate.     The  eye  may  be  completely  enucleated. 
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Opacity  of  the  cornea  sometimes  occurs  irom  the  pressure.  It  may 
render  the  whole  cornea  opaque,  but  in  all  cases  observed  by  me  thero 
has  been  a  linear,  deader  opacity  about  the  centre  of  the  cornea,  usually 
running  up  and  down,  but  occasionally  transversely  (see  Figs.  H2 
and  83,  p.  534).  In  several  cases  I  observed  this  linear  density  imme* 
diately  after  the  birth  of  the  child*  The  condition  is  evidently  causert 
by  pressure*  It  clears  up  to  a  large  extent,  but  the  hnear  opacity  13 
liable  to  remain.  Haemorrhages  may  occur  into  the  anterior  chamber 
of  the  eye,  under  the  retina. or  conjunctiva,  or  even  into  the  optic  nerve. 

With  flat  pelves,  as  with  other  abnormal  ones,  malpresentations 
are  common.  The  most  frequent  malpresentation  is  transverse*  It 
should  be  dealt  with  bv  version,  IjUi  this  should  never  be  attempted 
if  the  uterus  is  retracted  round  the  child,  as  rupture  of  the  uterus  will 
be  caused.  An  embr)nilcia  or  decapitation  should  then  be  done*  If 
the  face  presents  version  should  be  done  early,  but  if  the  face  is  jammed 
in  the  pelvis  forceps  should  be  tried,  and  if  these  fail,  craniotomy* 
The  most  difficult  face  case  I  have  ever  dealt  with  was  in  a  flat  pelvis. 
The  face  was  jammed  in  the  pelvis  transversely.  The  ordinary  ciirved 
instruments  were  of  no  use,  but  I  managed  to  deliver  with  straight  ones. 
Forward  rotation  did  not  occur  until  the  face  was  partially  born.  The 
flattening  ol  the  pelvb  had  prevented  this. 

The  coid  is  very  liable  to  prolapse  in  contracted  pelves.  It 
should  be  dealt  with  in  the  usual  way. 

The  Pelvis  of  Congenital  IHslocation  of  both  Hipa.— 

The  abnormal  position  of  the  heads  of  the  fem</ra  on  the  doraa  ilii 
causes  a  considerable  widening  of  the  pelvis  transversely,  both  at  the 
brim  aiul  outlet.  The  conjugate  will  be  relatively  shortened.  At 
the  outlet  the  tubera  ischii  are  wide  apart  and  the  pubic  angle  much 
mcr  eased. 

If  the  dislocation  is  on  one  side  only,  that  side  of  the  pelvds  will 
be  widened,  and  the  symphysis  be  pulled  a  little  towards  the  same 
side. 

There  is  not  hkely  to  be  any  difficulty  with  the  labour. 

Split  Felirls. — In  this  pelvis  there  is  a  congenital  absence  of 
the  symphysis  pubis,  and  the  bones  are  connected  by  a  fibrous  band. 
The  pressure  of  the  femora  rotates  the  innominate  bones  about  the 
sacrum,  so  that  the  posterior  iliac  spines  approach  each  other.  The 
sacrum  slips  forwards  and  downwards,  and  in  extreme  cases  it  looks 
as  if  the  pelvis  were  inverted.  The  peK^s  is  flattened  and  widened 
much,  as  in  rickets.  It  is  usually  associated  with  extroversion  of 
the  bladder,  and  therefore  pregnancy  is  exceedingly  rare.    The  gap 
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in  front  allows  of  delivery  without  difficulty ,  but  the  perineum  is 
usually  torn. 
Case    of  Exstropliy  of  Bladder   and    Split  Pelvis 

Complicating    Labour.— I    am    imlebted     to    my    Irieiid    Dr; 
James  Adam,  of  Hamilton,  for  the  notes  and  drawings  of  this  ease,* 

*' The  patient  as  I  first  saw  her  in  November,  U»(X),  was  a  well- 
nourished  woman,  aged  twenty-twoj  and  about  five  months  pregnant. 
In  earlier  years  she  had  been  told  by  a  doctor  that  the  extroversion 
might  get  all  right  when  she  was  twenty-one.  She  seems  to  have 
believed  and  acted  on  this — at  any  rate,  she  got  married  at  that  age. 

'*  Examination  of  the  abdomen  showed  the  following  three  struc- 
tures from  above  downwards  : 

"  L  All  umbilical  area  of  about  3  Inches  iu  diameter  covered  by 
thin*  parchment- like  cuticle,  which  hardly  seemed  strong  enough  to 
retain  the  protniding  intestines,  yet  the  hernia  did  not  enlarge. 

''2.  A  vesical  area  inmxediately  adjoining  the  umbilical  area  above, 
of  about  the  same  diameter,  and  extending  below  to  the  tissue  which 
replaced  the  pubic  symphysis.  This  area,  really  a  small  portion  of 
the  posterior  wall  of  the  bladder,  projected  about  1  inch  above  the 
general  surface »  and  shaded  off  at  its  margin  into  the  surrounding 
sldn,  but  at  its  inferioi  and  most  prominent  part  presented  a  thw^ 
excessively  tender  mucous  surface  on  which  the  ureters  opened  abou 
1  inch  apart,  and  from  which  tiny  jets  of  urine  occasionally  spurted 
over  the  parts  below  (there  was  not  a  continuous  forceless  tiickle). 
Gentle  pressure  just  above  the  ureteral  orifices  would  sometimes 
cause  a  spurt,  of  urine,  so  that  evidently  there  was  a  small  ampulla  of 
each  ureter  just  above  its  orifice, 

*'  3.  Below  the  vesical  area,  and  separating  it  from  the  vaginal 
orifice,  was  a  very  firm  fibrous  band  uniting  the  gap  between  the  pubic 
bones.  This  gap  measured  3|  inches.  The  lo%ver  end  of  the  recti 
muscles  seemed  to  be  attached  to  the  bones  and  not  to  fascia,  and 
converged  upward  to  the  middle  line  above  the  umbihcal  area. 

'*  Separating  the  lower  part  of  the  median  area  described  abovsj 
from  the  thighs  were  the  labia  majora.  These  were  large  and  diverged" 
upwards.  Just  inside  them  inferiorly  were  the  enlarged  o&dematous 
nymphap.  The  left  was  specially  (edematous  and  pendulous,  ahiiost 
hanging  between  the  thiglis.  The  vaginal  orifice  was  surrounded  by 
a  soft  fringe  of  mucous  membrane,  and  with  difficulty  admitted  two 
fingers.     The  os  ut«ri  was  within  1  inch  of  the  orifice,  the  anterior 

*  Dr.  Adrtoi  lia**  publiRhe'^l  notes  of  this  cast?  in  the  October  nuruber  (1902) 
of  the  Jourmd  of  Obddrics  and  Oi^nacologtj  of  the  Britinh  Empire, 
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fornbc  being  easily  reached  in  front  of  the  oa,  but  the  posterior  fornix 
lay  much  deeper,  say  2  J  inches.  This  greater  depth  seemed  due  to 
the  perineum  being  larger  and  thicker  than  normal,  for  otherwise  the 
vagina  was  decidedly  short.  I  could  make  out  no  trace  of  the  chtoris* 
The  patient  during  the  day  wore  a  rubber  urinal,  at  night  lay  on  pada. 
Previous  to  conception  menstruation  had  always  been  easy  and 
regular  every  four  weeks.  For  the  greater  part  of  the  last  three 
months  of  pregnancy  she  had  to  be  in  bed,  owing  to  cedema  of  the 
labia  minora  and  threatened  prolapse  of  the  uterus. 

'*  1  was  called  in  to  her  on  March  31,  and  found  decided  ut-erine 
contractions,  but  the  cervical  canal  still  quite  distinct.  The  tempera- 
ture was  103-5^^  F.,  and  had  evidently  been  up  for  some  days  previous, 
as  malaise,  loss  of  appetite,  and  a  feeling  of  feverishness  had  existed 
for  about  a  week*  Also  she  had  had  three  hours  of  uterine  pains  the 
previous  day.  I  gave  her  a  morphia  suppository  ;  the  pains  ceased, 
and  the  patient  slept.  Next  morning,  April  1.  she  felt  fairly  well, 
and  the  temperature  was  liX)'2°  F.,  but  at  4  p.m.  and  D  p.m.  was 
KM"^  F.,  notwithstanding  quinine  and  saloL  Labour  began  at  11  p.m., 
and  at  3  a.m.,  April  2, 1  found  the  membranes  tense  and  protruding 
at  the  vaginal  orifice.  The  long  tough  perineum,  and  possibly  the 
pubic  gap,  caused  the  head  to  pass  unusually  well  forward,  and  a 
healthy  female  child  weighijig  probably  H  pounds  was  soon  born. 
The  anterior  part  of  the  perineum  and  also  the  soft  fringe  round  the 
vaginal  orifice  were  torn.  The  membranes  were  adherent  at  the 
fundus  ;  I  had  twice  to  insert  my  hand  to  remove  them.  For  this 
reason,  and  considering  that  the  bruised,  lacerated  parts  were  con- 
stantly bathed  in  urine,  that  the  patient  had  a  high  temperature,  and 
that  her  mother  and  only  sister  died  in  chiktbed,  T  gave  an  intra-uteiine 
douche  of  weak  carbolic  in  boiled  water,  stitched  the  perineum,  in 
order,  if  possible,  to  cover  the  os,  dusted  with  aristoh  and  applied  a 
bichloride  dressing.  At  11  a.m.  the  temperature  was  1»7'2^  F.,  at 
8  p.m.  101-5^  F. 

*'  The  following  day  (second  of  puerperium)  the  temperature  at 
noon  was  103-3^  F.,  the  parts  round  the  vaginal  orifice  black  and 
sloughy,  the  cervix  presenting  here,  and  its  superficial  parts  slough- 
ing ;  abdomen  distended.  Vaginal  douche  (weak  bichloride),  boric 
wool  substituted  for  the  bichloride  dressing,  salot  and  calomel  inter- 
nally. Third  day  of  puerperium  :  Temperature  at  11  a.m.,  95'5-  F.  ; 
at  9  p.m.,  91) '5°  F.  Bowels  moved  twice,  os  and  cervix  projecting 
about  2  inches  beyond  vaginal  orifice,  and  covered  with  dark  super* 
ficial  slough. 
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"  Ajft^r  this  the  temperature  kept  subnormal,  but  vaginal  douching 
was  continued  till  the  sloughs  separated  about  the  sixth  and  seventh 
days.  For  a  time  the  patient's  chance  seemed  small  :  high  temperature, 
abdomen  distended,  the  thin,  parch meiit-Hke  unibilica!  area  ballooned 
out  with  intestine,  the  margin  of  the  vaginal  orifice  sloughing,  and, 
together  with  the  superficially  sloughing  and  exposed  cer\dx,  being 
constantly  bathed  in  urine.  To  my  surprise,  the  perineal  stitches 
held,  and  the  wound  healed  in  greater  part.  I  failed  to  make  out 
the  exact  cause  of  the  pyrexia,  which  was  even  more  marked  before 
than  after  labour.     Possibly   constipation    which    was  troubiesorae. 


FtO»    35. — EXSTBOPHY  OF   BULDDKB  AND   Sj»LIT  PSLVIS   (AdAM), 

bad  something  to  do  with  it.      For  tliis  reason  salol,  calomel,  and 
saline  purgatives  were  given. 

""  It  is  to  be  noted,  wiiereas  Klein  says  that  in  most  of  the  seven 
labours  complicated  by  exstrophy  of  the  bladder  as  tabulated  by  him 
the  perineum  gave  trouble*  and  required  incision,  there  was  no  need 
for  operative  interference  in  this  case,  although  the  perineum  was 
long  and  tough.  Tlie  suinewhat  small  size  of  the  child  may  account 
for  this.  As  involution  proceeded,  the  cervix  gradually  receded 
till  it  came  to  he  ju?t  at  the  vaginal  orifice.  Prolapse,  of  course, 
now  orcurs  with  the  erect  posture,  but  the  womb  is  easily  kept  up 
by  a  rubber  cup  and  stem  pessary,  which  the  patient  wearg  in  addition 
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to  her  rubber  urinal.  She  was  seen  by  Dr.  R.  H,  Parry  with  a  view 
to  operation  for  the  extroversion,  but  this  she  in  the  meantime 
declines. 

"  A  photograph  was  taken  on  the  fifth  day,  from  which,  and  from 
an  examination  of  the  patient,  at  much  trouble  to  himself,  my  friend 
Dr.  John  Lindsay,  of  Glasgow,  has  made  the  accompanying  excellent 
drawings." 

SpondrloUstbatic  Pelvis.— In  this  condition  the  last  lumbar 
vertebra  has  partly  shpped  down  in  front  of  the  promontory,  and 
thus  partially  blocks  the  brim.  This  may  be  the  result  of  sudden 
or  continued  strain,  when  the  body  of  the  last  lumbar  vertebra  has 
not  ossified  properly,  or  has  become   weakened  by  caries.     If  the 


-tipp»»tk*i«i  *•*«, 


-Vtb.h^i    ^f& 


r 


Tio*  36.— Exstrophy  of  Bladder  and  Split  pELvrs: 

IN  Outline  (Adam). 
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last  lumbar  vertebra  is  defective,  and  the  person  goes  about,  and 
especially  if  she  attempts  to  do  heavy  work,  the  downward  pressure 
will  cause  the  body  to  sUp  forwards  gradually,  or  suddenly.  The  body 
of  the  vertebra  forms  a  bhmt  wedge,  with  its  frase  in  the  brim  of  the 
pelvis.  It  becomes  ossified  in  its  new  position,  and  the  new  bone 
formation  further  blocks  the  rim. 

The  effect  upon  the  sacrum  is  to  displace  its  upper  part  backwards, 
and  bring  the  lower  part-  and  the  coccyx  forwards.  The  backward 
presatire  of  the  sacrum  separates  the  iliac  bones,  and  widens  the 
dist-ance  between  the  posterior  superior  iliac  spines.  The  inclina- 
tion of  the  pelvis  to  the  horizon  is  diminished,  and  increased  strain 
is  thrown  upon  the  ilio  •  femoral  hgaments,  and  the  upper  part  of 
each  innominate  bone  is  pulled  outwards,  while  the  lower  part  goes 
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inwards.  The  transverse  diameter  of  the  pelvis  is  thus  widened  at 
the  brim  and  narrowed  at  the  outlet.  At  the  brim  the  conjugate 
is  lessened  and  the  transverse  increased,  while  at  the  outlet  the  cod- 
jugate  and  transverse  are  both  lessened. 

The  patient's  body  is  deformed.  The  spine  is  shortened,  aud 
there  is  great  lordosis.  In  a  bad  case  the  lower  ribs  will  be  found 
sunk  into  the  false  pelvis.  The  patient  walks  with  very  short  steps, 
and  the  feet  are  slightly  inverted. 

Diatjnmis. — From  the  history  and  external  appearance  of  the 
woman  one  may  form  a  pretty  accurate  notion  of  the  deformity. 
A  vafpnal  examinaHon  will  reveal  that  the  conjugate  at  the  biim 
is  narrowed  by  the  prijjecting  forwards  of  the  last  lumbar  vertebra.^ 


FtG.    37.— SpONliYLOLISTUETIC    P  ELY  IS   (FoTHERuriX). 


This  false  promontory  will  be  very  easily  reached.  At  the  outlet 
the  ischial  tuberosities  will  be  foimd  closer  together  than  in  a  normal 
pelvis,  and  the  sacrum  and  coccyx  will  project  well  forwards.  The 
condition  at  the  outlet  is  the  same  as  that  found  in  a  kyphotic  pelvis. 

Prognosw. — It  is  a  more  serious  dcfcimity  than  a  flat  pelvis  with 
an  equal  contraction  at  the  brim,  because  the  outlet  is  also  contracted. 

Treatment, — This  depends  upon  the  degree  of  deformity,  which  can 
be  estimated  by  the  lent^th  of  the  conjugate.  The  shorter  this  ia^' 
the  greater  will  be  the  dcfoimity  at  the  outlet.  Artilicial  delivery 
will,  as  a  rule,  be  requiretL  Much  the  same  methods  have  to  be 
adopted  as  with  flat  pelves,  so  that  the  nilea  already  given  for 
dealin<^  with  the  latter  cases  apply  to  these  also. 
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Compre,^sed  Fetvid— ^rlaLftooateoti  or  O^teomalAcio  Pelvis — ^Pdendo-inalacoateoii 
PeiviH— Transverse  Oontractinti— Kyphotic  Pc4vi8— Robert's  Pelvis — In* 
funtile  Pelvis— Funnel'Shapetl  or  Male  Pelvis— Oblique  Contract!  on  ^Scoli- 
otic Pelvis — Xaegele  Pelvis^ — Coxalgic  Pelviii — tJbstruL'tioQ  from  Tumours 
of  the  Pelvis — Siwrcomatous  Enchoiidroma  of  the  Pelvir?  (Case). 


Compressed  Pelvis. 

Malacosteon  or  Osteomalacic  Pelvis.— (Osteomalacia  is 
a  Jisease  rarely  seea  in  Britain,  Imt  it  is  endemic  in  certain  part^ 
of  Europe  and  in  hot  t^^limates.  It  produreB  extreme  softenmg  of  the 
bones,  and,  as  it  occurs  in  adults,  the  pressure  of  the  body- weight 
and  the  pull  of  the  muscles  will  cause  excessive  deformity  of  the  pelvis. 
When  standing,  the  body-weight  piesses  the  promontory  forwards, 
and  the  upward  pressure  through  the  acetabula  forces  the  sides  of 
the  pelvis  inwards.  When  sitting,  the  pressure  upon  the  ischial 
tuberosities  forces  them  inwards*  and  the  sacrum  doubles  upon  itself. 
The  pubes  give  way  and  bend  inwards  at  the  thin  part  of  the  superior 
rami,  and  the  sides  of  the  arch  also  appioach,  thus  forming  the  rostrum 
or  beak.  In  the  false  pelvis  the  iliac  bones  bend  and  assume  a  scoop 
shape.  The  inlet  of  the  pelvis  assumes  a  Y  or  triradiate  shape,  hence 
the  name  triradiate.  pelvis.  From  the  projection  forwards  of  the 
rostnini,  the  true  conjugate  may  not  be  much,  if  at  all,  shortened, 
but  the  available  portion  of  it. — t.e.,  from  the  back  part  of  the  rostrum 
to  the  promontory ^may  be  exceedingly  short. 

This  description  does  not  apply  to  all  osteomalacic  pelves.  In 
some,  the  doubling-in  process  may  be  much  greater  on  one  side  than 
the  other,  if  the  bones  are  not  symmetrically  softened,  or  if,  for  any 
reason,  greater  weight  be  thrown  *)n  one  side  of  the  pelvis  than  on  the 
other.     In  such  a  case  obUquity  will  be  added  to  the  deformity. 

Diagnmis, — The  disease  is  accompanied  by  severe  pain,  especially 
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m  movement.  The  other  bones  besides  the  pelvis  suffer,  so  the  spine 
bends.  The  patient  suffers  fiora  severe  muscular  cramps,  and  prob- 
ably suffocative  attacks,  short ness  of  breath,  and  cough.  On  making 
an  examination,  the  bones  will  be  found  to  be  tender  and  soft.  The 
deformity  will  be  easily  recognised,  and  it  may  be  possible  to  force 
the  bones  apart  with  the  hand.  In  a  case  where  the  actual  disease 
has  occurred  prior  to  the  pregnancy »  the  bones  may  have  become 
hardened  in  their  abnormal  shape,  and  then  you  caimot  separate  them. 
Trfiflmt-nf. — If  the  disease  is  active  and  the  liones  are  soft,  the 
pelvis  may  be  sufficiently  opened  up  by  the  hand  to  allow  of  delivery, 
and  this  should  be  tried.  If  this  is  impracticable,  an  abdomii] 
section  should  be  done.  If  an  ordinary  C^sarian  section  is  done, ' 
the  ovaries  should  be  removed,  as  this  will  check  the  disease  ;  but 


Fiu.  38. — Malacosteok  Pelvis  (Fotueeoiix). 


it  is  preferable  to  remove  the  uterus  and  ovaries  by  Porro^s  operation,^ 
or  any  of  its  modifications. 

Fseudo-malacosteon  Pelvis,— The  deformity  very  much 
resembles  tliat  of  the  true  malacosteon  pelvis,  but  is  not  so  great. 
It  is  caused  by  pressure  acting  on  the  softened  peKHs.  but  the  softening 
in  this  case  has  been  due  to  late  rickets,  occurring  when  the  child 
was  nmning  about.  The  false  pelvis  \v\\l  show  some  of  the  char- 
acteriBtic!^  of  the  rickety  flat  peKis,  as  the  iliac  bones  will  not  Iw* 
crumpled  in,  but  flattened  out  so  that  the  iliac  spines  will  be  far  apart. 

Trt'Qhnmt, — In  an  extreme  case  Caesarian  section  should  be  done. 
Removal  of  the  ovaries  or  ut-erus  is  not  necessary,  as  the  disease 
would  not  be  benefited.  If  it  is  considered  advisable  to  st-erilize 
the  ]iatient.  the  tubes  should  be  tied  and  cut.  In  slight  cases  dehvery 
may  ht*  ptissible  by  forceps  or  turning*  The  bones  are  quit^  iixed^ 
and  it  will  be  impossible  to  widen  the  passage  as  in  true  malaeosteon. 
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TrANS\T:RSE    CONTRACTIOX. 

Kyphotic  Pelvis.— In  kyphosis,  or  angular  curvaturi?  of  the 
spine,  there  must  be  a  compensatory  curve,  or  the  body  would  fall 
forwards.  When  the  angular  curvature  ia  high  up  iii  the  spine,  the 
compensatory  curve  in  the  lumbar  region  will  cause  great  lordosis. 
This  will  not  alter  the  shape  or  size  of  the  pelvis,  but  it  will  have  an 
adverse  influence  on  labour  by  causing  deviation  of  the  uterine  axis. 
When  the  curvature  is  low  do%vn  a  change  in  the  inclination  of  the 
pelvis  gradually  takes  place,  and  its  shape  is  altered.  The  lower 
lumbar  and  upper  sacral  vertebra?  are  drawn  back,  thus  increasing 
the  conjugate  and  relatively  shortening  the  transverse  diameter. 

The  ihac  bones  are  straightened,  and  the  anterior  superior  spines 
thrown  apart. 

The  true  pelvis  becomes  fuunebshaped.  The  outlet  is  shortened 
antero-posteriorly  by  the  tilting  forwards  of  the  luwer  end  of  the 
sacrum  and  coccyx,  and  markedly  so,  transversely,  by  narrowing 
of  the  pubic  arch  and  turning  in  of  the  ischia.  We  thus  see  that 
the  main  contraction  is  at  the  outlet,  and  it  is  there  the  chief  obstruc- 
tion will  be  met  with  in  delivering. 

Diagnosis. — The  sharp,  angidar  lurvature  of  the  lumbar  spine 
will  suggest  the  condition.  The  promontory  will  be  very  difficult 
to  reach,  but  the  contraction  at  the  outlet  mil  be  easy  to  make  out. 

The  mechanism  of  labour  in  the  upper  part  of  the  pelvis  is  much 
as  in  an  ordinary  pelvis.  The  occiput  may  be  turned  forwards  before 
it  reaches  the  floor  of  the  pelvis,  the  rotation  being  caused  by  the 
bones  of  the  pelvis,  if  the  deformity  is  not  marked,  but  if  there  is 
marked  narrowing  of  the  pubic  arch,  it  cannot  turn  forwards,  as  there 
is  not  room  for  it.  It  then  passes  behind  the  ischial  tuberosities, 
and,  if  it  be  small  enough,  will  be  expelled  in  an  oblique  diameter, 
pressing  strongly  against  the  coccyx,  which  may  be  broken.  The 
perineum  is  very  apt  to  be  torn. 

Treaitnefd,~The  difficulty  will  be  at  the  outlet,  and  forceps  will 
usually  overcome  it.  Turning  is  not  suitable.  If  forceps  fail,  and 
the  child  be  stiU  alive,  symphysiotomy  m^y  be  tried.  Oramotomy 
would,  perhaps,  be  preferable,  and  induction  of  labour  in  subsequent 
pregnancies  is  to  be  recommended.  Except  with  very  extreme 
contraction  at  the  outlet,  Caesarian  section  is  not  necessary. 

Robert's  PelTis. — This  is  an  exceedingly  rare  deformity  of  the 
peKis.  Both  sacro-ihac  joints  are  ankylosed,  and  the  wings  of  the 
ittcmm  are  wanting.    The   iliac    bones   are   straighteT  than  in  an 
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ordinary  pelvis.  The  proMontory  is  pushed  slightly  forwards.  The 
brim  is  thus  markedly  contracted  in  the  tiansverse,  and  slightly  in 
the  conjugate,  diameter*  At  the  outlet  the  tuber  ischii  are  inverted 
and  the  pubic  arch  narrowed. 

Diagnosis. — ^By  external  and  int-ernal  measurements,  the  condition 
can  be  easily  recogniv^ecL 

Treafment, — The  delivery  of  a  hve  child  through  the  natural  passages 
is  impossible,  therefore  Ceesarian  section  should  be  done. 

Infantile  Pelvis,— In  these  cases  the  pelvis  is  long  in  the 
conjugate,  but  narrowed  transversely,  and  funnel-shaped  in  the 
cavity.  The  fcetal  type  has  been  maintained.  The  genital  organs 
will  be  defective  in  development,  so  that  pregnancy  is  not  likely  to 
occur. 


Flu.  39. — Robert's  Pelvis. 


rtinnel- shaped  or  Male  Pelvis. -In  this  form  the  peh-is 
develops  iii  the  shape  of  a  male  pelvis.  .  It  is  deeper  and  somewhat 
nanowed  transversely,  especially  at  the  outlet.  The  sacmm  is 
longer  and  narrower  than  usual,  and  the  promontory  higher.  The 
difference  between  the  diagonal  and  true  conjugate  may  be  an  inch, 
or  even  more. 

Dia^fwsis. — This  can  only  be  made  by  careful  internal  measure- 
ments. The  chief  contraction  will  be  found  at  the  outlet  in  the 
transverse,  and  this  diameter  is  exceedingly  difficult  to  estimate. 

Treatment. — The  chief  difficulty  will  be  at  the  outlet.  Forcepa 
will  generally  overcome  this,  and  if  these  fail  and  the  child  is  alive, 
Bymphysiotomy  can  be  done,  or,  in  the  last  resort,  craniotomy.  In 
flubsefjuent  pregnancies  induction  of  laboyr  will  be  advisable. 
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Oblique  Contr action. 

Scoliotic  Feliris, — Lateral  curvature  of  the  spine  will  cause 
an  oblique  contraction  of  the  pelvis  by  the  greater  part  of  the  body- 
weight  being  thrown  upon  the  side  of  the  pelvis  towards  which  the 
curvature  lies.  This  side  of  the  sac  rum  is  driven  upwards,  and 
the  pressure  upwards  through  the  acetabuhun,  when  the  patient 
stands,  pushes  that  side  of  the  pelvis  inwanls.  The  pubic  sjinphysis 
is  pushed  towards  the  opposite  side.  The  iss^hial  tuberosity  of  the 
contracted  side  is  everted.  The  oblique  diameter,  measured  from 
the  contracted  side  to  the  oi)posite  sacio-iliac  ^oint,  is  considerably 
shortened  at  the  brim.  The  other  oblique  diameter  is  considerably 
larger. 


Fit;.  40.— ScoLto  RACHITIC  Pelvis  (Futueegiix)* 


As  scoliosis  is  generally  associated  with  rickets,  there  is  likely  to 
be  more  fir  less  flattening  of  the  pelvis  aa  well^  giving  the  scoUo* 
racMtic  pelTls. 

Diagnosis, — Lateral  curvature  of  the  spine,  especially  in  a  rickety 
subject,  will  at  once  suggest  the  deformity,  and  an  internal  examina- 
tion will  confirm  the  diagnosis. 

Treatmetif.  —  In  sUght  cases  there  may  be  no  difficulty  in  the 
delivery.  In  some  cases  forceps  miy  succeed,  but,  if  the  deformity 
is  at  all  marked,  Ca?sarian  section  should  be  done.  Induction  of 
labour  may  be  done  in  some  c&ses.    Symphysiotomy  is  not  applicable. 
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Naegele  Pelvis. — This  is  a  typical  obliquely  contracted  pelvis, 
due  to  defective  development  of  one  wing  of  the  sacrum  and  ankylosis 
of  that  sacTo-iliac  joint.  It  is  a  developmental  condition,  and  not 
due  to  disease,  but  a  somewhat  similar  condition  may  be  brought 
about  by  disease  in  infancy,  causing  ankylosis.  It  is  the  same  con- 
dition as  is  found  in  Robert's  pelvis,  but,  in  the  latter,  both  side*  of 
the  sacrum  are  affected  and  the  contraction  is  symmetrical.  The 
weight  being  thrown  upon  the  defective  side  increases  the  deformity. 
The  pubic  symphysis  is  pushed  over  towards  the  sound  side. 

Diagnosis. — The  iliac  crests  will  be  foimd  asymmetrical  and  the 
symphysis  pushed  beyond  the  middle  line.  By  a  careful  internal 
examination  the  asymmetrical  shape  of  the  pelvis  can  be  made  out. 


Fh.;.  41.— Nabgele  Pelvis  (FoTHitBon*L). 

Treaiment. — If  the  head  is  small  it  may  come  through  the  wide 
side  of  the  peKis  much  flexed,  as  in  a  generally  contracted  pelvis,  but 
forceps  are  likely  to  be  required.  Turning  is  not  apphcable,  neither 
is  symphysiotomy.  Embry^ilcia  or  Csesarian  section  should  be  done 
when  the  child  camiot  come  through.  Induction  of  premature  labour 
about  the  seventh  month  may  give  good  results. 

Coxalgic  Pelvis.— Disease  of  the  hip-joint  in  childhood  will 
cause  deformity  of  the  pelvis  by  interfering  with  the  nutrition  of 
the  bones  of  the  diseased  side,  also  by  the  non-use  of  that  leg,  and 
often  dislocation  of  the  fem^ir.  There  may  also  be  a  considerable 
amount  of  new  bone  formation,  encroaching  upon  the  pelvic  canal. 
The  amount  and  nature  of  tlie  deformity  will  depend  upon  the 
severity  of  the  disease  and  the  age  at  which  it  affects  the  patient. 
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Before  attempting  to  deliver,  a  most  careful  estimate  of  the  con- 
dition must,  be  made  by  internal  examination.  It  is  not  sufficient 
to  estimit€  the  conjugate  alone,  but  the  side  corresponding  to  the 
diseased  hip  must  be  very  carefully  exammed. 

Obstruction  from  Tumours  of  the  Felvls.--Varioua 
bony  tumouis  may  affect  the  pelvis  and  cause  serious  obstruction 
to  labour.  These  may  be  simple  or  malignant.  The  simple  may  be 
exostoses,  single  or  multiple ;  m^isses  of  callus*  as  in  cases  of  old- 
standing  hip-joint  disease,  or  after  fractures  of  the  pel\is ;  the  result 
of  rheumatoid  arthritis  ;  or  ossification  of  the  insertions  of  ligaments 
and  tendons.  The  malignint  miy  be  of  a  cancerous  nature,  but, 
more  frequently,  siircomatous. 

The  amount  of  obstruction  will  depend  upon  the  size,  number, 
and  situation  of  the  tumours.  The  brim  is  the  part  most  hable  to 
be  affected.  The  malignant  tumours  are  the  ones  most  likely  to 
cause  serious  obstruction,  as  they  grow  very  rapidly  during  preg- 
nancy. They  may  cause  the  death  of  the  patient  during  pregnancy. 
The  simple  ones  vnll  not  influence  the  pregnancy,  but  they  may 
seriously  affect  the  deUver)\ 

Protjnosis. — With  a  malignant  tumour  the  prognosis  is  hopeless 
for  the  woman.  It  will  at  the  best  be  only  a  question  of  time.  She 
may  hve  some  time  after  delivery,  but  it  cannot  be  long.  With 
simple  ones,  the  ri.sk  to  the  woman  is  much  less. 

Dia^wsis. — This  can  only  be  made  by  careful  exploration  of  the 
pelvis  both  by  the  vagina  and  the  rectum. 

TrealmaU. — If  there  is  room  for  the  child  to  pass,  dehvery  may 
be  effected  by  forceps,  but  if  the  projections  are  at  all  sharp,  one 
must  be  exceedingly  careful,  lest  the  cervix  or  lower  part  of  the  uterus 
be  perforated.  If  there  is  any  risk  of  this,  or  no  room  for  the  child 
to  pas.;,  Caesarian  section  should  be  done,  if  the  child  is  alive,  or 
craniotomy  if  it  is  dead.  Induction  of  labour  may  be  suitable  in 
some  cases. 

Sarcomatous  Enchondroma  of  the  Pelvis.— Mrs.  H,, 

l-para,  aged  twenty-nine,  was  sent  into  hospital  about  the  seventh 
month  of  pregnancy.  Her  healtli  had  been  good  previous  to  con- 
ception, except  that  she  suffered  for  two  years,  particularly  during 
the  winter,  from  pain  of  an  intermittent  character  in  the  back  of 
both  thighs.  She  had  been  married  nine  years,  but  had  never  before 
been  pregnant.  When  three  months  pregnant,  the  pains  in  the  thighs 
became  worse,  and  about  three  months  later  the  right  thigh  began 
to  swell.     With  tlie  onset  of  the  swelling,  the  pain  in  the  right  thigh 
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becaEie  much  more  severe.  The  swelling  of  the  thigh  gradually 
increased  until,  after  six  weeks,  she  had  to  tjike  to  bed.  Since  then 
the  swclJing  had  gone  on  increasing,  and  at  times  the  pain  had  been 
almost  unbearable.  For  some  time  she  had  only  been  able  to  lie 
on  her  left  side,  and  occasionally  on  her  face,  A  pressure  sore  had 
formed  over  the  left  trochanter.  The  patient  had  lost  considerable 
flesh. 

Cmiditum  on  Admissum. ^-l!\ie  patient  was  pale  and  emaciated. 
She  complained  of  severe  pain  in  the  back  of  the  right  thigh  and  in 
the  right  side  of  the  abdomen.  The  right  leg  was  enormously  swollen 
and  oedematous,  more  especially  the  thigh  and  hip.  The  swelling 
extended  up  as  high  as  the  iliac  crest  behind,  and  in  front  it  could  be 
felt  in  the  abdomen  above  the  iliac  crest,  almost  half-way  up  to  the 
umbilicus.  This  swelling  was  quite  distinct  from  the  uterus,  and  was 
ajiparently  attached  to  the  ilium.  It  was  particularly  tender  in  the 
right  inguinal  region.  The  uterus  was  displaced  towards  the  left  aide, 
and  quite  free  from  the  tumour.  The  head  of  the  child  could  be 
palpated,  lying  to  the  left,  just  above  the  pelvis.  The  firtal  heart- 
sounds  were  easily  heard — strong,  but  rather  rapid.  The  labia  were 
free  of  oedema.  On  attempting  to  pass  the  finger  into  the  vagina,  the 
passage  was  found  to  be  obstructed  by  a  hard  globular  mass,  gro\iiiig 
from  the  right  of  the  pelvis.  The  pain  was  so  great  that  an  anaBsthetic 
had  to  be  administered,  to  allow  of  a  thorough  examination.  The 
tumour  w*as  found  to  occupy  the  greater  part  of  the  pelvic  cavity, 
growing  from  the  right  side,  apparently  from  near  the  sacro^iliac 
joint.  The  linger  w^as  with  difficulty  introduced  past  the  mass,  but 
the  cervix  could  not  be  reached.  The  vaginal  mucous  membrane 
was  freely  movable  over  the  mass,  w^hich  at  some  points  was  soft  and 
almost  fluctuant,  and  at  others  quite  hard.  A  rectal  examination 
confirmed  the  observations  made  per  tyaginam.  A  small,  hard  nodule, 
evidently  a  fibroid,  was  made  out  in  the  anterior  uterine  wall  near 
the  fundus.  On  passing  the  catheter,  it  went  in  obliquely  towards 
the  left. 

My  diagfiosis  was,  that  "we  had  to  deal  with  a  sarcomatous  tumour 
springing  from  the  right  side  of  the  pelvis.  It  was  evidently  growing 
very  rapidly.  To  get  an  idea  of  the  rate  of  growth,  we  questioned  the 
husband,  and  he  informed  us  that  he  had  last  had  connection  abottfc 
three  months  ago,  and  that  for  a  month  previous  to  that  he  had 
occasionally  experienced  some  difficulty,  but  never  previous  to  four 
months  ago. 

The  prognosis  was  hopeless  aa  regarda  the  mother.    The  child  waa 
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still  alive,  but,  as  the  pregnaney  had  barely  reached  the  seventh 
month,  it  was  very  doubtful  if  an  immediate  Caesarian  section  would 
give  a  \aable  child.  I  therefore  decided  to  wait  as  long  as  possible, 
and  then  do  a  section. 

The  consnlting  staff  of  the  hospital  generally  agreed  with  the 
diagnosis,  and  proposed  treatment,  but  two  suggested  the  possibility 
of  the  tumour  being  simple. 

The  patient  was  made  as  comfortable  as  possible  by  the  use  of 
opiates  and  keeping  the  bowels  cleared.  There  was  a  slight  traee  of 
albumin  in  the  urine. 

It  was  (|iiite  evident  that  the  tumour  was  steadily  growing,  as  the 
swelling  of  the  leg  increased,  and  the  vulva  became  ^edematous.  On 
the  ninth  day  after  admission  I  determined  to  do  Caesarian  section. 
The  foetal  heart  could  not  be  heard  on  the  evening  before  the  opera- 
tion, but  it  had  been  quite  distinct  before  that. 

The  operation  was  done  in  the  usual  way.  The  abdominal  wall 
was  very  cedematous,  and  the  veins  in  it  much  engorged.  The 
placenta  lay  beneath  the  ut^^rine  incision.  The  cliild  was  quite 
de^d.  Its  head  showed  some  moulding  from  the  pressure  of  the 
tumour.  When  the  placenta  and  membranes  were  removed,  there 
waaa  considerable  amount  of  decidua  in  the  uterus,  which  was  swabbed 
out.  The  cervix  was  found  to  be  patent  enough  to  allow  of  drainage, 
80  it  was  decided  to  stitch  the  uterus  and  leave  it.  It  was  fortunate 
could  be  done,  as  any  attempt  at  its  removal  would  have  caused 
excessive  haemorrhage.  A  small  fibroid  tumour  was  removed  from 
the  edge  of  the  incision.  The  uterus  was  flabby,  but  there  was  very 
little  bleeding.  A  hypodermic  of  ergotin  and  strychnine  was  given, 
and  a  sabne  infusion  under  the  breast.  The  tumour  was  observed 
to  block  the  pelvic  cavity,  and  to  extend  up  the  right  side  of  the 
abdomen,  to  about  the  level  of  the  umbiheus  anteriorly.  The  upper 
part  was  rounded  and  quite  soft.  It  was  completely  retToperitoneal, 
springing  from  the  right  side  of  the  pelvis.  The  broad  ligament  was 
opened  up  by  it  from  behind. 

The  operation  was  finished  by  stitching  the  [leritoneum  and  then 
the  abdominal  wall. 

The  patient  rallied  from  the  operation,  but,  towards  the  evening, 
cardiac  failure  began  to  manifest  itself,  and  she  died  twenty-four 
hours  later.  At  the  time  of  operation  the  temperature  was  102 -4^  F. 
It  had  been  normal  the  evening  before. 

The  post-mortem  examination  was  done  by  Dr.  Carstairs  Douglas, 
who  reported  as  follows  : 
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''  The  right  labium  majus  was  enormously  swollen  and  engorged. 
the  left  little  affected.  There  was  also  some  oedema  of  the  abdomen 
and  groin  in  the  right  iliac  region.  On  the  right  side  the  abdomen 
was  more  prominent  in  its  lower  part  than  on  the  left,  and  on  pal- 
pating it  felt  distinctly  more  resistant, 

*'  The  thorax  presented  nothing  of  note.  On  opening  the  abdomen 
and  carrying  the  ineision  through  the  wound,  some  serous  fluid  of 
a  straw  colour  escaped.  The  parietes  at  the  wound  were  rather  soft, 
pulpy,  and  oedematous.  There  was  no  pus  present.  There  was 
commencing  slight  adhesion  between  the  uterus  and  the  ])arietes, 
The  peritoneum  appeared  quite  normal.  The  uterus  was  lying  well 
up  in  the  abdomen,  the  fundus  as  high  as  the  umbilicus.  On  its 
anterior,  and  upper  part  wsls  a  firndy  sutured  wound  about  5  inches 
in  length.  The  tubes  and  ovaries  were  healthy  ;  tlie  right  ovary 
slightly  enlarged.     The  bladder  was  moderately  full, 

''  On  reHecting  the  abdominal  parietes  it  was  at  once  apparent  that 
the  right  half  of  the  false  and  true  pelvis  was  filled  with  a  large  patho- 
logical mass.  This  was  rounded  and  nearly  smooth  on  its  superior, 
anterior,  and  inner  aspects.  The  upper  part  was  of  a  bluisli  tint, 
and  felt  soft  and  boggy.  Its  lower  part  was  firmer  and  more  flesh- 
tinted.  It  lay  beneath  the  peritoneum  on  the  posterior  abdominal 
wall  and  pelvis. 

''  The  dimensions  were  as  follows  : 

''  L  Superiorly  it  rose  to  the  tip  of  the  eleventh  rib,  and  sUghtly 
above  the  umbilicus  (about  the  level  of  the  second  lumbar  vertebra), 

**  2.  Anteriorly  it  grew  forwards  sufficiently  to  make  a  promi- 
nence in  the  right  iliac  region. 

'*  5.  Internally  it  reached  the  middle  fine  at  the  level  of  the  pro- 
montory of  the  sacrum  ;  above  this  it  gradually  receded  from  the 
middle  line  of  the  body,  while  in  the  true  pelvis  near  the  outlet  it 
rather  exceeded  this  limit. 

"  4.  Posteriorly  and  externally  it  was  continuous  with  the  pelvic 
walh 

*'  5.  Inferiorly  it  wa»  found  on  removing  the  whole  pelvis  that  it 
had  grown  down  under  the  pelvic  arch  ;  that  it  had  incorporated  in 
its  substance  practically  all  the  upper  part  of  the  ischium,  and  of 
the  pubis  and  the  ihum  near  the  acetabulum.  It  had  grown  out  of 
the  pelvis  at  the  greater  sacro*sciatic  notch,  and  had  so  eaten  through 
tlie  bones  just  behind  the  acetabulum  that  the  iUuni  here  had  become 
quite  tletached  from  the  ischium  and  pubis. 

**  The  lower  part  of  the  growth  was  more  osseous  than  the  upper, 
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and  contained  many  large  spaces^  some  of  them  full  of  blood.     It  was 

(f^Tj  fragile  and  easily  cTumbled.  There  was  no  distinct  demarcating 
in*/  of  tissue  to  circumscribe  it,  but  it  projected  in  an  irregular  manner 
nto  the  tissues  of  the  thigh  in  its  upper  part, 
'*  One  or  two  small  glands  were  enlarged  along  the  right  Poupart's 
igament.  Some  enlarged  retroperitoneal  glands  were  also  found. 
The  right  ureter  in  its  course  to  the  bladder  was  stretched  over  the 
tumour. 

''  The  spleen,  kidneys,  and  other  abdominal  organs  showed  nothing 
[>f  interest.     The  liver  was  large,  pale,  and  fatty. 
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_FlcSw  42, — SjiacoMATous  Encuondroma  of  the    Pklvis,     The  Gbowth   lies 

TO  THE  RUSHT,  THE  SUTrKED  UtEEFS  TO  THE  LEFT. 

The  microscopic  examination  of  the  growth  showed  it  to  be  com- 
'posed  ahnost  entirely  of  large,  rapidly- growing  cartilage  cells,  with 
here  and  there  small  groups  of  cells  suggestive  of  sarcomatous  degenera- 
tion ;  there  were  also  cysts  at  places.  So  it  may  have  been  an  ordinary 
'enchondroma  with  cystic  changes,  or  with  sarcomatous  degeneration. 

I  or  both/' 
I    It  is  impossible  to  decide  when  this  tumour  first  began  to  grow. 
It  may  liave  been  there  before  conception,   and  the  sciatic   pains 
would  point  to  the  nerve  having  been  affected  during  the  last  two 
years.     If  it  was  there  at  the  beginning  of  the  pregnancy »  it  is  quite 
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certain  that  its  rate  of  growth  became  very  rapid  during  the  gesta- 
tion. The  growth  may  have  been  simple  to  begin  with,  but  there 
is  no  doubt  of  its  maUgnant  character  finally,  although  it  is  difficult 
to  demonstrate  sarcomatous  cells  in  it. 

I  regret  that  I  had  not  operated  a  few  days  sooner,  as  there  would 
have  been  a  sUght  chance  of  saving  the  child's  life,  but  we  had  no 
warning  of  its  impending  death.     I  do  not  know  what  caused  its  death. 


CHAPTER  XXIII 


DELAY  DUE  TO  FAULTS  OF  THE  FASSENGEE 


Touifhriesi*  of  the  Membranes-  Large  Size  of  the  Ftutal  Head— Hardness  of  the 
Head  from  Pn?!natiiri?  (_>Hsiticatioe — Hj'droeephaliis — ^Malformatiooa  of 
the  Fo'tus—Spina. Bifida —Meningocele— Distention  of  the  Body  of  the 
Fot'tus — Distention  of  the  Abdomen — Monsters — ^Shortnesii  of  the  Umbilical 
CVird — Malpo>*jtion  of  the  Head — Malpro'^ctitationft  of  the  Head — Face  and 
Brow  Presentations — (Jases — Maljxisition  of  the  Arm  in  Head  Preaentationia. 

Toughness  of  the  Membranes.  —  Under  ordinary  con- 
ditions  the  membranes  rupture  as  soon  as  the  oa  is  fully  dilat^d^ 
but  they  are  occasianally  st>  tough  that  they  withstand  the  pressure 
of  the  uterine  contrattions.  It  occasionally  happens  that  the  entire 
uterine  contents  are  expelled  en  nmsse.  As  a  rule,  when  this  occurs, 
the  labour  is  a  precipitate,  and  not  a  prolonged,  one.  Tiie  cases 
I  have  seen  of  the  latter  have  usually  been  premature  ones,  and  the 
foetus  has  generally  been  macerated. 

TreuimetU.—Kuiitme  the  membranes  by  means  of  the  finger-nail 
or  a  clean  stylet.  An  ordinary  hairpin  is  frequently  employed  for 
this,  and,  provided  it  is  surgically  clean,  there  are  no  objections  to 
its  use.  By  unskilled  hands  the  scalp  has  been  fierforated  in  mistake 
for  the  membranes,  so  care  must  be  exercised,  especially  in  those  cases 
in  which  there  are  no  forewaters.  A  bowl  should  be  used  to  catch 
the  liquor  amnii,  as  in  that  way  the  bed  is  kept  dry  and  the  patient 
more  comfortable. 

Ii£irge  Size  of  the  Foetal  Head.— I!  either  of  the  parents 
has  a  large  head,  the  foetus  may  have  the  sam-^.  If  the  mother's 
peUis  is  a  very  large  one,  no  dithculty  nmy  aiise  ;  but  if  the  pelvis 
is  smalhsh,  though  not  smitl  enough  to  be  called  contracted,  there 
miy  be  great  diMiculty  in  delivering.  The  same  difficulty  may 
arise  in  cases  of  protracted  gestation,  as  the  child  is  then  larger, 

ad  the    head    harder,  than  it  would    have   been  at  the  ordinary 
time. 
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ordiimr)^  pelvis.  The  prcmontory  is  pushed  slightly  forwards.  The 
brim  is  thus  markedly  contracted  in  the  transverse,  and  slightly  in 
the  conjugate,  diameter.  At  the  outlet  the  tuber  ischii  are  inverted 
and  the  pubic  arch  narrowed. 

Diagnosis. — By  external  and  internal  measurements,  the  condition 
can  be  easily  recognised. 

Treatment. — The  delivery  of  a  live  child  through  the  natural  ] 
is  impossible,  therefore  Caesarian  section  should  be  done. 

Infantile  Pelvis- — In  these  cases  the  pelvis  is  long  in  the 
conjugate,  but  narrowed  transversely,  and  funnel-shaped  in  the 
ca\^ty.  The  fa^tal  type  has  been  maintained.  The  genital  organs 
will  be  defective  in  development,  so  that  pregnancy  is  not  likely  to 


occur. 


Fui.  311.— Ru BERTHS  Pelvis. 


Fnunel- shaped  or  Male  Pelvis.-  In  this  form  the  peKis 

develops  in  the  shape  of  a  male  pelvis.  .  It  is  deeper  and  somewhat 
narrowed  transversely,  especially  at  the  outlet.  The  sacrum  is 
longer  and  narrower  than  usual,  and  the  promonton^  higher.  The 
difference  between  the  tliagonai  and  true  conjugate  may  be  an  inch, 
or  even  more. 

Diagfiosw. — This  can  only  be  made  by  careful  internal  measuie* 
ments.  The  chief  contraction  wnll  be  found  at  the  outlet  in  the 
transverse,  and  this  diameter  is  exceedingly  difticult  to  estimate. 

TreatmenL — The  chief  difficulty  will  be  at  the  outlet.  Forceps 
w^ill  generally  overcome  this,  and  if  these  fail  and  the  child  is  alive. 
symphysiotomy  can  be  done,  or,  in  the  last  resort,  craniotomy.  In 
nubsequent  pregnancies  induction  of  labour  will  be  advisable. 
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Oblique  Contraction, 

Scoliotic  Felvia. — Lateral  curvature  of  the  spine  will  cause 
an  obliijue  contraction  of  the  pelvis  by  the  greater  part  of  the  body- 
weight  beiag  thrown  upon  the  side  of  the  pelvis  towards  which  the 
curvature  lies.  This  «ide  of  the  sacrum  is  driven  upwards,  and 
the  pressure  upwards  through  the  acetabulum,  when  the  patient 
stands,  pushes  that  side  of  the  pelvis  inwards.  The  pubic  symphysis 
is  pushed  towards  the  opposite  side.  The  ischial  tuberosity  of  the 
contracted  side  ia  everted.  The  obUque  diameter,  measured  from 
the  contract45d  side  to  the  opposite  sacro-iliac  joint,  is  considerably 
shortened  at  the  brim*  The  other  oblique  diameter  is  considerably 
larger. 


Fio.  40,— ScoLio-RACHiTic  Pelvis  (Fothergill). 


As  scoliosis  is  generally  associated  with  rickets,  there  is  likely  to 
be  more  or  less  flattening  of  the  pelvis  as  well,  giving  the  saollo- 

rachitic  pelvis. 

Diagtiosi^. -—L^teiaX  curvature  of  the  spine,  especially  in  a  rickety 
subject,  will  at  once  suggest  the  deformity,  and  an  internal  examina- 
tion will  confirm  the  diagnosis. 

Treat meiU.  —  In  slight  cases  there  may  be  no  difficulty  in  the 
delivery.  In  some  cases  forceps  miy  succeed,  but,  if  the  deformity 
is  at  all  marked,  Ceesarian  section  should  be  done.  Induction  of 
labour  may  be  done  in  some  cases.     Symphysiotomy  is  not  applicable. 
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He  made  a  second  attempt  on  the  following  morning,  and  again 
failed.  In  the  aftcrnooo  he  sent  her  into  hospital,  with  a  not^,  sajHn^ 
that  it  was  a  case  of  hydrocephalus,  with  a  head  and  foot  presenting, 

Co7idilio7i  ofi  Admission. — The  patient  was  in  a  very  exhausted 
state,  with  a  temperature  of  1(X)  2^'  F.,  and  a  pulse  of  120,  Palpation 
revealed  that  the  uterus  was  iirmly  moukled  round  the  chikL  Then* 
was  no  special  thinning  out  of  the  lower  uterine  segment,  so  the 
retraction  ring  could  not  be  felt.  The  uterus  was  quite  hard,  and 
there  was  no  relaxation  at  int-ervals  :  it  was  in  a  condition  of  cou* 
tinuous  tonic  contraction.  The  round  ligaments  felt  like  small, 
rigid  bars.  The  large  head  could  easily  be  made  out,  and  the  bones 
be  felt  to  crackle  beneath  the  fingers.  By  the  vagina  a  large,  boggy 
mass  was  felt,  extending  into  the  pelvic  cavity  ;  behind  it  was  a 
hand. 

I  perforated  the  head  at  once,  and  delivered  by  means  of  a  cranio* 
clast.  The  uterus  would  not  retract,  but  lay  in  the  abdomen  like  a 
collapsed  football.  Profu&e  bleeding  came  on.  Immediately  I 
cleared  the  placenta  and  membranes  out  of  the  uterus,  and  used 
bimanual  compression  to  cheek  the  bleeding.  The  patient's  abdomen 
was  very  flaecid,  so  that  1  could  pass  my  baud  behind  the  ut-erus, 
grasp  it,  and  double  it  down.  While  doing  this  I  was  able  to  com- 
press the  aorta  with  the  back  of  my  wrist ;  for  the  time  being  thi^* 
gave  me  complete  control  over  the  bleeding.  .\n  intra-uterine  douche 
(12t)^  ¥.)  was  given,  and  ended  up  with  *)0  grains  to  the  pint  of  supra- 
renal gland.  The  uterus  was  still  unretracted,  so  I  plugged  it  firmly 
with  seven  long  strips  of  iodoform  gau2e,  and  then  firnily  tilled  the 
vagina.  The  patient's  pulse  was  now  qiute  impea^eptible  at  the 
wrist.  Immediately  after  delivery  an  assistant  had  commenced 
giving  her  a  saline  infusion,  and  by  the  time  I  had  finished  she  had 
received  4  pints  under  her  breasts.  She  was  also  freely  stimulated 
with  ether  and  strychnine,  and  given  ergot  hypodermic  ally. 

By  next  day  she  had  improved,  but  was  still  very  weak,  I  left 
in  the  uterine  plug  for  forty-eight  hours.  The  uterus  was  then  so 
firmly  retracted  round  it  that  we  had  to  chloroform  the  patient  to 
remove  it.  There  was  no  bleeding.  The  patient  made  a  good 
recovery. 

The  condition  of  the  uterus  prior  to  delivery  was  an  interesting  one. 
It  was  as  hard  m-  it  coidd  be.  \nth  the  round  ligaments  standing  out 
like  rods.  It  was  in  a  condition  of  tonic  contraction,  and  did  not 
relax  even  when  the  patient  was  chloroformed.  The  wonder  is  that 
rupture  had  not  occurred.     I  was  quite  sure  it  would  not  retract 
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after  delivery,  so  was  prepared  to  deal  promptly  by  plugging.  In 
this  way  I  was  able  to  save  the  patieat'a  life.  A  very  few  minutes' 
more  delay  would  probably  have  been  disastrous. 


Malformations  of  the  Fcbtub. 

Spina-biflda  has  been  mentioned  as  occurring  along  with 
hydrocephalus*  As  a  rule,  the  tumour  is  so  soft  that  it  will  not 
obstruct  delivery  of  the  body,  but,  if  it  should,  au  opening  should  be 
made  into  it. 

U0llillg'OC©le, — We  sometimes  find  a  large  meningocele  con- 
nected \\it\i  the  back  part  of  the  head.  I  have  seen  a  very  large  one 
in  a  case  of  hydrocephalus.  If  it  causes  any  obstruction,  perforation 
should  be  resorted  to. 

mstentioii  of  the  Body  of  the  Pcetns.— The  chest  of  the 
child  is  occasionally  distended  by  a  hydrothorax.  The  head  or  the 
breech  may  be  born  easily  enough,  but  the  thorax  sticks.  A  careful 
exanunation  should  be  made,  to  determine  what  is  causing  the  delay. 
As  the  child  will  be  dead,  there  is  no  use  in  continmng  excessive 
traction,  but  the  chest  should  be  opened  at  once  with  a  perforator 
or  a  pair  of  scissors.     The  deliv^ery  will  then  be  easy. 

Bistention  of  the  Abdomen  of  the  FcBtns,— This  may 
arise  from  ascites,  gas,  a  distended  bladder,  cystic  disease  of  the 
kidneys,  or  tumour  of  the  Uver  or  other  organ.  When  one  meets 
with  obstruction  of  the  body  a  carefuJ  examination  should  be  made 
under  chloroform.  By  careful  palpation,  and,  if  necessary,  passing 
the  hand  in  cautiously,  one  can,  as  a  rule,  make  out  the  condition. 
The  child  will  be  dead,  so  one  need  have  no  compunction  in  perfor- 
ating the  obstructing  mass.  A  simple  perforation  is  all  that  is  usually 
necessary,  but  with  a  sohd  tumour  it  would  be  necessary  to  break  up 
the  mass. 

MonsterB, — Occasionally  united  foetuses  are  born.  Both  chil- 
dren may  be  fully  developed  and  united  by  a  band  at  the  sternum, 
as  the  famed  Siamese  twins  and  others  were.  In  other  cases  there 
may  be  a  parasitic  attachment,  as  in  the  case  of  Laloo,  There  are 
many  different  forms  of  these  monsters,  and  it  is,  therefore,  difficult 
to  make  any  siiggestions  as  to  how  they  should  be  dehvered.  For- 
tunately, nature  seems  able  to  overcome  the  difficulty  in  many 
cases.  The  method  to  be  adopted  would  have  to  be  decided  according 
to  the  condition  found,  but  one  should  do  a  destmctive  operation, 
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rather  than  subject  the  mother  to  any  risk  from  attempts  to  deliver 
the  fcBtus  or  foetuses  entire* 

Shortness  of  the  ITmbillcal  Cord.— This  may  be  actual 
or  ac(|uired  i:»y  the  cord  being  wound  several  times  round  the  neck 
or  some  other  part  of  the  fcetus.     The  cord  is  round  the  neck  in  a 
large  proportion  of  cases,  but,  unless  there  are  several  coils,  it  i»  not^J 
as  a  rule,  suihciently  shortened  to  interfere  with  the  descent  of  thel 
child  until  the  head  is  born.     In  some  cases,  however,  it  is  ao  shoit 
that  it  will  prove  a  serious  cause  of  delay  (see  case,  p.  458).     It  majrj 
only  be  a  few  inches  long. 

Dangers. — The  cord  may  rupture,  or  the  placenta  may  be  pre- 
maturely separated.  In  the  former  condition  the  risk  would  be  to 
the  child,  while  in  the  latter  there  would  also  be  some  risk  to  the 
mother.  It  might  cause  inversion  of  the  utenis,  which  would  be 
exceedingly  serious  for  the  mother. 

Diagnosw. — As  a  rule,  acquired  shortness  of  the  cord  can  be  easily 
diagnosed,  as  the  cord  will  be  found  round  the  neck  when  the  head 
is  Ijom-  Actual  shortness  of  the  cord  is  much  more  ditficult  to  det-er- 
mine*  The  descent  of  the  child  will  be  hindered,  although  the  con- 
tractions may  be  strong.  With  eat^h  contraction  a  portion  of  the 
uterine  wall  will  be  dragged  down. 

Treatnietit.^Wheik  the  cord  is  round  the  neck,  if  it  is  long  enough^ 
it  should  be  drawn  over  the  head,  or  slackened  sufficiently  to 
over  the  shoulders.  If  this  cannot  be  done,  the  cord  should  he 
di\ided  and  delivery  quickly  effected,  so  as  to  get  the  end  next  the 
child  tied*  to  check  bleeding.  With  actual  shortness  of  the  cord 
one  cannot  reach  it.  so  it  will  have  tc»  take  its  chances  of  tearin 
through  or  separating  the  placenta  wliile  the  child  is  being  deUvered^ 
by  forceps,  or  traction,  if  it  is  a  breech  presentation.  DeUvery 
should  be  done  quickly  in  the  interest  of  the  child.  If  inversion  occurs, 
it  must  be  reduced  at  once. 

Malposition  of  the  Head.— When  the  head  presents  in 
either  of  the  ovcipito-posteri^yr  fHysiti/>}iJi,  the  labour  is  generally  pro- 
longed. As  I  have  already  stated,  these  eases  are  often  delayed  in 
the  first  stage  of  labour,  especially  if  there  is  not  a  good  bag  of  foie- 
waters,  but  it  is  during  the  second  stage  that  delay  most  frequently 
occurs. 

If  the  head  becomes  well  flexed  the  occiput  will  come  down  on 
the  pehHc  fl(H»r  first,  and  follow  the  usual  rule — Le.,  it  will  pass  for- 
wanls  under  the  pubic  arch.  It  thus  has  to  pass  through  three-eighths 
of  a  circle,  and  wll  occupy  a  much  longer  time  than  if  it  had  been  to 
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the  front  to  begin  with.  TMs  is  what  is  called  long  rotation.  When 
this  occurs  the  labour  will  usually  finish  by  natural  efforts,  unless 
uterine  inertia  has  come  on. 

In  a  good  many  cases,  however,  the  sinciput  passes  forwards  by 
a  short  rotation,  and  the  occiput  backwards,  into  the  hollow  of  the 
sacrum.  This  gives  a  persistent  occipito- posterior  case.  In  these 
cases  flexion  has  not  occurred,  and  the  fore  part  of  the  head  first 
reaches  the  pelvic  floor,  and  necessarily  passes  forwards.  This  mal- 
rotation  is  apt  to  occur  with  small  heads,  as  they  cau  pass  through 
the  brim  without  flexion. 

If  the  contractions  are  still  strong,  the  child  may  be  born  by  natural 
efiorts,  but,  as  the  forehead  of  the  child  does  not  fit  under  the  pubic 


I. 


IL 


Flo.  43. — DTiniLVM  to  shiivv  the  Differekce  between-  Uc'cjfito*Anterior 

AND    Oc'f  lFITC-PoSTE»iOR    POSITIONS   AS    REGARDS    INTERNAL    ROT.ATION, 

I..  Occipi to- anterior,  occiput  roUtes  to  the  front  tliroiigh  one-eighth  circle; 
II..  occipito-post-erior,  occifnit  rotat<?s  to  the  front  through  three-eighths 
circle,  or  else  forehead  rotates  to  the  front  through  one-eighth  circle  (Fother- 
gill). 


arch  nearly  so  well  as  the  back  of  the  head,  a  much  greater  strain  will 
be  thrown  on  the  perineum.  As  the  contractions  of  the  uterus  drive 
the  child  downwarik,  the  resistance  of  the  perineum  sends  the  head 
forwards,  and  causes  it  to  flex  as  it  passes  out.  The  mechanism  thus 
differs  from  that  of  the  occiput  anteriorly^  in  flexion  occurring  instead 
of  extension.     The  perineum  is  very  apt  to  be  torn. 

Treatment  of  Occipito- Posterior  Cases.^ll  the  head  is  well  flexed, 
the  case  can  be  left  to  nature  for  a  reasonable  length  of  time,  but, 
if  inertia  begins,  forceps  should  be  appUed.  If  the  occiput  has  not 
rotated,  this  may  be  done  manually.  It  is  quite  easy  to  pass  the 
hand  in  and  rotate  the  occiput  forwards,  but  this  is  of  no  use  unless 
the  body  is  rotated  at  the  same  time.  This  can  be  done  by  the  external 
hand,  or,  if  the  head  is  not  fixed  in  the  brim,  by  passing  the  internal 
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hand  in  and  bringing  the  anterior  shoulder  forwards.  The  forcepf 
can  then  be  applied  and  dehvery  effected.  If  the  forceps  are  applied 
before  the  occiput  has  rotated,  rotation  will  occur  during  delivery. 
When  it  occurs,  the  blades  should  be  taken  off,  and  reapplied  to  the 
sides  of  the  head  in  the  cavity.  When  the  occiput  Mes  in  the  hollow 
of  the  sacrum,  it  must  be  deUvered  jiimteriorly.  Great  care  must  be 
taken  of  the  perineum,  or  it  will  be  torn. 

The   ordinary   double-curved   instruments  grasp   the   head   rather 
too  far  forwards,  and  therefore  do  not  promote  flexion.     They  thus, 
to    a    certain    extent,    encourage    malrotation.     Milne-Murray    baa, 
devised  a  straighter  instrument  than  his  ordinary  one,  which  is  anl 
improvement,  but  the  ordinary   instrument  does  so  well  that  one 
hardlv  feels  disposed  to  cuiidier  one's  bag  with  a  second  set. 

Malpraseiitatlons  of  the  Head-— Parietal  presentations 
occur,  especially  in  flat  pelves,  and  have  been  already  dealt  with  (p.  244). 
Face  and  Brow  Presentatioins.—Face  presentations  occur 
about  once  in  2(K>  cases.  They  may  be  conveniently  di\ided  into 
prittiari^  and  secondart/  face  eases.  In  the  primary  the  face  present 
from  the  very  begimiiiig  of  labour — i.e.,  extension  has  occurred  before^ 
labour  has  commenced.  The  extension  may  be  caused  by  anything 
which  will  elevate  the  chin,  as  an  enlargement  of  the  thyroid  or 
thymus  glands,  an  enlargement  of  the  cheat,  or  the  arms  folded  under 
the  chin,  or  it  may  be  caused  by  a  spastic  contTaction  of  the  muscles 
of  the  back  of  the  neck,  which  will  necessarily  elevate  the  chin.  In 
the  secondary,  the  extension  is  caused  by  the  occiput  being  arrested 
in  its  downward  descent  at  the  beginning  of  labour.  A  dolichocephalic 
head  will  |>redi8po9e  to  this,  but  the  most  frequent  cause  is  obliquity 
of  the  uterus  ;  the  occiput  gets  pushed  against  the  side  of  the  brim 
and  is  arrested  there,  and,  as  the  front  part  of  the  head  is  free  t-o  enter 
the  brim,  it  does  so,  and  a  face  presentation  results.  A  flat  pelvis 
also  predisposes  to  this  presentation.  As  we  have  already  seen,  a 
certain  amount  of  extemion  occurs  as  the  head  enters  the  brim  in 
a  flat  pelvis,  and  a  little  increase  of  this  may  very  easily  bring  the  face 
down.     With  a  dead  child  the  face  not  infrequently  presents. 

The  positions  are  four  in  number,  as  in  vertex  presentation.  The 
chin  or  mentum  is  the  leading  f>art  or  denominator.  The  best  way 
to  consider  the  presentations  in  the  four  positions  is  to  look  upon  them 
as  having  been  converted  from  ordinary  vertex  presentations,  thus  : 

L  L.O.A.  gives  R.M.P,,  Right  men  to -posterior  (1st  in  frequency), 

'2.  R.OA.      ,,     L.M.P..  L^ft         „  ,,        t3rd    „        ,.        ), 

3.  R.O.P.      „     L.M.A..  Left  mento-ttnt«rior     i2ni     „         ..        )• 

4.  I^O.P.      „     R.M.A..  Right      .,  „        (4th     ,.         .,        J. 
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As  the  L.OA.  position  is  by  far  the  commonest  in  vertex  presenta- 
tions, the  R.M.P.  position  is  the  most  frequent  in  face  presentations. 

As  the  head  comes  through  the  pelvis,  the  movements  of  the  face 
are  the  same  as  of  the  occiput  in  vertex  presentations,  except  that 
the  first  and  third  movements  are  reversed.  Thus,  with  the  face 
presenting,  the  first  movement  is  extension  instead  of  tlexion,  and 
thirdly,  flexion  instead  of  extension  as  the  head  is  boro.  The  rotation 
movements  are  the  same  as  in  vertex  cases — i.e.,  in  internal  rotation 
the  leading  part  pasflea  forwards,  and  in  external  the  leading  shoulder 
does  the  same. 

As  the  vast  majority  of  face  cases  begin  with  the  chin  posterior, 
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the  intenial  rotation  is  exactly  the  same  as  with  oc^cipito-posterior 
cases — viz,,  either  a  long  rotation  of  tlie  chin  through  three-eighths 
of  a  circle  when  there  is  full  extension,  or  a  short  rotation  of  the  fore- 
head forward  through  one-eighth  of  a  circle,  and  of  the  chin  into  the 
hoUow  of  the  giacrum,  when  extension  is  only  partial.  In  the  latter 
cases  the  forehead  strikes  the  pelvis  floor  first,  and  is  thrown  forwards. 
The  labour  is  usually  delayed.  As  already  stated,  the  first  stage 
will  be  prohuiged,  because  the  face  is  not  a  good  dilator,  and  does  not 
allow  of  the  formation  of  a  good  cUlating  bag  of  fore  waters,  and  the 
membranes  are  also  liable  to  rupture  early.  In  the  second  stage 
there  ^vilJ  be  delay,  because  the  diameters  of  the  head  do  not  fit  the 
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pelvis  80  well  as  when  the  occiput  is  leading.  As  the  majority  of  the 
cases  are  mento-posterior  to  begin  with,  if  long  rotation  occurs  there 
will  be  considerable  delay,  but  the  labour  may  be  finished  by  natural 
efforts.  On  the  other  hand,  if  the  chin  passes  into  the  hollow  of  the 
sacrum,  the  face  will  become  impacted,  and  delivery  by  natural 
efforts  will  hardly  be  possible,  unless  the  child  is  very  small  or  macer- 
ated. The  neck  of  the  child  is  so  short  that  the  retracted  head  and 
chest  must  pass  the  brim  together,  and  there  will  not  be  room  with 
an  ordinary -si  ?:ed  child. 

Diagnosis. — The  condition  may  be  recognised  by  abdominal  palpa- 
tion, but  the  diagnosis  is  usually  made  by  vaginal  examination.  In 
the  early  stages,  the  membranes  will  protrude  in  a  sausage  shap 
and  the  presenting  part  be  high  up.  so  that  there  may  be  some  diffi- 
culty in  making  out  the  presentation.  It  will  feel  softer  and  more 
irregular  than  the  vertex.  Wlien  the  orbital  ridges,  eyes,  nose,  and 
mouth,  can  be  felt,  it  is  easy  of  recognition.  After  the  raembraneal 
are  ruptured,  the  finger  can  be  passed  into  the  mouth,  and  the  presence 
of  hard  gums  and  tongue  and  the  absence  of  meconium  will  enable 
you  to  distinguish  it  from  the  breech.  Avoid  injuring  the  eyes,  and 
make  out  the  direction  the  chin  is  pointing  in. 

Prmfiiosis. — If  the  rase  is  recogni^sed  early,  and  if  the  membranes 
remain  intact  until  the  os  is  fully  cUlated,  the  risk  to  the  raothei,  if 
promi^t  treatment  is  then  adopted,  should  not  be  much  greater  than 
in  an  ordinary  case  of  artificial  deb  very,  but  the  risk  to  the  child  will 
be  greater  than  mth  an  ordinary  vertex  case.  If  the  case  is  left  tc 
nature,  the  risk  to  the  mother  will  be  greater,  and  to  the  child  markedly 
so.     If  the  pelvis  is  contracted,  there  will  ho  an  added  risk  to  both. 

Treahntnt. — Preserve  the  membianes  intact  as  long  as  possible. 
If  the  position  is  mento-anterior,  the  case  may  be  left  to  nature,  pro- 
vided the  contractions  are  strong  and  the  head  is  not  very  large.  V 
inertia  uteri  comes  on,  or  no  advance  is  being  made  after  a  reasonable 
time,  forceps  should  be  applied.  In  primary  mento-posterior 
version  should  be  done  as  soon  as  the  os  is  fully  dilated.  In  secondary 
mento-posterior  cases,  an  attempt  should  be  made  to  bring  the  occiput 
down,  so  as  to  convert  it  into  an  ordinary  vertex  presentation.  The 
best  way  to  do  this  is  to  pass  the  hand  in,  grasp  the  occiput,  ])idl  it 
down,  and  push  the  forehead  up,  so  as  to  cause  flexion.  This  can  be 
quite  easily  accomplished  at  the  time  of  rupturing  the  membranes, 
or  shortly  afterwards,  before  the  uterus  is  firmly  retracted  round  the 
child.  In  primary  cases,  as  a  rule,  it  camiot  be  done,  as  the  tumour, 
or  whatever  has  thrown  the  chin  up,  will  prevent  flexion.     When  the 
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head  is  flexed  the  ease  may  be  left  to  nature,  but  I  prefer  to  deliver 
at  once  with  forceps.  Schatz's  method  of  converting  a  face  into  a 
vertex  presentation  looks  well  on  paper,  but  i^  not  very  practicable, 
for  the  simple  reason  that,  in  the  majority  of  cases,  the  chin,  and 
therefore  the  chest,  he  to  the  back,  and  it  is  impossible  to  put  pressure 
upon  the  chest  in  the  riglit  direction.  If  you  fail  to  get  the  occiput 
down,  version  should  be  done  at  once. 

If  labour  has  gone  on  for  a  considerable  time  and  the  face  is  jammed 
into  the  pehns,  version  or  rectification  is  out  of  the  question.  If 
version  is  attempted  after  the  uterus  has  become  retracted  round  the 
child,  rupture  will  be  almost  sure  to  happen,  as  in  Case  II L  Extension 
and  rotation  should  be  assisted  by  bringing  the  chin  fh>wn  and  pressing 
it  forwards  with  the  fingers.  If  nature  fails  to  deliver,  forceps  must 
be  apphed.  If  the  chin  is  lying  in  the  hollow  of  the  sacrum,  forceps 
may  be  tried  if  the  child  is  still  ahve,  and  if  the  head  is  not  very  large, 
but  the  chances  are  that  dehvery  will  not  be  possible.  If  the  child 
is  dead,  or  if  you  fail  with  forceps,  craniotomy  should  he  done  at  once. 
The  perineum  is  very  ready  to  tear  badly  during  dehvery,  either  by 
nature  or  forceps. 

Head  Moulding,— When  bom,  the  head  will  be  considerably 
moulded.  The  eyelids,  cheeks,  nose,  and  Ups  will  be  much  swollen 
and  congested,  from  the  formation  of  the  caput  succedaneum.  There 
will  probably  be  effusions  of  blood  into  the  conjunctiva?.  The  head 
will  be  flattened  from  above  downwards,  and  the  frontal  and  occipital 
bones  will  be  bulged.  The  occipito-frontal  diameter  of  the  head  will 
be  considerably  lengthened.  The  elongated  occipital  portion  of  the 
head  wnli  give  a  dohchocephahc  appearance  to  the  head.  This  is 
usually  given  as  a  cause  of  face  presentations,  but  in  the  majority  of 
cases  it  is  an  effect,  and  not  a  cause.  The  swelling  of  the  lips  will 
probably  prevent  the  child  from  sucking  for  a  day  or  two,  but  the 
moulding  and  swelUng  pass  off  very  quickly.  It  is  well  to  warn  the 
friends  that  the  face  will  be  disfigured,  or  they  may  blame  you  for 
having  caused  this.  The  mother  should  not  be  allowed  to  see  the 
eliild  immediately,  as  its  appearance  may  cause  her  considerable  shock. 

Brow  Fresentation.— This  may  be  looked  upon  as  an  arrested 
face  presentation.  A  certain  amount  of  extension  has  occurred,  but 
not  sufiicient  to  bring  the  chin  down.  If  extension  goes  on.  the  case 
will  either  end  as  a  face  one,  persist  as  a  brow,  or,  if  flexion  occurs, 
may  be  converted  into  an  ordinary  vertex  case. 

Brow  cases  are  much  rarer  than  face  ones,  and  are  caused  by  the 
same  conditions  acting  in  a  minor  degree. 
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Diagnoaia. — The  anterior  fontanelle  is  very  easily  felt,  and  the 
ifcce  can  be  reached,  but  the  posterior  fontanelle  cannot  be  touched* 

Prognosis. — If    the  case  is  left  to  nature  the  risk  to  mother  and 
child  will  be  greater  than  in  face  cases.    If  the  condition  is  recognised 
■  early,  and  properly  treated,  the  risk  to  the  mother  should  not  be  great, 
but  the  child  will  have  to  run  the  risk  of  artificial  delivery. 

TrealmetU, — If  the  case  is  seen  early,  the  head  should  be  flexed, 
and,  if  this  cannot  be  accomplished,  version  should  be  done.  If  it 
is  too  late  for  version,  the  chin  should  be  brought  down,  bu  as  to 
convert  it  into  a  face  case.  If  this  cannot  be  done,  forceps  should  be 
tried,  and,  if  they  fail,  craniotomy  must  be  resorted  to. 

In  one  case  I  delivered  vnth  forceps  the  brow  did  not  rotate  forwards, 
but  came  out  in  the  transverse  diameter.  The  pelvis  was,  fortu- 
nately, a  very  roomy  one.     The  child  was  alive. 

Cases  of  Face  Presentations.— ('a.se  L— A  multipara  with 
a  somewhat  pendulous  abdomen  was  found,  when  first  seen,  to  have 
the  08  fully  dilated  and  the  membranes  intact.  The  face  presented 
R.M.F.,  and  was  not  engaged  in  the  brim.  From  her  account  the 
face  had  ]iresented  at  her  previous  labour,  and  version  had  been  done, 
but  the  child  was  lost.  I  at  once  ruptured  the  merabranee,  grasped 
the  occiput.  Hexed  tlie  head  without  any  difficulty,  and  appUed  forceps. 
Deliver}"  of  a  large  live  chikl  was  easily  effected. 

Case  II. ^ A  multipara  \^^th  a  fairly  large  pelvis  had  been  in  labour 
a  considerable  time.  The  membranes  were  ruptured,  but  the  uterus 
was  not  moulded  round  the  child.  The  face  presented,  but  was  not 
jammed  into  the  pelvis.  The  patient  was  put  deeply  under  chloroform^ 
and  1  turned  ciiiitiuusly.  When  the  body  was  born  the  arms  passed 
op  by  the  side  of  the  head*  Dne  was  easily  relieved,  but  the  other 
had  passed  behind  the  head.  As  1  was  afraid  of  losing  the  child,  I 
decided  to  break  the  humerus,  as  the  quickest  way  of  getting  the  arm 
freed.  I  did  so,  and  delivered  the  child  alive.  The  arm  was  bandaged 
to  the  body  for  a  few  days  and  then  put  in  splints,  and  it  soon  united. 
Case  III. — The  patient,  a  multipara,  was  brought  to  hospital  from 
some  distance  in  the  country.  She  died  a  few  minut-es  after  admission. 
Her  former  labours  had  been  normal.  The  face  presentation 
(mento-{>osterior)  liad  been  recognised  early  in  labour.  The  child 
was  large,  and  the  face  failed  to  enter  the  brim.  Various  forms  of 
forceps,  axis-traction,  and  others  had  lieen  tried,  but  all  had  failed* 
A  furrow  was  noticed  to  have  formed  somewhat  obliquely  across  the 
tibdomen  below  the  umbibcus,  but  the  terrible  significance  of  this  had 
not  been  recognised.     An  attempt  was  now  made  to  do  version,  and 


I 

I 
I 

I 


DELAY  DUE  TO  FAULTS  OF  THE  PASSENGER 


283 


as  the  hand  passed  into  the  uterus  the  patient  suddenly  collapsed. 
The  hand  was  withdrawn*  and  the  patient  was  brought  in  an  ambu- 
lance some  nine  miles.  As  already  stated,  she  died  a  few  minutes 
after  admission,  before  anything  could  be  done. 

Bandl's  ring  was  very  apparent,  running  obliquely  across  the  abdo- 
men just  below  the  umbihcus.  The  uterus  was  evidently  ruptured. 
We  were  fortunately  allowed  to  remove  the  uterus.  When  it  was 
hardened  and  opened  we  found  the  rupture  just  below  BandFs  ring. 
It  was  the  exact  shape  of  the  back  of  a  closed  hand.  The  peritoneal 
layer  was  intact.  There  was  a  large  extravasation  of  blood  under  the 
loose  peritoneum  of  the  lower  uterine  segment  (see  Fig.  21,  p.  188). 

In  this  case  the  occiput  ought  to  have  been  biought  down  early, 
or,  faihng  that,  version  done  before  retraction  set  in.  The  mothers 
life  would  have  been  saved  and  probably  the  chiUFs  also.  To  attempt 
version  after  failure  wdth  forceps,  especially  when  Bandfs  ring  was 
apparent,  was  almost  absolutely  sure  to  cause  rupture.  Craniotomy 
should,  of  course,  have  been  resorted  to. 

Malposition  of  tlie  Arm  in  Head  Presentations. — The 
hand  or  whole  arm  occasionally  presents  with  the  head.  It  may 
be  by  the  side  or  back  of  the  head.  When  it  is  by  the  side  of  the  head 
it  may  not  seriously  interfere  \^'ith  labour,  but  when  it  is  behind  the 
head,  with  the  forearm  across  the  Ijack  of  the  neck,  the  condition  is 
a  very  difficult  one  to  deal  witii. 

Ttealnient, — When  the  condition  is  diagnosed  early,  the  arm  should 
be  replaced  by  sweeping  it  to  the  front  of  the  cliild's  body.  In  the 
posterior  position  this  may  be  difficult  to  accomplish,  but  the  arm 
should  be  straightened  at  the  elbow,  and  the  forearm  brought  up  by 
the  side  of  the  head,  and  cairied  forwards  over  the  face.  li  this 
cannot  be  done,  delivery  should  be  effected  l>y  version.  If  the  head 
and  hand  are  in  the  pelvis,  replacement  may  be  impossible.  Delivery 
should  then  be  eflfected  by  forceps. 


CHAPTER  XXIV 


DELAY  IN  THE  THIRD  STAGE  OF  LABOUR 

Faults  in  the  Powers — Fiiults  in  the  Pas^ageji — Fiiult^  in  the  Passenger  ^Adherent 
Placenta — .Saeeentiiriale  Placenta — ^ Adherent  Membranes — Treatment  of 
Dehiyt'ii  Tliird  Htuge — Treatment  of  Hourglass  Contraction  of  the  Uterus — 
Treat nient  of  Adherent  Placenta — Treatment  of  Adherent  ilemhrauei. 

Delay  in  the  third  stage  of  labour  is  usually  dealt  with  under  the 
heading  of  Retained  Placenta.  As  in  the  other  stages,  this  may  arise 
from  faults  on  the  part  of  the  powers,  passages,  or  passenger. 

Faults  in  the  Powers,— f'^ertVi*^  inertia  may  arise  in  the 
third  stage  from  exhaustion  of  the  uterine  muscle,  through  prolonga- 
tion of  the  fiist  or  of  the  second  stage.  In  constitutionally  weak 
patients  it  may  continue  throughout  the  third  stage,  after  ha>niig 
been  present  during  the  other  stages.  It  may  also  arise  after  rapid 
emptying  of  the  uterus  artificially,  when  in  a  state  of  inaction.  Aft«r 
the  chikl  is  born  there  is  nsuaily  a  short  perioil  of  rest,  until  the  uterine 
muscle  regains  tone,  and  then  contractions  begin,  and  retraction 
gradually  increaaes,  until  the  placenta  is  separated  and  expelled  into 
the  vagina.  The  placenta  may  be  retained  in  the  vagina  if  the 
secondary  powers  are  at  fault. 

Faults  on  tlie  Fart  of  the  Fassaffes.— In  a  contracted 

pelvis,  or  in  a  ease  witli  a  tumour  in  the  k»wer  ]>art  of  the  uterine 
wall,  the  placenta  may  be  retained  after  separation  by  the  promon* 
tory  or  tumour  partially  obstructing  the  passage,  but  a  more  serious 
fault  is  hotmjlms  eonirartion  of  the  uterus.  In  this  condition  the 
uterus  is  constricted  about  its  middle,  and  the  placenta  is  entirely 
or  partially  retained  in  the  portion  of  the  uterine  cavity  above  the 
constriction.  The  contraction  is  really  at  Bandl's  ring,  and  not  at 
the  internal  os.  The  lower  uterine  segment  and  cervix  remain  relaxed. 
In  nearly  every  case  the  condition  is  caused  by  the  administration 
of  ergot.  It  used  to  be  not  an  uncommon  occurrence  among  the 
Glasgow  Maternity   outdoor    patients    when  ergot  was  given  as  a 
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routine  before  the  expalsion  of  the  placenta,  but  of  late  years,  since 
the  administration  of  ergot  has  been  stopped  {except  after  the  third 
stage  is  over),  no  cases  have  occurred.  Occaaionally  the  cervix  and 
lower  uterine  segment  may  contract  and  cause  retention  of  the  placenta, 
but  this  is  rare.  It  does,  however,  occur  in  cases  where  the  placenta 
is  retained  by  adhesions  for  a  considerable  time,  and  may  form  a  very 
serious  barrier  to  the  subsequent  reuioval  of  the  jilacenta. 

Faults    OB  tlie   Part  of  the  Passenger— Adherent 

Placenta, ^ — This  condition  is  due  to  ilisease  of  the  |*lacenta  or  of 
the  deeidua,  which  prevents  separation  taking  place  through  the 
usual  layer.  The  placenta  is  much  more  fibrous  and  tough  than 
usual.  The  firmness  and  extent  of  the  adhesions  var\\  Thus  it 
may  be  total,  but  slight,  and  neither  separation  nor  bleeding  may 
occur  from  uterine  efforts.  It  can  easily  be  completely  separated 
manually.  Total  firm  adhesions  will  prevent  bleeding,  but  manual 
separation  will  be  very  difficult.  It  cannot  be  peeled  off,  but  will 
have  to  be  removed  bit  by  bit,  and  portions  may  easily  be  left 
behind,  and  the  uterine  wall  may  be  injured.  In  partial  adhesions, 
if  the  upper  part  of  the  placenta  only  is  adherent,  the  lower  part 
will  separate  and  bleeding  occur,  as  retraction  of  the  lower  part  of 
the  uterus  is  hampered.  If  the  lower  part  is  adherent,  and  the 
upper  part  separates,  bleeding  will  not  occur,  as  the  upper  part  of 
the  uterus  will  retract, 

Snccentnrlate  Placenta,— In  this  condition  there  are  one 
or  more  small  lobules  of  placenta  in  the  chorion,  quite  separate  from 
the  main  mass.  They  may  very  easily  be  left  behind,  as  the  chorion 
is  very  apt  to  tear  away,  and  the  amnion  to  strip  off  them.  Unless 
a  careful  examination  of  the  chorion  is  made,  you  may  miss  the  con- 
dition at  the  time  of  delivery,  and  only  discover  it  afterwards  on  the 
expulsion  of  the  mass,  or  by  secondary  post-partum  heemorrhage 
occurring.     Fortunately  the  condition  is  rare. 

Adherent  Membranes,— The  chorion  may  be  partially  or 
entirely  adherent  when  the  placenta  is  in  the  same  condition,  but 
this  may  occur  without  adhesion  of  the  placenta.  Retention  of  a 
portion  of  membranes  is  very  often  the  result  of  improper  conducting 
of  the  third  stage  of  labour.  As  a  rule,  both  amnion  and  chorion 
are  retained,  entirely  or  in  part,  but  occasionally  the  amnion  comes 
away  completely,  and  you  may  be  easily  misled  by  this,  if  you  do  not 
examine  the  sac  carefully  to  see  if  both  layers  are  present. 

The  following  cases  illustrate  this  : 

Case  L — I  was  called  to  a  primipara,  who  was  miscarrying  at  the 
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sixth  moEtli.  A  bag  of  membranes  was  protruding  at  the  vulva,  I 
ruptured  this,  and  the  foetus  was  expelled  in  a  few  minutes.  The 
placenta  came  away  in  ten  or  twelve  minutes,  with,  apparently,  a 
complete  sac.  As  I  had  ruptured  the  sac,  I  did  not  examine  the 
membranes  particularly.  I  took  it  for  granted  that  both  layers  were 
present.  There  was  no  haemorrhage  then  or  subsequently,  but  three 
days  later  the  entire  chorion  was  expelled.  There  were  no  bad  effects, 
but  there,  might  have  been.  The  entire  chorion  had  been  adherent, 
and  the  amnion  had  protruded  through  the  lower  part.  That  was 
what  I  had  ruptured.  The  placenta  had  separated  at  its  edges  from 
the  chorion,  and  had  come  away  with  the  amnion  complete.  This 
case  shows  that  one  cannot  be  too  careful  in  examining  evety  case, 
to  see  if  both  membranes  are  complete.  Nothing  should  be  taken  for 
granted. 

Case  II. — This  patient  suffered  from  severe  unavoidable  haemor- 
rhage. When  she  was  delivered  she  was  in  a  very  critical  condi- 
tion, and  no  special  attention  was  paid  to  the  placenta  and  mem- 
branes, which  seemed  to  be  complete.  8ome  days  later  the  lochia 
became  very  profuse  and  foul,  and  when  I  examined  the  uterus.  I 
found,  and  removed,  an  extremely  stinking  chorion.  From  the  sixe 
of  the  mass  removed  the  whole  of  the  chorion  must  have  been  retained. 
I  douched  the  uterus  out  thoroughly,  and  swabbed  the  interior  with 
iodine— equal  parts  of  the  liniment  and  the  tincture.  The  patient 
made  a  aatisfactor\'  recovery. 

Case  111.— A  primipara  was  delivered  naturally  after  an  easy  and 
short  labour,  and  the  placenta  came  away  with  a  complete  bag  of  mem- 
branes, but  on  examining  it  carefully  I  found  that  the  chorion  was 
wanting.  I  at  once  explored  the  uterus  and  peeled  the  complete 
chorion  off.     The  patient  made  a  normal  recovery. 

If  I  had  trusted  to  a  mere  cursory  glance  at  the  placenta  in  tliis 
case,  I  might  easily  have  missed  noticing  that  the  chorion  was  not  there, 
as  there  was  nothing  in  the  deliver}^  to  indicate  its  retention. 

Treatment  of  Delayed  Third  Stage. — When  there  is  uterine  inertia, 
the  uterus  should  be  actively  massaged,  to  stimulate  contractiona, 
Ergot  should  not  be  given,  as  it  may  cause  hourglass  contraction  of 
the  uterus.  If  there  should  he  much  haemorrhage,  the  uterus  should 
be  very  firmly  compressed,  and  pressure  apphed  dowmwards  and 
backwards  to  separate  and  expel  the  placenta,  and  as  soon  as  it  is 
away  a  hot  douche  should  be  given  and  a  hypodermic  of  ergotin. 
Massaging  of  the  uterus  should  be  kept  up  until  firm  retraction  has 
occurred.     If  firm  compression  of  the  uterus  fails  to  expel  the  placenta 
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bop  the  bleeding,  the  aseptic  hand  should  be  introduced  and  the 
placenta  removed.  The  utenis  can  then  be  firmly  kneaded  on  the 
hand  in  its  cavity,  or  in  the  posterior  fornix  behind  the  cerv^ix.  In 
this  way  very  effectual  pressure  can  be  applied  to  the  uterus,  and  this 
will  cause  it  to  contract  and  stop  the  bleeding. 

In  many  cases  of  retention  of  the  placenta  it  is  really  lyin^  in  the 
vagina,  and  it  can  then  be  expelled  by  pressure  upon  the  uterus,  or 
it  may  be  \dthdrawn  by  traction  on  the  cord.  With  a  contracted 
pehis,  or  a  tumour  in  the  lower  uterine  segment,  pressure  from  above 
will  usually  suffice. 

Treatrnent  of  Hourgfass  Cantraction  of  the  f/^erf*5.— Put  the  patient 
under  chloroform,  and  pass  the  aseptic  hand  into  the  uterus  in  a  cone- 
shape,  and  dilate  the  eonstrictioii.  If  the  placenta  is  not  se  para  ted, 
peel  it  off,  and  remove  it  at  once  ;    then  give  an  intra-uterine  douche. 

Treatiiienl  of  Adheretit  Placenta, — The  aseptic  hand  must  be  passed 
into  the  uterus,  and  the  placenta  peeled  off  by  inserting  the  edge  of 
the  hand  between  it  and  the  uterine  wall  Always  separate  it  com- 
pletely before  attempting  to  remove  it,  as  you  might  invert  the  uterus 
if  you  dragged  on  the  placenta  before  the  upper  part  of  it  was  separ- 
ated.  When  it  is  very  firmly  adherent  you  may  have  to  remove  it 
in  bits.  Small  portions  are  then  liable  to  be  left  behind,  and  the 
ut-erine  wall  may  be  injured.  Give  an  intra-uterine  douche  as  soon 
as  the  placenta  and  membranes  are  cleared  out. 

In  eveiy  case  where  the  placenta  is  not  comptete,  or  a  lobiite  of  a 
succenturiate  placenta  has  been  left  behind,  you  must  explore  the 
uterus  at  once  and  remove  the  adherent  portion. 

Trefdment  of  Adherent  Memhrane.s.^ln  every  case  where  you  are 
quite  sure  a  portion  of  the  membranes  has  been  retained,  you  should 
explore  the  uterus  at  once  and  clear  it  out,  A  small  piece  of  mem- 
brane  may  not  cause  any  mischief,  but  you  cannot  trust  to  this.  With 
proper  aseptic  precautions  there  is  no  risk  in  exploring  the  uterus. 
In  all  cases  where  the  hand  has  been  introduced  an  intra-uterine 
douche  should  be  given.  It  is  advisable  to  give  the  patient  an  ansBS- 
thetic  when  the  hand  has  to  be  passed  into  the  uterus.  The  operation 
can  be  done  quite  well  without  it,  but  causes  considerable  pain. 


CHAPTER  XXV 

FRi£T£R!rATnEAL  LABOURS 

CauBea  of  Int'gular  Fre:4entutionii — Pelvic  Pi-esentAtiona — Position:* — Mechania 
— Causes  of  Delay  in  Breech  Case>s — Upward  Displaeement  of  the  Arms- 
Impaction  of  the  After-cotninjif  Head, 


Irregular  Presentations, 

In  these  labours  some  other  part  of  the  ehikl  than  the  he4id  prea 
The  presentation  may  be  pelxnc  or  transverse. 

Causes  of  Irregular  Presentations.— Broadly  s^veaking, 
the  totus  may  be  said  to  accomniodate  itself  to  the  shape  of  the 
uterus,  more  especially  during  the  later  months  of  pregiianey.  The 
long  axis  of  the  uterus  will  come  to  be  occupied  by  the  long  axis  of 
the  fcetus  ;  therefore,  in  the  vast  majority  of  labours  at  hill  time, 
either  the  head  or  the  breech  of  the  fa?tus  presents.  The  cause  of 
the  preponderance  of  head  presentations  is  said  to  be  gravity,  as  the 
head  is  much  the  heavier  portion  of  the  fcetus,  but  the  shape  of  the 
uterus  most  also  be  taken  into  account.  The  flexed  back  and  breech 
of  the  fa:*tu3  naturally  tit  the  fundus  much  better  than  the  head.  By 
reflex  movements,  the  foetus  probably  moves  itself  into  the  position 
which  will  cause  least  pressure  upon  it.  Until  well  on  in  pregnancy 
the  fa?tus  is  relatively  small,  compared  to  the  cavity  of  the  uterus, 
and  it  may  occupy  any  position  and  change  this  position  frequently, 
but,  as  it  nears  full  time,  it  takes  up  the  position  which  it  mil  be  found 
to  occupy  wlien  labour  commences.  This  accounts  for  the  frequency 
ol  irregular  presentations  in  premature  labours.  The  tonicity  of  the 
fcetus  helps  to  keep  it  in  its  final  position,  but  if  it  be  dead  and  macer- 
ated this  no  longer  holds  good,  hence  the  frequency  of  irregular 
presentations  with  dead  foetuses.  Anything  which  %iill  interfere 
with  the  normal  shape  of  the  uterus,  such  as  tumours  or  congenitat 
malformations,  or  with  the  shape  of  the  foetus,  as  hydrocephalus,' 
nmlfoi-mations,  and  monsters,  will  disturb  the  balance,  and  t^nd  to 
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irregular  presentations.  Overdiatention  of  the  uterus  from  hydramnios 
also  tends  to  this,  as  it  allows  greater  freedom  of  movement  to  the 
fcetus,  so  that  at  full  time  it  is  in  much  the  same  position  as  a  sixth 
or  seventh  month  foetus  under  ordinary  cuntlitions.  In  multiple 
pregnancies,  irregular  presentations  are  common  from  the  same 
cause. 

Felvic  Presentatioilfi.— These  occur  in  about  3  per  cent,  of 
all  labours.  They  are  divided  into  three  varieties — viz.,  breech, 
foot,  and  knee,  according  to  whether  the  buttocks,  foot,  or  knet^ 
enters  the  brim  first.  The  attitude  of  the  fa?tua  tn  idem  is  the  same 
as  when  the  head  presents — viz.,  one  of  ftexion.  The  thighs  should 
be  flexed  upon  the  abdomen  and  the  legs  upon  the  thighs.  As  a  rule, 
the  feet  are  well  up,  but,  if  they  happen  to  be  low  down,  one  or  both 
may  be  felt  at  the  brim.  In  some  cases  the  legs  are  not  flexed,  but 
extended,  and  the  feet  then  he  well  up  on  the  chest.  In  this  condition 
impaction  is  liable  to  occur,  as  we  shall  see  later;  If  the  fcefcal  attitude 
of  flexion  becomes  undone,  the  knee  presents.  This  is  tlie  rarest 
of  the  three  varieties. 

Causes, — Anything  which  intei  feres  with  the  normal  shape  of  the 
uterus  or  foetus  tends  to  cause  pelvic  presentations — e.g.,  excessive 
liquor  amnii,  multiple  pregnancies,  tumours  of  the  uterus  or  foetus, 
contracted  pelvis,  obliquity  of  the  uterus,  placenta  prtevia.  Monsters, 
dead  or  premature  children,  and  those  suffering  from  hydrocephalus, 
frequently  present  in  this  way. 

Diagnosis. — By  abdominal  palpation  the  rounded  head  can  be  made 
out  at  the  fundus.  The  fcetal  heart  will  be  heard  loudest  above  the 
umbilicus.  The  membranes,  if  unruptured,  will  protrude  in  a  sausage- 
shape.  They  are  likely  to  rupture  early,  because  the  breech  does  not 
effectually  dam  back  the  Uquor  amnii.  The  presenting  part  will  be 
nmch  softer  than  the  head,  not  so  rounded,  and  no  sutures  or 
fontanelles  will  be  felt.  The  sacrum,  coccyx,  and  ischial  tuberosities 
can  be  recognised.  When  the  membranes  are  ruptured  the  anus  and 
genital  organs  can  be  felt.  The  anus  can  be  told  from  the  mouth  by 
the  fact  that  there  are  neither  hard  gums  nor  tongue  inside  of  it.  The 
anus  has  actuaUy  been  mistaken  for  the  undilated  os,  and  the  perineum 
of  the  child  torn  by  attempts  to  dilate  it.  The  examining  finger  will 
be  stained  with  meconium.  The  crest  of  the  ilium  can  often  be 
reached,  and  the  finger  passed  into  the  fold  of  the  groin.  This  may 
be  mistaken  for  the  axilla,  but  in  the  latter  you  should  be  aide  to  feel 
the  ribs.  When  the  foot  presents  it  can  be  distinguished  from  the 
hand  in  that  it  is  placed  at  right  angles  to  the  limb,  the  heel  is  prorai- 
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iient,  the  toes  are  about  equal  length,  and  the  big-toe  cannot  be  separ- 
ated at  right  angles  from  the  others  or  bent  over  the  sole,  as  the 
thumb  can.  The  knee  may  be  distinguished  from  the  elbow  by  being 
broader  and  not  so  pointed.  It  will  be  somewhat  depressed  in  the 
centre  with  a  prominence  at  each  side,  while  the  elbow  vkill  be  prominent 
at  the  centre  and  depressed  at  each  side.  If  you  have  any  difficulty 
in  deciding  the  matter,  pass  your  hand  along  the  hmb  until  you  reach 
either  the  foot  or  haniL 

F^rognosis. — The  mother  does  not  run  any  greater  risk  than  in  an 
ordinary  head-first  labour,  but  the  child  does.  About  20  per  cent. 
of  the  children  are  lost.  The  danger  to  the  child  arises  from  early 
rupture  of  the  membranes,  and  delay  in  the  delivery  of  the  after- 
coming  head,  allowing  of  pressure  upon  the  placenta  and  coid. 
The  child  may  also  make  efforts  to  breathe  while  the  head  is  in  the 
vagina,  and  become  suffwated  from  drawing  mucus,  etc.,  into  it« 
air-passages.  It  may  also  be  injured,  and  oven  killed,  during  artificial 
delivery.  The  legs,  arms,  oi  clavicles  may  be  broken  or  dislocated, 
and,  what  is  of  more  consequence,  the  neck  dislocated  and  the  spinal 
cord  torn.  In  contracted  ])clves  the  skull  may  be  fractured,  or  a  blood- 
vessel burst  in  the  brain,  I  have  seen  a  skiagram,  taken  from  a 
child  a  month  old,  which  showed  fractures  of  both  femora  and  one 
arm,  which  had  evidently  occurred  in  delivering  the  cliild  by  the 
breech . 

PositiOHS*^ — There  are  four  positions  as  in  ordinary  vertex  cases. 
The  sacrum  is  usually  taken  as  the  denominator,  but  unfortunately 
it  is  not  the  part  which  leads,  nt^ither  does  it  follow  the  rule  of  internal 
rotation — viz.,  to  pass  forwards  under  the  pubic  arch.  It  is  the  front 
hip  of  the  child  which  leads  and  rotates  forward.  I  shall  adopt 
Berry  Hart's  nomenclat  nre.  and  tlivide  the  positions  into  dorso-anterior 
and  dorso-posterior,  and  each  of  these  into  right  and  left  coxa-cotyloid. 
Right  and  left,  anterior  and  posterior,  all  refer  to  the  mother. 

1.  Doi'soanti^rior-    Right  coxa-cotyloid  =  L.S. A. 

2.  „         ,.  Left        „  „     --=R.!S.A. 

3.  Dorso-posterior,  Right      „  „     =R.S.P. 

4.  „        „  Left        .,  „     =U8.P. 


In  the  dorao-anterior  the  back  of  the  child  liea  anteriorly,  and 
in  the  first  the  child's  left  hip  will  be  to  the  front  and  right  side  of  the 
pelvis,  R.CX\  In  the  second  the  child's  right  hip  will  be  to  the  front 
and  left  side  of  the  pelvis,  L.C.C\  In  the  dorso-posterior  the  back  of 
the  child  hes  towards  the  back  of  the  pelvis,  but  either  the  right  or 
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left  hip  vdW  be  to  the  front.  In  the  third  the  right  hip  will  be  to  the 
front  and  right  of  the  pelm,  R.C.C.,  and  in  the  fourth  the  left  hip 
will  be  to  the  front  and  left  of  the  pelvis,  L.CX\ 

The  first  is  by  far  the  most  frequent,  and  the  third  the  next  in 
frequency,  as  in  vertex  cases. 

Meclaanlsill.'— If  the  fcetus  is  small  the  breech  may  be  driven 
straight  down,  but,  as  a  rule,  the  anterior  hip  passes  down  in 
advance.  The  first  movement  is  one  of  descent,  with  the  anterior 
hip  in  advance.  The  bisiUac  diameter  passes  down  in  one  or  other 
obUque  diameter.  In  the  first  and  third  it  is  the  in  left  oblique, 
and  in  the  second  and  fourth  in  the  right.     When  the  leading  or 
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Fig.  45.— Four  Positions  in  Breech  Presentation:  fkom  Below. 

anterior  hip  reaches  the  floor  of  the  pelvis,  it  follows  the  rule  for 
internal  rotation,  and  passes  forwards  under  the  pubic  arch,  and  the 
posterior  one  is  forced  over  the  perineum  by  a  movement  which  is 
practically  extension.  The  legs  and  botly  are  then  expelled.  The 
arms  should  be  folded  across  the  chest.  The  anterior  shoulder 
passes  forwards  under  the  pubic  arch,  and  the  posterior  sweeps  over 
the  perineum.  The  after-coming  head  enters  the  pelvis  with  its 
long  diameter,  the  occipito-frontat,  in  the  transverse,  and  as  it  comes 
down,  the  occiput  rotates  forwards  under  the  pubic  arch,  the  fore- 
head passing  into  the  hollow  of  the  sacrum.  This  causes  an  external 
rotation  of  the  body.     The  nape  of  the  neck  is  fixed  under  the  pubic 
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arch,  the  chin,  face,  and  forehead  sweep  over  the  perineura  by  a 
movement  of  flexion,  and  the  birth  is  finished.  In  a  few  rare  caaes 
the  chin,  instead  of  the  occiput,  passes  forwards  under  the  pubic  arch. 
The  chill,  face,  and  forehead  may  then  be  expelled  by  flexion,  or  the 
occiput  and  vertex  sweep  over  the  perineum  and  the  head  he  born 
by  a  movement  of  extreme  extension,  the  face  of  the  child  looking 
directly  into  the  vagina  as  the  birth  is  completed. 

The  caput  auccedaneum  will  be  over  the  leading  hip  and  genital 
organs.  The  scrotum  of  a  male  may  be  very  much  swollen,  and  quite 
black  from  elfused  blood. 

Causes  of  Belay  in  Breech  Case8.--The  first  stage  is  apt 

to  be  prolonged  by  the  membTanes  rupturing  early,  Tn  the  second 
stage  we  get  delay  from  impactkm.  The  breech  comes  down  into  the 
pelvis,  and  is  jammed  there.  This  may  happen  with  a  large  child, 
when  the  soft  parts  are  rigid»  when  a  tumour  obstructs,  when  the 
pelvis  is  contracted,  but  a  very  common  cause  is  extension  of  the 
legs,  so  that  the  feet  lie  well  up  on  the  cliest  and  are  caught  by  Bandl's 
ring. 

Upward  Sisplaoement  of  the  Arms*— This  is  apt  to 

happen  if  traction  is  made  on  the  legs.  It  is  also  apt  to  occur  in 
contracted  pelves.  The  elbows  hitch  on  the  brim,  and  the  arms  are 
thrown  up  by  the  side  of  the  head  and  eflFecluftlly  bloi^k  the  passage. 

Impaction  of  the  After-comimg  Head.-^This  is  very  apt 
to  occur  in  contracted  pelves,  also  when  the  head  is  large,  and  when 
traction  is  made  on  the  legs,  without  at  the  same  time  applying 
suprapubic  pressure.  If  traction  is  made  on  the  legs,  the  head  tends 
to  become  extended,  and  a  long  diameter  is  thus  substituted  for  a 
short  one,  so  the  head  is  apt  to  be  arrested, 

TreatrntTii. — Keep  the  membranes  intact  as  long  as  possible.  Lea\i 
the  delivery  to  nature  until  the  breech  is  born,  and  the  l.>ody  expelled, 
as  far  as  the  umbilicus,  then  draw  dowTi  a  loop  of  the  cord  and  (eel 
if  it  is  pulsating.  If  the  cord  is  quite  pulseless  and  flaccid,  the  child 
is  dead,  and  there  is  no  need  for  hurry  :  if  it  is  pulsating  quit«  freely, 
there  is  no  inimediate  danger  to  the  child  ;  but  if  pulsation  is  very 
quick  and  feeble,  delivery  umst  be  effected  quickly,  if  the  child  is  to 
be  saved.  In  any  case,  when  the  child  is  alive  delivery  must  not  be 
prolonged  many  minutes,  as  the  risk  is  considerable  from  pre^ure 
upon  the  placenta  or  cord,  or  from  the  child  attempting  to  breathe, 
and  thus  suffocating  itself  by  drawing  mucus  into  the  air^passages. 
The  child's  body  should  be  wrapped  in  a  warm  towel  to  prevent  it 
from  getting  cliilled.    When  the  body  is  being  expelled,  suprapubic  prcs- 
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sure  should  be  kept  up  to  keep  the  head  flexed  and  prevent  the  arms 
passing  up  by  its  side.  If  the  arms  are  not  quickly  expelled,  they 
»  must  be  brought  down,  Seize  the  child's  legs  and  swing  the  body  as 
ir  out  of  the  way  as  possible  with  one  hand^  so  as  to  allow  the  fingers 
of  the  other  hand  to  be  passed  along  the  front  of  the  chest  until  the 
nearest  arm  is  reached.  The  fuigers  should  be  passed  into  the  bend 
of  the  elbow,  and  the  forearm  and  hand  swept  down  over  the  front 
of  the  child.  Reheve  the  more  accessible  arm  first,  and  then  the 
other  can  usually  be  easily  reached.  \'ou  will  probably  have  to  change 
hands  to  relieve  the  second  arm.  The  head  may  be  expelled  by  nature, 
but,  as  a  rule,  assistance  will  be  required.  The  best  method  is  by 
suprapubic  pressure,  which  can  be  combined  with  traction  on  the 
body.  With  the  patient  un  her  back,  get  an  assistant  to  press  firmly 
on  the  uterus  downwaids  and  backwards  through  the  abdominal 
wall.  This  may  be  sufficient  to  expel  the  head,  but,  if  not,  traction 
can  be  combined  with  it.  Place  the  body  of  the  child  on  your  left 
arm,  and  pass  the  fingers  of  the  left  hand  along  the  vagina  into  the 
mouth  of  the  cliild,  or  on  each  side  of  its  nose.  The  right  hand  should 
eithei  grasp  over  the  shoulders,  or  its  fingers  should  be  passed  into  the 
vagina  against  the  occiput.  The  body  of  the  child  should  then  be 
Bwung  as  far  forwards  as  postiiljle  towards  the  mother's  abdomen, 
and  the  head  flexetl  and  levered  out  ^vhen  the  face  lies  in  the  hollow 
of  the  sacrum.  If  the  face  has  rotated  forwards,  the  body  of  the 
child  should  be  swung  back  towards  the  mother's  back,  and  the  face 
be  brought  out  first  by  flexion.  Care  must  be  taken  not  to  draw 
the  head  out  too  quickly,  as  the  perineum  may  be  badly  torn.  Supra- 
pubic pressure  is  by  far  the  best  method,  and  should  always  be  prac- 
tised along  with  traction,  if  not  sufficient  alone.  It  is  following 
nature's  method  of  expulsion,  and  tends  to  increase  flexion,  while 
traction  from  below  tends  to  cause  extension,  of  the  head. 

In  applying  traction  to  the  body  of  the  child,  care  must  be  taken 
not  to  injure  the  neck,  and  if  the  fingers  are  hooked  into  the  mouth, 
not  to  tear  the  cheek  or  break  the  jaw.  If  there  is  any  delay,  the 
child  will  be  born  asphyxiated,  so,  in  every  case,  preparations  for 
re\nving  it  should  be  made  beforehand. 

Treatment  of  Deiayeil  Cases. — When  the  membranes  rupture  early 
there  \^^11  be  delay  in  the  first  stage,  and,  as  the  hquor  amnii  will  be 
completely  drained  away,  the  pressure  upon  the  child  may  soon  begin 
to  tell.  The  best  method  of  hastening  dilatation  is  by  means  of 
Champetier  de  Ribes*  bag.  It  will  prevent  the  escape  of  any  hquor 
amnii  which  is  still  in  the  uterus,  and  thus  help  to  prevent  injurious 
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pressure  upon  the  child.    Manual  dilatation  under  chloroforra  may 
be  necessary. 

Second  SUige. — Impaction  of  the  breech  may  be  caused  by  the  large 
size  of  the  child,  rigidity  of  the  soft  parts,  contracted  pelvis,  tumours, 
or  extension  of  the  legs,  so  that  the  feet  lie  well  up  on  the  chest.  The 
usual  explanation  ol  the  cause  of  impaction  when  the  legs  are  ext-ended 
is  that  the  pelvis  is  flexed  upon  the  tnink  at  the  lumbar  articulations, 
and  the  trimk,  pelvis,  and  legs  of  the  fcctus  form  a  wedge  which 
cannot  pass  through  the  maternal  pelvis.  I  do  not  agree  with  this* 
The  pelvis  of  the  cliild  is  jammed  into  the  mothcT's  pelvis,  and  is  not 
flexed  in  the  way  described.  In  these  cases  the  liquor  amnii  wiD  be 
drained  away  i^arly,  and  moulding  of  the  uterus  round  the  child  wall 
be  evident.  Btmdrs  ring  begins  to  form,  and  as  the  feet  he  above 
it  they  are  caught  by  it,  and  the  child  is  hitched  by  its  feet.  With 
each  contraction  of  the  uterna  BanilFs  ring  contracts,  and  the  child 
is  held  fast,  instead  of  being  forced  down. 

The  following  case  illustrates  this.  The  patient  was  thirty-nine 
years  of  age,  ll*para*  Her  former  lal:>nurs  had  been  easy,  except 
the  last  one,  three  years  ago,  when  I  had  deUvered  her,  with  forceps, 
of  a  very  large  child.  The  membranes  ruptured  in  the  morning.,  but 
contraction?  did  not  come  on  until  2  p.m.  By  t>  p.uL  the  breech 
had  descended  into  the  cavity.  The  pains  were  very  strong,  but  no 
further  advance  was  made  during  the  next  hour,  so  the  nurse,  whose 
case  it  was,  sent  for  me.  I  found  the  uterus  was  moulded  round 
the  body.  The  breech  was  in  the  cavity,  dorso-anterior  R,C,C* 
The  contractions  were  exceedingly  strong,  but  no  advance  was  being 
made. 

The  patient  was  put  very  deeply  under  chloroform,  as  1  wished 
to  find  out  the  cause  of  delay  before  deUvering.  On  carefully  passing 
my  hand  in,  I  found,  as  I  expected,  the  legs  extended.  The  retraction 
ring  was  very  distinct,  forming  a  ledge  round  the  interior,  and  the 
feet  were  both  hitched  above  it.  The  cause  of  the  arrest  was  per- 
fectly  plain,  as  no  descent  could  take  place  so  long  as  the  feet  remained 
above  tlie  ring.  The  uterus  was  so  closely  moulded  round  the  body 
of  the  child  that  I  had  some  difficulty  in  unhitching  the  feet  and 
drawing  one  of  the  legs  down.  The  body  was  easily  delivered,  but, 
in  spite  of  firm  suprapubic  pressure,  one  of  the  arms  passed  up.  The 
elbow,  I  suspect,  was  caught  by  the  ring.  WTien  it  was  freed.  deUvery 
of  the  after-coming  head  was  easily  accmiiphshed.  The  child,  a  large 
male,  was  ahve.     The  mother  made  a  good  recovery. 

The  impacted  breech  may  be  delivered  by  forceps,  but  the  instru- 
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ments  are  prone  to  slip.  If  possible,  a  foot  should  be  brought  down, 
and  then  there  will  be  no  further  difficulty.  This  can  easily  be  done 
when  the  legs  are  flexed,  but  when  they  are  extended  the  greatest 
care  must  be  taken,  and  the  patient  should  be  deeply  under  chloro- 
form, as  the  lower  uterine  segment  might  very  easily  be  ruptured. 
If  a  foot  cannot  be  brought  down,  traction  should  be  made  on  the 
groin  by  hooking  the  fingers  through,  passing  an  aseptic  fillet*  or 
using  a  blunt  hook.  There  is  great  risk  of  fracturing  the  femur, 
especially  when  the  blunt  hook  is  used.  In  some  cases  the  breech 
cannot  be  got  through  until  it  has  been  broken  up.  The  cephalo* 
tribe  should  be  used  to  dehver  with,  and  the  after-coming  head  should 
be  perforatcti,  before  an  attempt  is  made  to  drag  it  through. 

Upward  DisplucemeiU  of  the  Arms, — This  can  be  prevented,  in 
many  cases,  by  keeping  up  suprapubic  pressure  during  the  descent 
of  the  body.  The  method  of  deahng  w4th  the  arms  has  already  been 
described.  If  an  arm  happens  to  be  displaced  behind  the  head,  and 
the  forearm  cannot  be  swept  forwards,  and  over  the  face,  it  may  be 
necessary  to  break  the  humerus.  This  accident,  or  separation  of 
the  epiphysis  and  diaphysis,  or  fracture  of  the  clavicle,  may  happen 
in  any  case.  The  arm  may  be  paralyzed  from  injury  to  the  brachial 
plexus. 

Impaction  of  the  Ajter-coming  Head. — This  may  be  due  to  dispro- 
portion between  the  size  of  the  passage  and  the  head,  from  a  large 
head  or  a  small  peKis,  but  is  most  frequently  caused  by  extension 
of  the  head  by  traction  fioni  below,  without  suprapubic  pressure. 
Suprapubic  pressure,  combined  with  traction  from  below,  as  already 
described,  ^^411  often  suffice.  Forceps  may  be  used,  and  they  act 
well.  The  body  of  the  child  should  be  thrown  well  forward  on  to  the 
mother  s  abdomen  when  the  chin  is  behind.  The  blades  are  applied 
to  the  sides  of  the  head  on  the  front  of  the  cliibrs  body,  so  that  the 
chin  Ues  between  the  shanks.  Traction  vail  then  rapidly  deliver  thd 
head.  In  breech  cases  it  is  well  to  have  your  forceps  ready,  .so  that 
in  case  of  need  no  time  may  be  lost  in  applying  them. 

If  an  after-coming  head  is  too  large  to  pass,  or  the  pelvis  too  small 
to  allow  it  to  do  ao,  prolonged  traction,  either  on  the  legs  or  with 
forceps,  must  not  be  indulged  in.  The  child  will,  m  all  probability^ 
be  dead,  but,  alive  or  dead,  the  head  should  be  perforated,  and  the 
brain  evacuated.  This  may  be  done  behind  the  ear,  or  through  the 
roof  of  the  mouth.  Vigorous  traction  may  not  only  l>reak  the  neck, 
but  even  cause  decapitation,  a  very  serious  accident  to  happen,  as 
the  utmost  difficulty  is  experienced  in  dehvering  a  decapitated  head, 
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-especially  if  the  pelvis  is  contracted.  Under  no  consideration  should 
the  neck  be  severed.  I  have  more  than  once  known  this  to  be  done 
in  hopes  that  the  head  could  then  be  easily  grasped  with  forceps, 
-but  with  dire  results.  If  such  an  accident  happens,  the  head  should 
be  perforated  and  delivered  with  the  cephalotribe. 

Malrotation  of  the  Head, — The  chin  rarely  passes  to  the  front.  This 
can  be  prevented  during  the  deUvery  of  the  body.  If  it  has  passed 
forwards,  the  body  of  the  child  must  be  swung  backwards  instead  of 
forwards,  and  the  chin  and  face  brought  out  under  the  pubic  arch. 
This  may  be  assisted  by  making  pressure  on  the  occiput  through  the 
rectum,  so  as  to  flex  the  head.  Forceps  are  not  very  useful  in  these 
cases.  They  will  not  promote  deUvery  in  the  natural  way,  unless 
applied  the  reverse  way.  The  chin  is  said  occasionally  to  hitch  above 
the  symphysis,  and  the  occiput  then  descends  into  the  hollow  of  the 
sacrum.  In  such  a  case,  the  occiput  must  necessarily  pass  over  the 
perineum  first  and  the  face  be  bom  last,  the  child  looking  directly 
into  the  vagina  as  birth  is  completed.  A  small  head  might  escape 
in  this  way,  but  the  strain  upon  the  perineum  would  be  very  great. 
Forceps  could  be  appUed  behind  the  body  of  the  child,  so  that  the 
occiput  would  lie  between  the  shanks,  but  in  most  cases  perforation 
would  be  necessary.  The  child  would  very  probably  be  dead.  If 
it  were  dead,  one  should  perforate  at  once,  without  attempting  to 
deliver  it  by  traction. 


tAPTEK  XXVI 


Transverse  Presentations— Positions— Mechanism  —Spontaneous  Rectification^ 
Spontaneous  Version — Spontaneous  Evolution — Sjtontaneous  ExpuL^ion. 

Transverse  Presentations.— The  long  axis  of  the  fcEtus  lies 

more  oi  less  transverse  to  the  loiig  axi?  of  the  mother.  Some  part 
of  the  trunk  presents,  and,  as  it  is  most  frequently  the  shoulder,  these 
cases  are  often  spoken  of  as  shoulder  presentations.  The  hand,  arm, 
elbow,  shoulder,  cr  ribs  may  be  the  part  felt.  The  arm  may  be  pro- 
lapsed into  the  vagina. 

Caw^e^.— Prematurity^  death  of  the  fa?tijs,  excessive  hquor  amniij 
placenta  pra?via,  twins,  tumours,  and  obliquity  of  the  uterus  are  all 
causes. 

Premature  and  mature  foetuses  with  excessive  hquoi  amnii  move 
about  freely  in  the  uterine  cavdty,  and  have  a  tendency  to  present 
transversely.  The  same  thing  is  likely  to  occur  with  a  dead  fcetus, 
as  it  is  much  more  flexible  than  a  hving  one,  and  any  part  of  the  body 
may  be  driven  down  instead  of  the  head.  With  placenta  prse\na, 
you  have  both  the  shape  of  the  uterine  cavity  altered  and  the  pre- 
maturity of  the  labour  as  predisposing  causes.  AVith  twins,  one  or 
both  are  liable  to  be  transverse  from  the  altered  shape  of  the  uterus. 
At  full  time»  obliquity  of  the  uterus  is  the  most  frequent  cause.  The 
cause  of  the  obliquity  may  be  a  tumour  or  a  contracted  peKis,  so  these 
may  be  considered  together.  When  the  uterine  axis  is  oblique,  the  long 
axis  of  the  foetus  will  be  obhque,  and  the  head  will  he  in  the  iliac  fossa 
of  the  side  opposite  to  that  towards  which  the  fundus  leans.  If  the  head 
is  so  far  over  that  the  occiput  cannot  enter  the  brim  as  the  uterine 
contractions  force  the  foetus  down,  a  face  or  a  transverse  presentation 
resulti?.  If  the  body  is  lying  so  that  extension  of  the  head  can 
occur,  the  face  will  come  into  the  brim,  but  if  it  is  so  placed  that  exten- 
sion cannot  occur,  the  Bhoulder,  or  some  part  of  the  body,  will  enter. 
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Frequency.— Tis^nsverse  presentations  occur  in  about  one  in  200 
cases. 

Diagnosis. — The  abdooien  Avil!  appear  broader  tban  naturah  and, 
on  palpating  it,  the  long  axis  of  the  uterus  will  be  found  to  lie  more 
or  less  transversely  to  the  long  axis  of  the  mother.  The  rounded  head 
will  be  felt  at  one  side  and  the  breeeh  at  the  other.  If  it  is  dorso- 
anterior,  the  back  of  the  child  will  be  felt  to  the  front,  and,  if  it  is 
dorso-posterior,  the  Unibs  will  be  made  out  to  the  front.  The  fcetal 
heart  will  be  heard  low  down. 

Per  imjinani  the  presenting  part  will  be  felt  iiigh  unless  the  band 
or  arm  is  prolapsed.  If  the  membranes  are  unruptured,  they  will 
]irotriide  in  a  sausage  shape.  When  the  presenting  part  is  high  it 
will  be  soft.  If  it  is  the  shoulder,  three  bony  ridges  can  be  recog- 
nised— viz.,  the  cla\'icle,  the  humerus,  and  the  spine  of  the  scapula — 
radiating  from  one  spot.  If  the  finger  can  be  passed  into  the  axilla, 
the  ribs  can  be  felt,  and  this  will  distinguish  it  from  the  fold  of  the 
groin  in  a  breech  presentation.  If  the  hand  presents,  it  can  easily 
be  recognised  from  the  foot  by  the  absence  of  the  heel,  the  difference 
between  the  length  of  the  fingers  and  thumb,  and  the  freedom  with 
which  the  thumb  can  be  bent  over  the  palm,  or  extended  at  right 
angles  to  the  hand.  The  elbow  can  be  diagnosed  from  the  knee  by 
its  pointed  extremity,  with  a  hollow  at  each  side,  instead  of  a  hollow 
in  the  centre,  with  a  prominence  at  either  side.  If  you  are  in  doubt, 
try  to  reach  the  hand  or  foot.  When  the  side  of  the  chest  presents, 
the  ribs  can  be  easily  distinguished.  The  cord  is  very  liable  to  be 
prolapsed. 

Prmjnosis. — The  risk  to  the  mother  is  very  great  if  the  case  is  left 
to  nature,  but  if  it  is  profierly  treated  early,  there  should  not  be 
very  much  risk.  The  woman  may  die  of  exhaustion,  of  rupture  of 
the  uterus,  from  the  result  of  operative  interference,  or  from  haemor- 
rhage or  sepsis.  The  risk  to  the  child  is  exceedingly  great.  A  living, 
full-time  child  can  hardly  be  born  ahve  by  natural  efforts.  Besides 
the  risk  of  pressure  interfering  with  the  placental  circulation,  you 
have  all  the  risks  of  artificial  delivery  by  turning.  By  proper  treat- 
ment the  risk  to  the  child  is  lessened,  but  in  all  cases  it  is  great. 

Positions. — The  shoulder  or  acromion  process  is  the  denom- 
inator, and  four  positions,  corresponthng  to  the  vertex  ones,  are  given. 
As  in  pelvic  presentations,  they  may  be  divided  into  two  main  di\isions 
—viz.,  two  dorso-anterior  and  two  dorso-posterior  positions — i,e,,  a 
right  and  left  dorso-anterior,  and  a  right  and  left  dorso-posterior; 
right  and  left,  anterior  and  posterior  referring  to  the  mother. 
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1.  Dorso -anterior.    Left  Acromio-iUac  =Left   Aero mio -anterior,     L.A.A. 

2.  „  „       'Right        „      „       =  Right        „            „          R.A.A. 

3.  Dor«o -posterior,  Right        „       „       =Right  Acromio-posterior,  R.A.P- 

4.  „  „          Left           ,.      „       -Left           „            .,          L.A.P. 

Course  of  ike  Labour, — If  the  cMd  is  small,  or  dead  and  softened, 
the  labour  may  end  in  its  expulsion  in  one  of  the  ways  to  be 
described,  but  if  it  is  large,  alive,  or  only  recently  dead,  the  uterus 
may  rupture,  or  the  contractions  of  the  uterus  may  entirely  cease 
and  the  labour  pass  off.  This  last  is  a  very  fortunate  termination,  if 
there  is  no  assistance  at  hand.  The  cliild  ^^ili  be  dead  before  this 
happens,  and  if  the  woman  does  not  die  of  exhaustion,  labour  will 
come  on  again  in  a  few  days,  when  the  child  will  be  softened,  and 
may  be  expelled  quite  easily.  A  small,  flexible  child  is  occasionally 
expelled  alive,  as  in  premature  cases  or  a  second  child  of  twins. 

Mechanism. 

L  Spoilt aneous  Rectification.— The  foetus  very  rarely  lies 
absolutely  transvcTsely,  but  is  usually  oblique,  with  the  head  in  one 
iliac  fosvsa  and  the  shoulder  over  the  brim.  The  head  can  be  felt 
bulging  out  the  side  of  the  uterus.  If  the  foetus  ia  freely  movable, 
as  the  uterus  contracts,  the  head  may  be  pushed  towards  the  axis 
of  the  brim,  and  thus  become  substituted  for  the  shoulder  ;  in  other 
words,  rectification  may  occur.  This  probably  occurs  more  frequently 
than  we  are  aware. 

2.  Spontaneous  Version.— This  method  was  first  described 
by  Denman  under  the  name  of  '"  Spontaneous  Evolution."  The  arm 
may  or  may  not  be  prolapsed.  If  it  is,  it  \rill  not  be  wholly  outside 
the  vulva.  The  body  is  still  in  the  uterine  ca%dty,  the  head  being 
jammed  tightly  into  one  iliac  fossa.  The  doubled-up  body  is  too 
large  to  pass  through  the  brim.  As  the  uterus  contracts  firmly,  it 
presses  upon  the  breech,  which  is  the  highest  portion  of  the  foetus. 
The  breech  is  the  only  part  which  is  at  all  movable,  and  it  is  gradually 
driven  downwards  until  it  is  forced  through  the  brim  and  is  expelled. 
Tbe  body  turns  on  its  own  axis.  The  case  then  finishes  like  an 
ordinary  breech.  An  ordinary -si  zed  living  child,  or  one  veiy  recently 
dead,  may  be  expelled  in  this  way.  If  it  has  been  dead  sufficiently 
long  to  be  softened,  it  will  come  through  doubled  up.  For  sjjon- 
taneous  version  the  child  must  not  be  too  large,  and  it  must  have  a 
certain  amount  of  resilience.  It  takes  place  later  in  labour  than 
spontaneous  rectification,  but,  hke  the  latter,  occurs  in  the  uterus, 
and  not  in  the  pelvis.     It  is  supposed  to  be  due  to  irregular  contrac- 
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tions  of  the  uteius,  the  firmly  contracting  portion  pushing  the  breeol 
down,  while  the  relaxed  portion  allows  the  head  t5  paas  up. 

Case, — Mrs.  K.,  aged  twenty-seven,  G-para,  was  seen  by  a  student, 
who  found  the  hand  in  the  vagina.  The  pains  were  strong.  When 
the  house-surgeon  reached  the  case  he  found  the  hand  was  at  the 
\Tilva,  but  before  he  could  make  a  vaginal  examination  a  very 
strong  contraction  came  on,  and  the  breech  was  driven  down,  and  the 
body  born  dorso-posterior.  The  head  was  retained  for  a  little  under 
the  pubic  arch,  but  the  child  was  delivered  ahve.  It  weighed  4 J 
pounds,  and  the  mother  stated  it  was  about  a  month  before  ita  time. 
The  labour  had  lasted  fifteen  hours,  and  the  menibranea  were  said  to 
have  ruptured  twelve  hours  before  the  case  was  first  seen. 

3.  SpontaneouB  £irolutlon  (Souglas).— This  occurs  in  the 
pelvic  cavity.  The  presenting  shoulder  is  forced  very  low  down  and 
forwards  under  the  pubic  arch*  The  entire  arm  and  shoulder  can  be 
seen,  and  the  cla\^clc  lies  under  the  pubic  symphysis.  The  head  is 
above  the  pubis,  bulging  well  forwards.  As  the  uterine  contractions 
go  on,  the  side  of  the  chest  is  forced  forwards,  and  the  ribs  e^n  be  felt 
at  the  vulva.  The  clavicle  is  driven  round  the  anterior  part  of  the 
aymphysis.  The  breech  is  now  either  in  the  hollow  of  the  sacrum,  or 
coming  through  the  brim.  Further  contractions  will  drive  it  down 
and  force  it  free,  and  the  labour  will  finish  like  an  ortUnary  breech. 

Spontaneous  evolution  occxirs  in  the  cavity  of  the  pelvis,  thus  differ- 
ing from  version,  which  occurs  in  the  uterus.     The  uterine  contrac- 
tions must  be  very  powerful,     A  full-time  child  may  be  born  alive 
in  this  way  if  it  is  small  and  the  pelvis  roomy,  but  the  great  pressure  j 
to  which  the  child  is  subjected  is  apt  to  cause  its  death, 

4.  SpontaneouB  Expulsion.— This  only  hapjiens  with  macer- 
ated foetuses.  The  body  is  forced  through  doubled  up,  the  head 
and  legs  being  expelled  together  last.  This  method  is  seen  with  pre* 
mature  macerated  fcetuses,  and  in  those  neglected  cases  in  which  ther© 
has  been  a  cessation  of  labour  a  few  days  previously,  and  the  foelus 
has  had  time  to  become  softened. 

Treatment. — If  the  membranes  are  not  ruptured,  they  must  be  kept 
intact  as  long  as  possible.  Spontaneous  restitution  should  be  assisted 
by  external  manipulations.  If  the  membranes  have  ruptured,  dilata* 
tion  sho^dd  be  assisted  by  means  of  hydrostatic  bags.  Champetier  de 
Eibes'  bag  dc^es  admirably,  as  it  effectually  retains  the  remainder  of 
the  liquor  amnii  in  the  uterus,  and  thus  lessens  the  pressure  upon  the 
child.  In  cases  where  the  membranes  are  intact,  if  the  head  cannot 
be  manipulated  into  the  brim,  version  should  be  done  as  soon  as  the 
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OS  ia  fully  dilated.  The  bipolar  method  may  be  used,  but  the  ordinary 
internal  podalic  is  the  one  most  frequently  adopted.  If  the  mem- 
branes are  ruptured  and  the  os  fully  dilated^  podalic  version  should 
be  done  at  once,  before  the  uterus  gets  retracted  round  the  child.  If 
the  OS  is  not  fully  dilated,  it  should  be  dilated,  by  bags  or  manually, 
and  version  should  then  be  done.  In  these  cases  the  patient  must 
be  very  deeply  ane^sthetized,  to  get  as  much  relaxation  of  the  uterus 
as  possible,  in  order  to  lessen  the  risk  of  rupture.  If  any  retraction 
has  taken  place,  BandFs  ring  \rill  form  a  ledge  round  the  inteiior  of 
the  uterus,  and  the  shoulder  will  be  fixed  under  it.  It  should  be 
released  before  the  body  is  turned,  or  it  may  very  easily  rupture  the 
uterus. 

In  doing  podahc  version,  some  authorities  advise  catching  the 
nearer  foot  and  others  the  farther  off  one.  The  proper  foot  to  be 
caught  will  depend  upon  the  position  of  the  child,  whether  it  is  dorso- 
anterior  or  dorso- posterior.  In  dorso- anterior  cases  the  nearer  foot 
should  be  caught,  while  in  dorso-posterior  it  should  be  that  further 
away.  In  the  dorso-anterior  the  back  is  already  to  the  front,  and  you 
do  not  wish  to  alter  this,  therefore  seize  the  nearer  foot.  In  the  dorso- 
posterior  cases  you  seize  the  farther  away  foot,  as  you  not  only  wish 
to  turn  the  child,  but  also  to  bring  its  back  to  the  front.  If  you  seize 
the  nearer  foot,  you  will  turn  the  child  just  as  easily,  but  you  will  not 
rotate  it  on  its  long  axis,  so  the  back  will  remain  dorso-posterior. 

When  impaction  has  occurred,  and  the  uterus  ia  firmly  moulded 
round  the  child,  version  should  not  be  attempted.  The  child  will  be 
dead,  so  no  risk  should  be  run  in  its  interest.  Embryulcia  or  decapita- 
tion should  then  be  done.  If  the  neck  cm\  be  reached*  it  should  be 
cut  through.  The  body  can  then  be  delivered,  and  the  head  after- 
wards by  means  of  forceps  or  the  cranioelast.  If  the  neck  cannot 
be  reached,  break  into  the  body,  and  cut  the  spine  across,  and  dehver 
the  body. 


CHAPTER  XXVI 1 

COMPLEX  OR  COMPLICATED  LABDUES 

F*etal   Compliefitiona— Pmlapae    of    the    Cord— Multiple  Pregnancy — Twins^ 
VarieticH— Superfecundfition  —  Sufjerfa'tation— Arrangement     of     Decidual 

and    Membrftnes— C'oijr»t»    of    the    Pregnancy — Triplets— Locked    Twins 

Breech  and.Hetid — Breech  and  Transverde — Head  and  Transverse. 


FcKTAL  Complications. 

Prolapse  of  the  Cord*— Tliis  accident  is  much  mare  common 
in  multipara:'  than  in  primipara\  It  occurs  about  once  in  150  cases. 
The  term  ''  funic  presentation ''  is  sometimes  applied  to  it  when  the 
cord  is  in  front  of  the  presenting  part,  before  the  membranes  have 
ruptured,  and  ''  funic  prolapse  "  if  it  descends  after  dilatation,  whea 
the  membranes  are  already  ruptured.     This  is  a  useleM  distinction. 

Games,— It  may  be  met  with  in  an  ordinarVt  vertex  presentation, 
but  is  much  more  common  in  contracted  pelves  and  mal presentations. 
It  is  apt  to  arise  in  any  case  in  which  the  presenting  part,  does  not 
fully  fill  up  the  brim  before  the  membranes  rupture,  as  the  rush  of 
waters  may  carry  the  cord  down,  especially  if  it  is  long  or  inserted 
low  down. 

Diagnosis. — Before  the  membranes  rupture  it  can  be  felt  inside  of 
them,  and  there  should  be  no  ditliculty  in  recognising  it,  especially  if 
it  is  pulsating.  In  the  maiority  of  cases  the  membranes*  are  ruptured^ 
and  the  fingers  can  be  hooked  round  a  loop.  It  often  protrudes  at 
the  vulva.  Always  note  whether  it  is  pulsating  or  not.  More  than 
once  a  coil  of  the  woman's  intestines,  which  had  prolapsed  through 
a  rupture  of  the  vagina,  has  been  mistaken  for  the  cord.  The  intes- 
tines have  actually  been  drawn  down  and  several  feet  cut  away. 
No  sane  person  should  ever  make  such  a  mistake,  but  it  has  unfortu- 
nately happened. 

PrftgnosLs. — It  does  not  add  any  risk  to  the  mother  other  than 
that  she  runs  from  the  abnormal  presentation  or  condition  which 
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causes  the  prolapse,  except  that  the  delivery  will  have  to  be  rapid  to 
save  the  child,  and  in  this  way  the  mother's  risk  may  be  increased. 
The  risk  to  the  child  is  very  great-  At  least  one -third  of  the  children 
are  lost  from  compression  of  the  cord. 

Treatment. — If  the  cord  is  pulseless  and  flaccid,  showing  that  the 
child  is  dead,  leave  it  alone.  To  make  sure  that  pulsation  lias  abso- 
lutely ceased,  examine  between  the  pains.  You  may  be  misled  if 
you  only  examine  during  a  pain,  as  the  pressure  upon  the  cord  raay 
stop  the  circulation  during  the  continuance  of  the  pain.  If  it  is  pul- 
sating, try  to  replace  it  above  the  presenting  part.  Placing  the 
patient  in  the  genupectoral  position  will  assist  this.  If  it  cannot 
be  replaced  before  tbe  membranes  rupture,  the  best  treatment  is  to 
do  bipolar  version. 

If  the  membranes  are  ruptured,  and  the  cord  is  pulsating,  try  to 
replace  it  by  pushing  it  up  with  the  fingers  or  by  means  of  a  loop  ot 
string  and  a  catheter,  but  if  it  has  been  protruding  at  the  vulva,  be 
careful  to  wash  it  first,  to  prevent  septic  infection  of  the  uterus.  If 
it  cannot  be  kept  up,  it  may  be  placed  in  whichever  side  of  the  peKis 
there  will  be  tbe  lea&t  [iressure  upon  it.  If  it  is  being  pressed  upon, 
delivery  by  forceps  or  turning  must  be  at  once  resorted  to.  If  neces- 
sary, the  cervix  should  be  manually  dilated.  The  dehverv  must  be 
quickly  done,  in  the  interest  of  the  child. 

Multiple  Pregnanoy,— In  Britain  twins  occjjr  about  I  in 
every  W)  pregnancies.  In  Ireland  the  average  is  about  I  in  60. 
They  very  frequently  run  in  tamihes— i.e.,  the  tendency  to  twin- 
bearing  is  hereditary.  This  hereditary  influence  may  operate  through 
the  father  as  well  as  the  mother,  as  the  same  man  is  often  the  father 
of  twins  by  (hfferent  women,  and  brothers  have  frequently  been  the 
father  of  twins  by  women  in  no  way  related.  They  are  commonest 
in  first  pregnancies,  especially  in  elderly  women.  Imbeciles,  idiots, 
and  children  with  bodily  deformities,  are  not  infrequently  found  in 
twin- bearing  faniihes. 

Varieties,— Each  may  be  developed  from  a  separate  ovum 
{binovular}.  or  both  may  come  from  one  ovum  {imiomdar).  In  the 
first  the  sexes  may  differ,  but  in  the  second  they  will  be  the  same. 

1.  JStwrnw/ar.— The  two  ova  may  come  from  one  ovary,  as  shown 
by  there  being  two  cor|>ora  lutea  in  the  ovary,  but  in  some  cases 
there  is  only  one  corpus  luteum,  which  shows  that  two  ova  may  come 
from  one  ovisac.  A  corpus  luteum  in  each  ovary  shows  that  an  ovum 
has  come  from  each  ovaiy. 

Fertilization  of  the  two  ova  may  take  place  at  one  time,  or  at  two 
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difierent  times  within  a  short  period  of  each  other.  This  latter  fact 
has  been  proved  by  the  birtli  of  a  white  or  a  black  tmn  where  the 
two  ova  have  been  impregnated  by  a  white  and  a  black  man  respec* 
lively.  This  condition  is  known  as  superfeeiifidcdkm.  We  have  no 
means  of  judging  of  the  fiequency  of  its  occurrence.  An  analogous 
condition  of  so-caUed  8uperf(etcUion  is  said  to  occur  at  times  where 
the  second  ovtim  is  impregnated  some  months  later  than  the  first. 
The  birth  of  a  mature  and  an  apparently  premature  child  at  one 
time,  or  the  birth  of  two  children  within  a  month  or  two  of  each  other, 
has  been  held  as  proving  that  this  condition  can  exist,  but  until  the 
possibility  of  the  existence  of  a  double  uterus  in  such  cases  has  beeuj 
disproved,  I  camiot  admit  that  superfoetation  can  arise.  In  some  of 
the  supposed  cases  a  double  uterus  has  been  found.  Each  half  of  the 
uterus  has  become  impregnated  at  different  times,  a  condition  which 
might  easily  happen,  as  ovulation  continues  during  preguancy. 
Besides  the  condition  of  two  ova  developing,  one  in  each  side  of  a  * 
double  uterus,  two  have  been  found,  one  in  the  uterus  and  one  in  a 
Fallopian  tube,  two  in  one  Fallopian  tube*  and  one  in  each  Fallopian 
tube. 
ArrangemeiLt  of  the    Beclduia  axid    Membranes.-- 

1.  Bitujvidar  Twins.— At  first  the  decidua  retlexa  may  be  double,  but 
at  the  end  of  pregnancy  this  cannot  be  made  out.  Each  ovum  has  at 
first  a  complete  and  separate  chorion,  and  these  may  remain  separate 
to  the  end  of  the  pregnancy,  but  the  portions  which  lie  together  may 
fuse  and  disappear,  so  that  at  full  time  there  is  apparently  a  single 
chorion.  Each  foetus  has,  of  course,  its  own  amnion,  and  the  two 
sacs  remain  separate  throughout,  except  in  extremely  rare  cases, 
where  they  may  possibly  fuse.  Binovular  twins  at  full  time  may  "be 
in  distinct  bags  of  membranes,  and  the  placentse  be  ijuite  separate. 
There  may  be  a  single  chorion,  but  the  amniotic  sacs  will  be  separate, 
except  in  very  rare  instances.  The  contiguous  edges  of  the  placenta? 
may  be  apparently  united,  but  there  will  be  no  communication  between 
the  vessels, 

Binovular  twins  are  nmch  more  common  than  uniovular,  and  are 
more  frequent  in  muitipane  than  in  primipara?.  As  already  stated, 
they  may  be  of  the  same,  but  are  nioie  frequently  of  different,  saxes. 

2.  Vniomdar  (mns  are  deveh>ped  from  a  single  ovum,  which  may 
have  two  blastoderms,  or  a  single  blastoderm  which  divides  into  two 
portions.  Each  blaEtotlerm,  or  division,  develops  into  a  fcetus. 
They  are  always  of  the  same  sex.  If  complete  division  of  the  bhisto- 
denn  does  not  occur,  a  double  monster  results.     The  arrangement  of 
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the  reflexa  and  membranes  will  be  a  single  reflexa  and  chorion,  and 
in  some  cases  a  single  amniotic  sac,  or  each  fcetiis  m^y  have  its  own 
amnion.  In  the  majority  of  cases  there  are  two  amnions.  There  ia 
a  single  placenta  with,  as  a  rule,  separate  cords,  but  they  may  be 
united  before  they  are  inserted  into  the  placenta.  There  is  always  a 
communication  between  the  two  foetal  circulations. 

Uniovular  twins  perish  prematurely  much  more  frequently  than 
binovular,  and  abnormalities  are  very  common.  When  one  embryo 
is  less  developed  than  the  other,  the  heart  of  the  stronger  may  force 
the  blood  up  the  umbilical  arteries  of  the  weaker,  and  so  <iisturb  the 
circulation  as  to  cause  atrophy  of  the  heart  of  the  weaker,  resulting 
ia  aa  ocardiac  monster.  The  lower  part  of  the  monster,  beino:  nourished 
by  the  blood  forced  along  the  umbilical  arteries,  develops,  while  the 
heart  and  upper  part,  not  being  sufficiently  nourished,  cease  to  develop, 
and  often  remain  as  a  mass  of  undifferentiated  tissue.  The  lower 
limbs  will  be  more  or  lees  normally  developed,  but  the  upper  hmbs 
and  head  will  be  entirely  wanting.  The  stronger  embryo  may  have 
some  abnormality  as  well,  such  as  an  encephalocele. 

Coarse  of  tlia  Fregnancy.— In  more  than  half  the  cases 
premature  dehvery  occurs.  One  foetus  may  die  and  be  expelled,  and 
the  other  remain  in  ulero  until  fall  time,  but  more  frequently  the 
dead  foetus  is  retained.  The  pressure  of  the  growing  ovum  may 
flatten  out  the  blighted  one,  and  give  rise  to  a  papyraeeous  fcdus. 
I  have  seen  a  good  many  of  these  cases,  but  in  none  of  them  was 
the  fcetus  flattened  out,  only  macerated.  In  three  of  the  cases,  I 
treated  the  patients  for  threatened  miscarriages  about  mid-term, 
when  the  fcjetus  had  evidently  perished.  In  one  of  them  the  woman 
had  been  kicked  in  the  abdomen,  and  in  another  she  suffered  from 
paraplegia  {see  p.  63).  Hydramnios  is  common  with  twins,  and  also 
vesicular  degeneration  of  the  chorion,  the  so-called  kydaiid  mofe. 
When  the  twins  are  in  one  sac,  the  cords  may  become  so  twisted  and 
knotted  as  to  cut  off  the  circulation,  and  cause  the  death  of  both 
fcetuses.  Albuminuria  is  very  common,  and  oedema  of  the  legs  and 
vulva  may  become  extreme,  largely  from  the  pressure,  as  the  follow- 
ing case  illustrates  :  The  patient,  pregnant  for  the  second  time, 
began  to  suffer  very  much  from  oedema  of  the  legs.  About  six  weeks 
before  full  time  albumin  first  showed  itself  in  the  urine,  but  not  to 
any  extent.  She  was  kept  on  a  diuretic,  but  the  swelhng  rapidly 
inczeased,  and  the  urine  diminished  to  about  25  ounces  per  diem. 
When  I  saw  her.  she  had  excessive  oedema  of  the  legs  and  abdominal 
wall.     The  uterus  was  very  large.     I  suspected  twins,  but  could  only 
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palpate  one  foetus  and  hear  one  fcetal  heart.  The  patient  was  within 
four  weeks  of  fxill  time.  The  diuretic  treatment  was  continued,  and 
she  was  put  upon  a  milk  diet.  Sahne  purgatives  were  also  freely 
adniinistered.  The  albumin  was  about  one-tenth,  and  there  were  no 
tube-casts.  The  urine  quickly  increased  in  amount  until  by  the 
sixth  day  she  was  passing  more  than  ♦iS  ounces.  The  swelling  of  the 
legs  and  abdomen  ilid  not  decrease,  and  the  labia  began  to  swell,  so 
I  determined  to  bring  on  labour.  Tliis  was  easily  accomplished,  as 
the  OS  admitted  the  largest  Barnes'  bag.  A¥hen  the  bag  was  expelled 
I  ruptured  the  membranes,  and  a  couple  of  hours  later  delivered  a 
large  child  by  forceps.  A  second,  umch  smaller,  child  was  found 
lying  in  the  back  of  the  uterus,  which  accounted  for  its  not  ha\nng 
been  felt  by  palpation.  It  was  transverse,  so  I  turned  and  delivered 
it  also  alive.  There  was  a  single  placenta  with  separate  amniotic 
aacs.  The  twins,  males,  had  been  uniovular.  By  the  fourth  day 
after  deliver}^  the  oedema  had  completely  disappeared. 

Diagnosis,— 'In  most  cases,  the  diagnosis  of  twins  is  only  made 
after  the  first  child  has  been  born.  If  the  placenta  of  the  first  one 
comes  away  in  the  usual  time,  the  second  child  may  be  left  in  titero, 
to  be  expelled  a  few  hours  or  days  later.  I  have  known  this  to  occur 
twice  in  the  hands  of  midwives,  but  such  a  mistake  should  never  be 
made  by  a  competent  person.  On  inspecting  the  abdomen  in  twin 
cases,  the  uterine  tumour  will  be  found  to  be  larger  and  broader  than 
usual,  and  sometimes  a  groove  can  be  noticed.  By  palpation  you 
may  be  able  to  make  out  two  heads  and  more  limbs  than  in  an  ordinary 
case.  If  two  foetal  hearts  can  be  made  out,  with  separate  points  of 
maximum  intensity  and  a  difference  in  rates,  you  may  be  absolutely 
sure  of  the  diagnosis.  If,  however,  one  chikl  lies  directly  behind 
the  other,  and  there  is  a  considerable  amount  of  liquor  amnii,  you 
will  not  be  able  to  palpate  the  posterior  child,  nor  can  you  hear  ita 
foetal  heart. 

Pre^enkUion.^li]  nearly  half  the  cases  both  heads  present,  and  in 
about  a  third  a  head  and  a  breech  ;  then  come  both  breeches,  head 
and  transverse,  breech  and  transverse,  and,  least  frequently,  both 
transverse. 

Triplets  are  exceedingly  rare,  perhaps  once  in  10,000  cases,  while 
quadruplets  are  much  rarer.  Quintuplets  have  been  recorded*  but 
there  are  no  authentic  cases  of  more  than  five.  Triplets  may  ariao 
from  separate  ova,  or  from  two  ova,  two  from  one  and  the  other 
single.  The  membranes  and  placentae  wiU  be  arranged  according  to 
the  ova. 
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Premature  labour  ia  almost  sure  to  occur. 

Prognosis. — The  riak  to  the  mother  ia  considerably  greater  than  iti 
single  pregnancies.  During  pregnancy  there  m  a  greater  strain  thFown 
upon  the  kidneys,  so  albuminuria  is  apt  to  occur.  Premature  labour 
is  frequent.  During  labour  there  is  risk  from  delay  in  the  first  stage, 
due  to  the  overdistention,  and  in  the  third  stage  there  is  much  greater 
risk,  from  poat-partum  hicmorrhage.  This  ariaes  from  the  large 
placental  site,  and  also  from  inertia  uteri,  following  on  the  overdis- 
tention  and  prolonged  first  stage,  ^irtificial  delivery  in  the  interests 
of  the  children  may  also  add  to  the  risk.  The  prognosis  for  the 
children  is  not  nearly  so  good  as  in  single  births.  If  there  is  much 
delay  between  the  births,  the  risk  to  the  second  child  ia  materially 
increased  ;  therefore  one  should  take  steps  to  dehver  the  second  child, 
if  uterine  effort  does  not  expel  it  within  an  hour. 

TreairtietU. — If  the  uterua  is  much  overdistended,  it  may  be  neces- 
sary to  rupture  the  membranes  early.  If  two  baga  present,  one 
containing  a  head  and  the  other  a  breech,  the  one  containing 
the  head  should  always  be  ruptured  first,  to  allow  the  head  to  descend 
and  prevent  locking.  The  first  stage  ia  liable  to  be  prolonged  from 
the  overdistention.  Unless  there  is  some  obstruction,  the  second 
stage,  as  a  nde,  will  be  short,  aa  the  children  will  be  small.  When 
the  first  child  is  born,  the  cord  must  be  tied  in  two  places,  so  as  to 
prevent  heeraorrhagc  from  the  end  next  the  mother.  There  may  be 
a  single  placenta,  and,  in  that  case,  if  the  cord  is  not  tied,  the  second 
child  will  quickly  bleed  to  death.  The  uterus  usually  remains  qui- 
escent for  half  an  hour  or  so  before  contractions  set  in  again.  If  the 
second  child  presents,  either  by  the  head  or  breech,  rupture  the  mem- 
branes if  necessary,  and  then  wait  for  half  an  hour,  gently  kneading 
the  uterus  to  stimulate  it.  IJ  the  second  child  is  transverse,  do  not 
wait,  but  turn  it  at  once.  If  there  are  no  indications  of  uterine  action 
in  about  half  an  hour,  take  steps  to  deliver  the  second  child  by  forceps 
or  turning.  As  the  second  child  is  b^ing  expelled,  the  uterua  must  be 
carefully  followed  down  with  the  hand,  and  after  the  placenta  is 
expelled  active  compression  must  be  kept  up  for  a  considerable  time, 
to  guard  against  post-partum  hiemorrhage.  Ergot  should  be  given. 
In  every  case  you  must  be  prepared  to  deal  with  post-partum  haomor- 
rhage,  so  a  hot  douche  and  ergotin  should  be  ready  for  uae  ;  but  the 
great  thing  is  to  prevent  its  accurrence  by  keeping  the  uterus  com- 
pressed. There  may  only  be  one  large  placenta,  or  two  smaller  ones. 
If  they  are  separate,  the  placenta  of  the  first  child  may  come  away 
before  the  second  child,  but,  as  a  rule,  both  placent£e  are  retained 
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until  the  second  child  is  boriu     Rarely  both  placenta  are  expelled 
before  the  second  child. 

MalpreseniiUiofis  are  common  with  twins.  One  or  both  may  show 
thifi.  They  must  be  dealt  with  as  with  single  births,  only  care  must 
be  taken  not  to  cause  locking  ;  for  instance,  if  you  should  meet  with 
a  head  and  a  transverse  case,  the  head  presentation  should,  if  possible, 
be  dealt  with  first,  for,  if  you  turn  the  transverse  one,  the  heads  may 
ven^  readily  become  locked.  The  malpresentation  is  most  frequent 
in  the  second  child,  and  as  the  parts  are  well  dilated,  it  can  easily  be 
dealt  with.     It  should  be  dealt  with  at  once. 

ZiOOkdd  Twins.  —  This  may  occur  in  several  ways,  either 
with  both  heads  presenting,  a  breech  and  a  head,  a  breech  and  a 
transverse,  or  a  head  and  a  transverse.  With  both  heads  present ing» 
it  arises  when  one  head  enters  the  brim  and  the  other  follows  along 
with  the  chest.  If  there  is  not  room  for  the  head  of  the  second  child, 
and  the  chest  of  the  first,  to  pass,  they  become  jammed.  If  the 
children  are  small  they  may  be  delivered  by  natural  efforts,  but.  as  a 
rule,  assistance  will  be  required.  The  first  child  may  be  delivered  by 
forceps,  but  considerable  force  will  be  required.  Try  to  push  the 
head  of  the  second  child  out  of  the  way  before  maHng  traction.  If 
you  cannot  effect  delivery  in  this  way,  one  of  the  children  must  l^e 
sacrificed,  and  as  the  first  one  will  probably  have  suffered  from  the 
traction,  the  second  one  would  be  the  more  likely  to  survive  :  there- 
fore break  up  the  head  of  the  first  and  remove  it  entirely,  if  possible, 
and  deliver  the  second  one  by  forceps. 

Breech  and  Head.— When  the  breech  of  the  first  child  is 
born,  the  two  heads  attempt  to  come  through  the  pelvis  together,  and 
thus  lock.  They  may  lock  chin  to  chin,  chin  in  the  nape  of  the  neck^ 
occiput  in  the  nape  of  the  neck,  or  head  against  the  side  of  the  neck. 
If  the  children  are  small  they  may  come  through  locked,  as  in  the 
following  case :  A  2-para,  aged  twenty-one,  at  the  seventh  month 
expelled  a  small  body,  but  the  head  stuck.  When  1  was  called  to  her 
the  body  was  bom,  but  the  arms  were  not  down.  I  freed  them  easily, 
as  they  were  only  caught  at  the  vulva,  and  a  strong  pain  immediately 
expelled  the  two  heails,  locked  chin  to  chin.  The  children  were  both 
aHve,  but  too  premature  to  survive. 

If  the  case  is  seen  before  the  membranes  have  ruptured,  the  bag 
containing  the  head  should  be  ruptured,  to  allow  the  head  to  descend 
first  and  prevent  locking.  If  the  locking  has  occurred  and  the  uterine 
contractions  are  not  very  strong,  you  may  be  able  to  unlock  them  by 
pushing  up  the  partly-born  child,  and  then  pushing  the  head  of  the 
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second  out  of  the  way.  If  you  cannot  do  that,  decapitate  the  first 
child,  and  push  its  head  back,  and  apply  forcepa  to  the  second  and 
deliver  it.  The  severed  head  must  then  be  delivered  by  forceps, 
cephalotribe,  or  crotchet.  The  first  child  will  probably  be  dead,  and 
at  all  events  it  cannot  be  saved,  so  one  need  have  no  compunction  in 
decapitating. 

Breech  and  Transverse,— If  seen  early,  turn  the  trans- 
verse child*  and  thus  prevent  impaction.  If  impaction  has  occurred, 
press  aside  the  transverse  child,  so  as  to  unlock  the  head,  and  then 
dehver  the  first  by  traction  and  turn  the  second.  If  you  cannot  do 
this,  decapitate  the  first,  and  turn  the  second,  and  deal  with  the 
severed  head  afterwards. 

Head  and  Transverse, — Push  the  transverse  one  out  of  tlie 
way,  and  dehver  the  first  by  forceps  :  then  turn  the  second.  In 
deahng  with  a  case  of  this  kind,  before  impaction,  it  will  manifestly 
not  do  to  turn  the  transverse  one  and  attempt  to  deUver  it  first,  as 
the  heads  may  easUy  lock.  It  would  be  quite  easy,  however,  to  push 
the  transverse  one  out  of  the  way,  and  apply  forceps  to  the  head  of 
the  other. 

In  doing  version  on  the  first  child,  in  twin  cases,  one  must  always 
bear  in  mind  the  possibihty  of  the  after-coming  head  being  locked. 


CHAPTER  XXVIII 

COMPLEX  OR  COMPLICATED  LABOJIRZ— Continued 

Maternal  Complications— Oirdiftc  Disease — Management  of  Labour — CoBee — 
Aortic  Steiioaia^Aortic  Sttmoals  with  Mitral  StenoBis  and  Jneompetence— 
MitrQl  Stenosis— 3ilitral  Stenosia  and  Incoiupetenoe — Mitral  and  Triciis[>id 
Iiieomiwtence. 


Maternal  Complications. 

Cardiac  Disease.  —  Cardiac  disease  has  already  been  dealt 
with  in  reference  to  pregnancy.  It  is  a  Berious  complication  during 
pregnancy,  but  the  acme  of  risk  is  reached  during  labour.  While 
pregnancy  throws  a  continuous  strain  upon  the  heart,  this  is  markedly 
increased  during  labour,  so  that  a  heart  which  has  just  been  able  to 
carry  on  ita  work,  and  no  more,  may  very  easily  be  overpowered  by 
the  extra  strain  of  labour.  While  there  is  risk  of  failure  of  the  heart 
during  the  actual  stress  of  labour,  there  is  also  considerable  risk  of 
its  being  paralyzed  immediately  after  the  birth  of  the  child.  This 
is  specially  seen  in  cases  where  the  right  side  of  the  heart  is  very 
much  dUated,  as  with  mitral  stenosis.  T\Tien  the  second  stage  of 
labour  is  over,  the  retraction  of  the  uteruB  cuts  out  of  its  circulation 
the  greater  part  of  the  uterine  blood,  and  this  is  returned  to  the  heart 
unless  a  considerable  amount  of  blood  is  lost  post  partum.  The 
result  is  overdistention  of  the  right  side  of  the  heart  and  paralysis 
of  the  organ  (Fig.  4t>).  If  this  explanation^  wJiich  Berrj*  Hart  so 
strongly  insists  on,  is  the  true  one*  manifestly  post-partum  bleeding 
should  be  encouraged  in  all  cases  where  the  right  side  of  the  heart 
is  dilated.  I  thoroughly  agree  with  Hart  in  this  matter,  and  have 
always  pursued  this  method  in  dealing  with  such  cases.  To  this  I 
ascribe  my  success.  Hart  urges  that  if  cardiac  embarrassment  comes 
on,  and  there  is  no  post-partum  haemorrhage,  one  shoidd  not  hesitate 
to  open  a  vein  in  the  arm.  I  have  never  had  to  do  this,  but  would 
be  prepared  to  do  it  in  a  suitable  case. 
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Progfwsis, — The  late  Angus  Macdonald  and  other  writers  give 
a  very  gloomy  prognosis.  For  my  part,  I  cannot  agree  with  theiti. 
It  lA  certainly  a  dangerous  condition,  but  if  compensation  is  good, 
and  it  proper  treatment  is  adopted,  the  patient  should  in  the  majority 
of  cases  be  carried  through.  Pure  mitral  stenosis  is  said  to  be  the 
most  deadly  of  all,  but  this  has  not  been  my  experience.  I  should 
have  more  fears  of  a  double  aortic  caae.  Aortic  incompetence  comes 
next  to  mitral  stenosis.  Mitral  incompetence  is  not  very  serious, 
unless  it  is  very  marked.      I  have  seen  a  number  of  cases  of  fairly 
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Fia*  40. — Section  of*  Heart  with  Mitral  Stenosis  d»  a  Cask  of  Sitdden 

Death  at  End  of  Lahour  (Hart). 

marked  mitral  incompet^^nce  whore  the  patients  passed  through  several 
labours  without  any  inconvenience.  We  not  infrequently  discover 
cases  of  this  kind  in  the  wards,  after  labour  is  over,  where  there  has 
been  no  indications  of  anything  having  been  wrong  duriDg  the  labour. 
Two  lesions  combinedj  such  as  aortic  and  mitral ,  or  mitral  and  tri- 
cuspid, are  more  serious  than  a  single  one.  Repeated  pregnancies 
ftpe  bound  to  teU  on  the  heart  in  the  long-run,  and  patients  should  be 
warned  of  this* 

HlBMSigBjaBnt  of  LaboUTp^At  the  commencement  of  labour 
the  patient  should  be  given  a  large  dose  of  digitalis  or  strophanthus. 
The  first  stage  should  be  allowed  to  run  its  course  naturally,  provided 
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it  is  not  too  prolonged,  and  that  no  cardiac  embarrassment 
to  raanifcBt  itself  by  cyanosis  and  difficulty  of  breathing.  If  the 
patient  is  becoming  exhausted,  or  the  heart  embarrassed,  artificial 
dilatation  and  immediate  delivery  should  be  resorted  to.  There  is 
no  risk  in  giving  chloroform,  but  in  some  cases  ether  is  preferable. 
When  the  os  is  once  fully  dilated,  artificial  delivery  should  be  done. 
As  soon  as  a  patient  passes  into  the  second  stage  of  labour  and  begins 
to  bear  down,  the  strain  upon  the  heart  is  enormously  increased  ; 
therefore  the  second  stage  should  be  done  away  with,  or  cut  as  short 
as  possible.  This  can  easily  be  done  by  applying  forceps  or  turning* 
During  the  third  stage  the  uterus  should  be  allowed  to  relax,  and 
bleeding  should  be  encouraged.  Ergot  is  therefore  contra-indicated. 
If  the  patient  should  show  marked  cardiac  embarrassment,  and  very 
little  blood  be  lost  post  partum,  a  vein  in  the  arm  should  be  opened, 
and  enough  blood  allowed  to  flow  to  relieve  the  engorgement.  Ifj 
there  is  much  collapse,  strychnine  and  digitalin  should  be  given  fieelj 
hypodermically.  During  the  puerperium  the  cardiac  tonic  should 
be  continued,  and  the  patient  should  not  be  allowed  to  suckle  her 
child,  not  only  because  she  will  be  weak^  but  also  because  lactation 
has  a  bad  effect  upon  a  damaged  heart, 

Co^^.^,— 8evera!  cases  have  already  been  given  fully  in  treating  of 
cardiac  disease  in  pregnancy,  which  see. 

Case  L — Aoftic  Stmosih- ;  Labour  at  Full  Time,— J.  C,  aged  twenty- 
six,  2-imra.    Admitted  December  30,  1901  ;  delivered  January  8,  1902, 

This  patient  was  not  in  labour  when  admitted,  but  on  account  ol 
cough,  extreme  breath lessness,  and  great  oedema  of  the  legs,  it  wa 
deemed  advisable  to  keep  her  under  observation  in  hospital. 

Previous  history  :  She  had  had  scarlet  fever  at  seven  years  of  age, 
from  which  she  had  made  a  good  recovery,  but  for  the  past  eight 
years  she  had  been  much  troubled  with  rheumatic  pains  in  her  joints. 
Three  months  ago  the  cough  and  breathlcssness  had  set  in,  and  the 
breathing  had  become  exceedingly  embarrassed  on  exertion. 
had  had  no  difficulty  during  her  former  pregnancy. 

Cardiac  condition  on  admission  :  The  pulse  was  80,  and  of 
tension.  The  apex-beat  was  I  inch  outside  the  vertical  nipple-line. 
The  right  border  was  normal  in  position.  Auscultation  revealed  a 
harsh  systohc  nmrmur,  heard  with  maximum  intensity  over  the 
aortic  area,  and  conducted  into  the  vessels  of  the  neck.  A  very 
slight  thrill  coulil  be  occasionally  detected  over  the  aortic  area. 

The  swelling  of  the  legs  and  ankles  was  extreme,  and  there  waa 
very  marked  degree  of  capillary  varicosity  of  the  veina. 
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The  urine  was  pale  straw-colour,  with  a  slight  deposit  of  urates, 
but  no  albumin. 

She  was  kept  at  absolute  rest,  and  given  an  expectorant,  and  cardiac 
tonic. 

Labour  set  in  on  the  night  of  January  8,  and,  although  strict  injunc- 
tions had  been  given  that  the  resident  was  to  be  advised  of  the  fact, 
no  intimation  was  given  him  until  the  second  stage  had  lasted  three 
hours,  and  no  progress  was  being  made.  He  found  the  patient  was 
completely  exhausted,  with  an  irregular  pulse  of  120.  The  pains 
were  very  feeble.  An  inhalation  of  amyl  nitrate  was  given,  and  a 
hypodermic  injection  of  strychnine  ^q  grain,  and  digitalin  yV  gi^ain. 
Delivery  was  effected  by  forceps  under  chloroform.  Free  bleeding 
was  allowed  to  take  place  post  partum,  and  then  the  uterus  was 
firmly  rubbed  till  it  became  well  retracted. 

The  patient  made  a  good  recovery. 

Case  II, ^Aortic  Stenosis  with  Mitral  Stenosis  and  In^mnpdence ; 
Labour  at  Ftdl  Time, — Mrs.  A.,  aged  twenty-five,  3-para.  Admitted 
December  15,  1001 ;  delivered  January  2,  1902. 

This  patient  was  admitted  to  hospital  suffering  from  cough »  breath - 
lessness,  and  palpitation,  dating  from  the  quickening,  but  aggravated 
during  the  fortnight  prior  to  admission.  She  had  also  been  very 
hoarse  for  three  weeks. 

Past  history :  She  had  never  had  scarlet  fever  or  rheumatic  fever, 
nor  had  she  ever  manifested  any  symptoms  of  subacute  rheumatism. 
During  her  first  pregnancy  she  had  been  perfectly  well,  but  had 
suffered  slightly  from  breathlessness  during  the  latter  third  of  her 
second.     There  was  no  indication  of  syphilis. 

Inspection  of  the  cardiac  area  revealed  diffuse  pulsation  in  the  fourth 
and  fifth  interspaces,  while  marked  pulsation  could  be  detected  in 
the  suprasternal  notch  and  in  the  veins  of  the  neck. 

Palpation  revealed  marked  pulsation  in  the  second,  third,  fourth, 
and  fifth  interspaces,  acccmpanied  by  a  well-defined  thrill  of  a  rough, 
grating  character,  and  preceding  the  apical  impulse. 

On  percussion,  the  transverse  area  of  cardiac  dulness  was  found  to 
measure  4}  inches,  and  this  was  continued  upwards,  and  towards 
the  middle  and  left  of  the  manubrium  sterni,  by  a  narrow  neck, 
\\  inches  broad. 

Auscultation  over  the  mitral  area  gave  a  rough,  rumbling  murmur, 
limited  in  distribution,  and  running  up  to  the  first  sound,  which  was 
obscured  by  a  soft,  blowing,  systolic  murmur,  following  upon  the 
termination  of  the  presystolic  one.     The  systolic  murmur  was  well 
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conducted  into  the  left  axillary  region.  Over  the  aortic  area  and 
iiiidsternum  a  somewhat  harah  systoUc  murmur  waa  heard ;  it  was 
conducted  into  the  vessels  of  the  neck. 

The  aphonic  condition,  associated  with  the  pulsation  in  the  supra-" 
sternal  notch,  and  the  area  of  percuaaion  dulness  over  the  upper  and 
left  border  of  the  sternum,  led  to  a  auapicion  of  aneurism ;  but  although 
a  systolic  murmur  could  be  heard  over  the  trachea,  there  was  no 
e\Hdence  of  pupillary  inequality,  inequality  of  radial  pulaes,  dysphagia, 
or  tracheal  tugging,  Laryngoscopic  examination  ahowed  a  somewhat 
ansemic  condition  of  the  Iar>Tix,  and  a  tumefaction  of  the  vocal  cords 
and  of  the  aryepiglottic  folds.  Movements  of  adduction  and  abduc- 
tion of  the  vocal  cords,  though  a  Uttle  tardy,  were  quite  free. 

Lungs  :  Bronchitic  rales  were  heard  in  the  left.  The  pulse  was  90, 
and  slightly  irregular.  The  urine  contained  0-5  per  cent,  albumin 
and  triple  phosphates* 

The  patient  was  kept  in  bed  on  milk  diet  and  imperial  drink,  and 
given  a  mixture  containing  strophanthos,  acetate,  and  citrate  of 
potash.  She  was  also  given  an  inhalation  of  menthol  and  tr.  ben- 
zoini  CO.  Her  condition  quickly  improved.  The  pulse  became  regular, 
and  the  heart's  action  quietened,  while  the  cough  and  aphonia  lessened. 
Every  night  she  complained  of  pains  in  the  lumbar  region,  which 
eeemed  to  be  false  labour  paiiiB. 

On  January  2  labour  set  in  with  strong  pains.  The  first  stage  only 
laAted  an  hour  and  a  quarter,  and  the  second  only  eighteen  minutes. 
No  instrumental  interference  was  adopted,  as  tliere  was  no  cardiac 
embarrassment.  A  fair  amount  of  bleeding  was  allowed  in  the  third^ 
stage*    She  made  a  good  recovery. 

Case  IIL—Milral  Stenosis  ;  Labour  at  FuU  Time.— Mm.  W., 
twenty-nine,  l-para.  Admitted  December  19,  1901  ;  deUvered 
December  11».  This  patient  on  admission  felt  very  well,  and  suffered 
no  discomfort.  Lividity  of  the  ears,  lips,  cheeks,  and  tip  of 
the  noae  led  to  the  suspicion  of  a  mitral  leaion,  and  auscultation 
revealed  a  well-marked  presystolic  murmur  in  the  mitral  area.  The 
thrill  could  be  distinctly  felt. 

As  the  second  stage  was  prolonged,  chloroform  was  administered 
and  forceps  applied.  Free  bleeding  was  allowed  to  take  place.  She 
made  an  uninterrupted  recovery. 

In  this  case  there  must  have  been  well-marked  compensatioQ, 
as  she  had  not  suffered  any  inconvenience  during  the  pregnancy. 
During  the  labour  there  was  notliing  to  show  that  the  heart  was 
afiected.     I  think  it  was  probably  a  case  of  congenital  Btenoaifl.    I 
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know  of  a  case  of  mitTa!  stenosis,  which  I  believe  to  be  congenital, 
where  two  labours  have  been  passed  through  without  the  least  diffi- 
culty. 

Case  IV. — Miircd  Steiiosis  mid  hicompeience ;  Lahour  at  Full 
Time.— Mm.  B.,  aged  twenty-seven,  2-para.  Admitted  to  the  hospital 
December  17,  KKH  ;  dehvered  December  18.  On  adniission  the 
patient  was  very  pallid,  and  presented  considerable  oedema  of 
the  legs  and  vulva.  For  a  month  prior  to  admission  she  had 
sufiered  from  headache,  vertigo,  sickness,  and  transient  amaurosis. 
The  symptoms,  coupled  with  the  oedema  of  the  legs  and  genitalia, 
led  to  the  examination  of  the  urine,  which  was  found  to  be  of  a  pale 
straw-colour,  but  without  a  trace  of  albumin. 

On  examining  the  heart,  a  pronounced  presystolic  thrill  could  be 
felt,  and  a  weU-marked  presystolic  and  a  systoHc  murmur  heard  over 
the  mitral  area. 

The  OS  was  sufficiently  dilated  to  admit  two  finger-tips,  but  the 
pains,  although  recurring  frequently  and  strongly,  were  not  having 
much  effect  on  the  cervix*  As  the  patient  had  a  very  pendulous 
abdomen,  a  firm  binder  was  applied.  This  did  not  cause  any  cardiac 
discomfort. 

A  hypodermic  injection  of  digitalin  and  strychnine  was  given  on 
admission,  and  digitahs  and  strophanthus  by  the  mouth  every  two 
hours  afterwards.  The  pains  became  feeble  and  occurred  at  long 
intervals,  so  10  grains  of  quinine  were  given  to  stimulate  the  uterus. 
Two  hours  later  the  pains  became  stronger,  the  os  dilated  very  slowly, 
and  as  the  patient  was  becoming  worn  out,  a  mixture  of  chloroform 
and  ether  (2  to  1)  was  adnunistered  ;  the  remainder  of  the  dilatation 
was  finished  manually,  and  delivery  effected  by  forceps.  There  was 
very  Ettle  bleeding.  The  patient  was  very  weak  after  dehvery,  but 
there  was  no  cardiac  embarrassment. 

The  cardiac  tonic  was  continued  throughout  the  pueq)erium,  and 
the  patient  was  not  allowed  to  nurse.  She  left  the  hospital  feehng 
very  welL 

Case  V. — Mitral  Stenosis  and  Incompetence — Aibumitmria  ;  Labour 
at  FuU  Time.^^MrB.  W.,  aged  twenty-four,  1-para.  Admitted  Decem- 
ber 23,  1901  ;  deUvered  December  27.  This  patient  was  admitted 
on  account  of  oedema  of  the  feet,  legs,  face,  and  vulva.  She  had 
not  suffered  from  any  discomfort,  beyond  that  due  to  the  swelling 
in  the  parts.  The  urine,  which  was  scanty  in  amount  and  high- 
coloured,  was  loaded  with  albumin.  Esbach's  albuminometer  gave 
0'8  per  cent. 
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Percussion  of  the  area  of  cardiac  dulness  revealed  a  transverse 
meaBureraent  of  4 J  inches,  A  well-marked  presystolic  thrill  was  felt 
over  the  mitral  area,  and  auscultation  ehcited  a  presystolic  and  a 
systolic  murmui  over  that  region.  There  was,  in  addition,  a  slight 
whiff  after  the  second  sound  in  the  diastolic  period,  followed  with 
an  interval  with  no  murmur,  and  then  a  harsh,  rumbling  murmur 
running  up  to  the  first  sound.  There  was  no  evidence  of  an  aortic 
lesion,  and  the  diastoUc  soft  murmur  before  mentioned  was  onlyl 
audible  over  the  mitral  area. 

She  was  given  sahne  purgatives,  imperial  drink,  digitalis,  and 
strophanthus.  The  urine  increased  in  quantity,  and  the  albumin 
fell  on  the  third  day  to  0*5  per  cent.,  Esbach. 

Labour  pains  set  in  four  days  after  admission.     The  labour  waB^ 
terminated  under  chloroform  by  forceps.     Slight  bleeding  waB  allowed 
to  take  place.     There  was  no  cardiac  embarrassment.      She  made 
an  uninterrupted  recovery.     The  albumin  had  completely  disappeared 
from  her  urine. 

Case  VI. ^ — Milral   mid   Tticuspid   Incompetence ;   Labour   at   Fa 
Time, — J.  F.,  aged  twenty-six,  2- para,  was  admitted  to  the  Glasgoir^ 
Maternity  Hospital  on  February  6,  1901,  in  labour* 

Previous  history  :  The  patient  had  been  in  feeble  health  for  some 
time  past.  8he  had  had  a  bad  attack  of  chorea  in  childhood,  recurringj 
attacks  of  rheumatism,  and  an  attack  of  scarlet  fever.  She 
suffered  for  many  years  from  a  weak  heart.  Her  doctor  had  told  her 
'"  it  was  only  a  matter  of  time  with  her."  She  had  had  a  severe 
cough  fox  a  long  time.  Her  pre\nous  labour  had  not,  apparently* 
caused  her  much  trouble. 

State  on  admission  :  The  os  was  nearly  three-quarters  dilated. 
The  legs  were  cedematous.  The  breathing  was  rapid  and  laborioud, 
and  numerous  rfdea  were  heard  over  the  chest.  At  the  apex  of  the 
heiirt  a  loud,  blowing,  systohc  murmur  was  heard.  The  heart  was 
beating  forcibly  and  rapidly. 

Two  hours  after  admission  the  membranes  ruptured,  The  breath- 
lessne&s  became  greatly  ag^avated.  Forceps  were  applied*  and  a 
live  child  easily  delivered.  Chloroform  was  not  given.  She  was  freely 
stimulated  with  whisky  and  h\^)odermic  injections  of  strychnine  and 
digitahn.  Her  breathlessness  and  distress  rapidly  increased,  and  she 
died  five  hours  after  delivery. 

The  post-mortem  examination  was  performed  by  Dr.  C-arstain 
Douglas,  The  pericardium  contained  a  few  ounces  of  fluid,  and  e^ch 
pleural  ca\ity  also  contained  about  12  ounces  of  the  same. 
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The  heart  was  large,  and  somewhat  fatty.  The  left  auricle  was 
dilated,  and  contained  a  firm,  adherent,  ante-mortem  clot  the  size 
of  a  bantam's  egg.  The  left  ventricle  was  hypertrophied,  and  the 
mitral  valve  incompetent,  with  distinct  sclerosis  of  the  cusps.  A 
slender  ante-mortem  clot  extended  into  the  aorta.  The  aortic  valves 
were  healthy.  The  right  ventricle  was  a  little  dilated,  and  it  and  the 
right  auricle  contained  ante-mortem  clots.  The  tricuspid  valve-ring 
was  dilated. 

The  lungs  showed  marked  oedema,  and  the  left  one  some  brown 
induration.     The  liver  was  nutmeg. 

This  was  the  only  fatal  case  in  the  series.  As  I  was  not  present, 
I  cannot  say  whether  or  not  there  was  any  post-partum  bleeding. 
At  the  post-mortem  examination  the  heart,  although  somewhat 
dilated,  was  not  distended  with  fluid  blood,  but  contained  ante- 
mortem  clots.  In  examining  the  heart  in  fatal  puerperal  cases,  I 
have  been  struck  with  the  frequency  with  which  one  meets  with 
ante-mortem  clots.  They  are  nearly  always  found,  no  matter  what 
has  been  the  cause  of  death. 


CHAPTER  XXIX 

COMPLEX  OR  COMPLICATED  LAEOJJEB^Ctmikuud 

MBtosOMl    CompHpations— Eclampsia — Preraonitory    Signs    and    Sympton 
The  Beizii  re —Frequency — Diagnosi  s — Prognosis  — Trea  tmen  t — Cn^es. 


Maternal  Complications. 

Eclampsia  as  a  Complication  of  Praffnancr,  Farturl- 
tion,  and  the  Puerperlum.— Eclampsia,  or  convulsions,  affect- 
ing women  during  pregnancy^  parturition,  or  the  puerpcrium,  is  usually 
spoken  of  as  puerperal  eclampsia.  It  will  be  more  convenient  to  dis- 
cuss the  whole  subject  in  one  section  than  to  take  it  up  under  the 
three  different  headings  of  pregnancy,  parturition,  and  the  puer- 
perium. 

From  the  very  earliest  days  of  medicine,  the  condition  has  been 
recognised,  and  innumerable  treatises  have  been  written  on  it.  Yet 
we  have  still  much  to  learn,  especially  as  to  the  causation  of  the  fits. 
The  newer  methods  of  treatment  enable  us  to  deal  much  more  satLa- 
factorily  with  the  cases  than  our  predecessors  could  do,  but  until  we 
gain  a  clear  conception  of  what  the  poison  is,  and  how  it  act^,  our 
treatment  must  be  empirical,  and,  to  a  large  extent,  unsatisfactory. 

Many  theories  have  been  advanced,  but  none  of  them  are  satis* 
factory.      I  do  not  intend   discussing   them,   neither  do  I  purposfil 
attempting  to  add  a  new  one.     I  shall  merely  indicate  what  I  consider 
to  be  the  extent  of  our  present  knowledge  of  the  condition. 

Pregnancy  is  a  physiological  condition,  but  it  borders  dangerously 
upon  the  pathologicaL  A  new  element  is  imported  into  the  womiui's 
economy.  The  rapidly-gro>*ing  uterus  and  its  contents  have  to  be, 
supplied  wnth  nourishment,  and  the  noxious  substances  arising  from 
the  rapid  tissue  metabolism  which  is  going  on  have  to  be  got  rid  oL 
The  excretory  organs  of  the  woman  have  thus  to  do  double  work — , 
i.e.,  they  have  to  purify  the  mother's  system  of  her  own  noxious  sul>- ! 
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stances^  and  also  of  those  arising  from  the  uterine  contents.  What 
the  pToducts  of  tissue  metabolism  are  which  are  formed  in  the  uterus 
we  do  not  know,  but,  judging  from  the  rapid  growth  and  development 
which  are  taking  place,  there  must  be  a  large  amount  of  them.  In 
the  great  majority  of  cases  the  excretory  organs  are  equal  to  the 
task,  and  no  harm  arises,  but  if  any  of  them  should  fail,  the  system 
will  quickly  become  poisoned,  and  if  the  poisoning  becomes  exces- 
sive, convulsions  will  result*  The  kidneys  are  the  organs  to  which 
most  attention  has  been  paid*  The  urine  becomes  scanty,  and  more 
or  less  loaded  with  albumin.  The  urea  and  uric  acid  also  diminish 
in  amount.  The  "'  kidney  of  pregnancy  '*  seems  to  me  to  result  from 
the  toxic  action  of  the  products  of  tissue  metabolism  upon  the  kidney 
substance*  The  toxine  acts  very  like  turpentine  or  cantharidine,  and 
the  urine,  which  is  diminished  in  amount,  becomes  loaded  with  albumin 
and  sometimes  \\Hth  blood*  The  liver  is  afiected>  but  whether  prior  to 
the  kidneys  or  not  I  cannot  say*  In  some  cases  it  is  found  in  a  con- 
dition almost  like  an  early  stage  of  yellow  atrophy*  while  haemor- 
rhages untler  its  capsule  or  into  its  substance  are  quite  common  (see 
Frontispiece).  The  role  played  by  the  liver  in  the  carnation  of  the 
disease  remains  to  be  ascertained. 

The  nervous  system  of  a  pregnant  woman  is  usually  in  a  more  or 
lees  unstable  condition,  much  like  that  which  exists  in  infancy.  Very 
little  will  upset  it*  The  toxine,  whatever  it  may  be,  acts  as  an  irritant 
upon  the  nerve-centres,  and  causes  headache,  disturbance  of  \ision, 
and  finally  a  furious  nerve-storm  in  the  shape  of  general  convulsions. 

An  attempt  has  been  made  to  prove  that  micro-organisms  are  the 
cause,  but  so  far  no  bacillus  has  been  isolated.  To  my  mind,  the 
exciting  cause  seems  to  be  a  chemical  substance,  which  is  the  result 
of  tissue  metabolism,  in  connection  with  the  development  and  nourish- 
ing of  the  foetus  in  nfero.  Under  ordinary  conditions,  this  toxic  sub- 
atance  is  cleared  out  of  the  body,  but  if  it  be  retained,  either  from 
some  fault  on  the  part  of  the  liver  or  kidneys,  or  of  both,  the  already 
unstable  nervous  centres  are  affected  by  it,  and  an  explosion  occurs* 
It  is  a  well-known  fact  that,  if  the  excretory  organs  can  be  got  to 
work  satisfactorily,  an  eclamptic  seizure  can  be  prevented  (see  Cases 
LandIL,  p.  31).  ^ 

If  the  maternal  system  is  poisoned,  one  would  naturally  expect  the 
foetus  would  suffer,  and  there  is  no  doubt  that  it  does.  The  toxine 
acts  upon  the  foetus  in  the  same  way  as  upon  the  mother.  The  fcetus 
is  very  often  killed,  and  it  has  been  observed  to  have  actual  convul- 
sions in  uiero,     I  have  never  observed  this,  but  I  have  twice  delivered 
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children  in  a  state  of  rigidity,  as  if  they  had  died  in  a  convulsion.  If 
the  child  is  horn  alive,  it  may  have  convulsions  within  a  few  days  ol 
birth.  I  have  seen  several  cases.  The  kidneys  of  the  foetus  are' 
affected  in  exactly  the  same  way  as  those  of  the  mother,  and  albumin 
will  be  found  in  the  urine.  In  several  cases  in  which  I  was  able  to 
obtain  specimens  of  the  child's  urine ^  a  considerable  amount  of  albu- 
min was  present,  I  have  also  found  the  same  in  the  urine  of  twa 
children  where  the  mothers  had  had  albuminuria,  but  had  been  saved 
from  ha\^ng  convulsions  by  prompt  treatment. 

It  has  been  asserted  that  on  the  death  of  the  foetus  in  lUero  the 
albumin  quickly  disappears  from  the  mothers  urine.  My  experi- 
ence has  been  quite  opposed  to  this,  as  on  six  occasions  I  have 
delivered  macerated  fcetusea  in  cases  of  eclampsia  with  highly  albu- 
minous urine.  In  one  case  the  urine  became  nearly  solid  on  boiling. 
In  these  cases  acetone  will  be  found  in  the  urine  as  a  product  of 
maceration. 

A  number  of  cases  have  been  published  where  no  albumin  wafti 
found  in  the  urine.  I  have  only  once  seen  con\Tilsions  in  labour 
without  albumin  in  the  urine,  and  as  that  woman  was  subject  to 
fits,  I  do  not  think  it  was  a  case  of  true  eclampsia.  In  the  very  large  \ 
number  of  cases  treated  by  me,  albumin  has  always  been  found  in  a 
fairly  large  quantity.  WTien  a  multipara  is  seized j  it  will  very  oft^n 
be  found  that  the  albumin  persists  after  delivery,  showing  that  she 
is  the  subject  of  nephritis,  and,  if  she  should  die,  the  kidneys  will  be 
found  to  be  diseased.  Nephritis  in  a  pregnant  woman  is  almost 
sure  to  end  in  eclampsia,  unless  active  treatment  is  adopted  to  keep 
the  kidneys  and  bowels  acting  freely. 

Recurrence.— It  is  rare  for  a  woman  to  have  attacks  in  subsequent 
pregnancies,  and  if  they  occur  there  is  probably  some  chronic  kidney 
mischief  present.  In  two  instances  I  have  treat.ed  recurrent  attacks 
{Cases  XXVIII.  and  XXX.).  Besides  Case  XXX.,  two  other  cases 
of  recurrence  have  been  dealt  with  in  the  hospital — one  fatal,  a  5-para, 
had  had  convulsions  at  her  three  previous  confinements,  and  the  other^ 
a  5-para,  also  had  had  them  in  all  her  pre\nou8  confinements.  Ols- 
hausen's  estimate  of  1  per  cent,  of  recurrences  is  probably  very  ae^r 
the  mark. 

Premonitory  Signs  and  Syfupioms, — The  patient  usually  abowa  more 
or  less  cedema  of  the  feet  and  legs*  and  the  body  and  face  may  also 
be  involved.  The  labia  may  be  very  much  swollen  (Fig,  47),  Occa- 
sionally there  is  no  cedema,  even  of  the  legs,  or  it  is  so  slight  that  it 
is  not  observed.    She  suffers  from  headache,  muacsB  volitantea,  and 
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temporaiy  failure  of  \'ision,  which  in  the  actaal  seizure  may  go  on 
to  complete  blindness.  I  have  twice  seen  patients  absolutely  bEiid 
during  the  labour.  One  of  them  recovered  and  the  other  died.  They 
both  recovered  sight  after  dehvery,  but  the  one  who  lived  suffered 
from  impairment  of  vision  in  both  eyes.  Sickness  is  sometimes  com- 
plained of,  with  severe  epigastric  pain,  just  before  the  onset  of  the 
convulsions.  The  urine  decreases  in  amount,  and  in  some  cases  there 
may  be  total  suppression.  To  the  naked  eye  it  may  present  no 
abnormal  appearance,  but  in  some  cases,  especially  immediately 
before  or  during  the  convulsions,  it  will  be  seen  to  be  loaded  with 
blood.     Albumin  will  be  found  present,  even  to  the  extent  of  ita 


Fig.  47. — UCoFMA  l4    THt;  Vulva. 


becoming  sohd  on  boiling.  The  urea  and  uric  acid  will  both  be 
decreased  in  amount.  Various  kinds  of  tube-casts,  especially 
epithelial  ones,  and  much  epithelial  debris  will  be  seen  under 
the  microscope. 

In  the  majority  of  cases  premonitory  signs  and  symptoms  are 
present,  but  occasionally  the  fits  come  on  without  any  warning. 

The  Seizure, — The  patient  has  a  dazed,  fixed  look,  the  pupils  are 
seen  to  dilate  widely,  and  twitchings  of  the  eyelids  begin,  and  quickly 
spread  to  the  facial  mutelee,  the  muscles  of  respiration,  and  all  the 
other  muscles  of  the  body.  This  clonic  stage  is  succeeded  by  a  tonic 
one,  and  then  the  fit  passes  off,  leaving  the  patient  comatose  to  a 
greater  or  less  extent.     The  tongue  or  cheek  is  frequently   bitten, 
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unless  a  folded  towel,  piece  of  cork,  or  rubber,  etc,  is  placed  bet¥ 
the  teeth.  The  involvement  of  the  respiratory  muscles  interferes 
with  the  breathing,  so  the  face  is  suffused,  and  in  bad  cases  almost j 
black.  The  breathing  mil  be  very  stertorous.  Froth  comes  froE 
the  month,  tinged  with  bloody  if  the  tongue  or  cheek  has  been  injured. 
The  struggling  may  be  so  severe  as  to  make  it  difficult  to  keep  the 
patient  in  bed.  The  state  of  coma  may  pass  off  in  a  little,  but,  in 
many  cases,  it  persists  until  another  fit  comes  on.  The  fits  may  be 
few  in  number,  or  there  may  be  upwards  of  a  hundred  of  thenh  Theyj 
may  recur  frequently,  or  at  short,  or  long  intervals.  If  they  contini: 
recurring,  the  coma  will  gradually  deepen.  If  the  patient  survives, 
the  coma  gradually  passes  off  after  the  fits  cease,  but  it  may  be  twenty- 
four  or  even  forty-eight  hours  before  the  patient  begins  to  be  con- 
scious, and  much  longer  before  she  is  quite  clear  in  her  mind.  In 
mild  cases  there  may  be  httle  or  no  coma.  The  patient's  mind  is  a 
complete  blank  from  the  time  of  her  seizure  until  she  regains  con* 
sciousness.  She  knows  nothing  about  the  terrible  ordeal  through 
which  she  has  passed. 

Freqtmicy. — Among  ordinary  private  cases,  it  occurs  in  about  1  to 
300  cases,  but  in  hospital  work  it  is  much  more  frequent.  In  the 
indoor  work  of  the  Glasgow  Maternity  our  average  is  about  1  in  50. 
As  already  stated,  it  is  much  more  frequent  in  prinuparae,  especially 
among  the  unmarried,  than  in  multiparae.  It  is  most  frequent  during 
labour,  less  during  pregnancy,  and  least  during  the  puerperium.  It 
is  much  more  frequent  wth  multiple  pregnancies  than  with  single 
ones.  Climatic  conditions  seem  to  influence  it  by  interfering  with 
the  action  of  the  skin.  In  our  liospital  work  we  generally  get  a 
number  of  cases  within  a  short  time  of  each  other.  In  part  of  March 
and  April,  11*02,  I  treated  six  cases  wnthin  four  or  five  weeks,  and  in 
Januarys  1903,  fixe  cases  in  sijtteen  days.  I  give  notes  of  the  Utter 
(Cases  XXII.  to  XXVI.). 

Diagvmis. — The  condition,   when  once  seen,  can  hardly  be 
taken,  but  one  must  bear  in  mind  that  fits  may  arise  from  epilepsy,^ 
hysteria^  or  a  brain  lesion.     The  epileptic  fits  are  exactly  the  aame 
in  appearance,  but  you  will  get  a  histor}'  of  previous  epileptic  seizures. 
The  presence  of  albumin  in  the  urine  cannot  be  taken  as  indicating 
eclampsia,  because  you  may  find  it  with  epilepsy.     I  have  seen  such 
a  case,  in  which,  as  I  got  a  liistory  of  frequent  attacks  of  epilepsy,  I 
did  not  consider  the  case  one  of  true  eclampsia.     With  hysterical  fitftj 
you  will  have  the  usual  maiiifestations  of  hysteria,  which  are  neve 
present  in  true  eclampsia. 


COMPLEX  OR  COMPLICATED  LABOURS 


3^3 


111  brain  lesions  you  must  be  guided  by  the  kistory,  the  paralysis, 
k<ke  eye  conditioas,  etc,  (see  Case  IL,  p.  G3). 

Prognosis. — The  coadition  is  undoubtedly  an  exceedingly  serious 
one.  The  death-rate  given  by  different  authors  varies  very  much. 
It  is  very  difficult  to  give  anything  like  an  accurate  estimate,  because 
one^s  statistics  must  be  taken  from  hospital  records  to  get  anytliing 
like  a  reliable  number  of  cases,  and  many  cases  sent  into  hospital  are 
beyond  hope  when  admitted.  The  following  estimate  is  baaed  on 
eighty  consecutive  cases  treated  in  the  wards  of  the  Glasgow  Maternity 
Hospital.  Thirty  were  fatal,  giving  a  mortality  of  37  5  per  cent. 
This  is  exceedingly  high,  but  it  must  be  remembered  that  this  in- 
cludes all  cases  admitted,  and  many  of  them  had  been  convulsed  for 
hours,  and  some  were  actually  moribund  at  the  time  of  admission. 
Of  the  cases  txeated  by  the  older  methods,  44  per  cent,  died,  while 
of  those  treated  by  sahne  infusions  only  24  per  cent,  were  lost. 
This  is  a  very  marked  improvement.  Of  the  twenty -two  cases  given 
by  me  in  the  hUernational  Clinics,  vol,  ii,,  1901,  three  died,  but  one  of 
these  deaths  was  due  to  a  perforating  duodenal  ulcer  on  the  sixth 
day.     Including  this  case,  it  gives  a  death-rate  of  V^-CA  per  cent.* 

The  prognosis  is  gravest  in  cases  occurring  during  pregnancy,  less 
grave  in  those  occurring  during  labour,  and  least  grave  in  those  oc- 
curring during  the  puerperium.  The  earlier  in  pregnancy  the  onset 
is,  the  graver  is  the  condition,  and  the  same  is  true  regarding  labour. 
In  the  eighty  cases  the  prognosis  was  much  more  favourable  among 
the  multipara?  than  among  the  primipara}.  This  is  the  reverse  of 
what  has  usually  been  found.  It  agrees,  however,  with  my  whole 
experience.  Roughly  speaking,  the  more  numerous  the  fits,  the 
graver  is  the  outlook,  but  occasionally  one  sees  cases  which  die  after 
one  or  two  fits.  Such  cases  are  usually  profoundly  comatose,  and 
have  almost,  if  not  complete,  suppression  of  urine.  If  the  fits  are 
frequent  and  severe,  and  the  coma  deep,  the  outlook  is  exceedingly 
grave.  As  regards  the  urine,  the  principal  factor  influencing  the 
prognosis  is  undoubtedly  the  quantity  excreted.  If  this  is  small, 
and  does  not  increase  very  quickly  after  deUvery,  the  prognosis  will 
be  very  grave.  The  quantity  of  albumin  present  will  not  influence 
the  prognosis  much.  A  patient  with  a  small  quantity  of  albumin 
in  her  urine  may  have  a  very  severe  attack.  When  there  is  much 
blood  present  the  prognosis  is  grave,  but  not  necessarily  hopeless 
(see  Case  XVIL).     An  exceedingly  quick  pulse  is  a  bad  indication 

♦  During  the  last  eighteen  months  all  the  cases  I  have  treated  (fifteen)  have 
reeovered. 
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if  it  does  not  soon  incline  to  slow  down.  In  most  of  my  cases  the 
temperature  has  been  raised  for  a  few  days,  but  not  markedly  so  in 
the  fatal  ones. 

As  regards  the  child,  the  prognosis  is  very  bad.  If  the  seizure  take 
place  before  the  child  has  reached  a  viable  age,  it  is  very  likely  to  be 
sacrificed  by  emptying  the  nt^ms.  My  experience  leads  me  not  to 
interfere  with  the  uterus  unless  the  tits  recur  in  spite  of  treatment. 
After  ten  fits,  the  chances  for  the  child  are  exceedingly  small.  If  it 
is  born  ahve,  it  may  die  of  convulsions  or  of  general  debiUty,  Prob- 
ably not  more  than  40  per  cent,  of  the  children  ultimately  survHve* 

Trealfnetit. — The  following  method  of  treatment  is  the  one  I  have 
been  pracrising  for  several  years,  both  in  my  hospital  and  private 
work.  I  have  tried  all  the  other  usual  methods,  and,  from  a  wide 
experience,  I  have  no  hesitation  in  saving  that  the  saline  infusion 
method  has  given  much  better  results  than  any  of  the  others.  In 
the  Maternity  Hospital  the  death-rate  from  eclampsia  has  been 
retluced  ncafly  50  per  cent.,  taking  the  cases  just  as  they  come. 

The  method  is  based  upon  the  assumption  that  there  is  a  toxic 
substance  circulating  in  the  blood.  We  do  not  know  what  the  sub- 
stance is,  and  therefore  cannot  administer  an  antidote.  Our  efforts 
must,  in  the  meantime,  be  limited  to  freeing  the  system  from  it  as 
quickly  as  possible.  To  give  drugs  to  control  the  convulsions,  which, 
after  all.  are  only  a  s\Tuptom,  seems  to  me  somewhat  irrationaL 

There  are  three  main  channels  through  which  a  poison  may  be 
eUminated  from  the  blood — \nz.,  the  skin,  the  bowels,  and  the  kidneys. 
The  importance  of  keeping  these  channels  open  has  long  been  recog- 
nised. If  we  had  plenty  of  time  there  would  be  no  difficulty  in  the 
matter.  This  fact  has  already  been  demonstrated  in  connection  with 
albuminuria  of  pregnancy,  and  the  cases  there  cited  show  that,  by 
appropriate  treatment,  eclampsia  can  be  prevented.  I  might  cite 
many  more  cases  to  prove  this,  but  it  is  already  famiUar  to  every 
obstetrician.  In  the  majority  of  cases  convulsions  have  already  com- 
menced, and  we  no  longer  have  time  to  establish  action  by  dnigs  in 
the  usual  way,  so  that  other  means  must  be  adopted. 

The  best  way  to  act  upon  the  skin  is  either  by  hot  packs  or  vapour 
baths.       In  using  the  hot  pack,  care  must  be  taken  to  wring  the j 
blankets  well,  or  the  skin  may  easily  be  blistered,     For  the  sac 
reason  hot- water  bottles  must  not  be  allowed  to  touch  the  bare  skin. 
The  parks  or  baths  may  be  repeated,  but  the  pulse  must  be  watched,  j 
I  usually  leave  the  patient  iii  the  bath  or  pack  for  half  an  hour.     Pile 
carpine  A^ill  cause  profuse  diaphoresis,  and  it  has  been  and  is  still 
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sometimes  used,  but  it  is  exceedingly  depressing,  and  is  very  liable 
to  increase  any  cedema  of  the  lungs  which  may  be  present.  The 
increase  of  mncus  in  the  broncliial  tubes  may  be  so  great  as  to  cause 
the  patient's  death.  1  have  never  used  this  drug,  and  cannot  recom- 
mend it. 

To  get  the  bowels  to  act  is  very  difficult.  Croton  oil  is  often  recom- 
mended, but  even  in  large  doses  it  frequently  fails.  I  have  often 
given  5  minims  without  the  least  effect,  and  in  two  cases  1  have  seen 
(Bdema  glottidis  arise  after  its  use,  I  give  from  2  to  4  large  table- 
spoonfuls  of  Epsom  salts,  introducing  them  through  a  stomach -tube, 
unless  the  patient  is  quite  conscious.  Enemata  are  useful  to  unload 
the  lower  bowel,  and  also  to  start  the  action  of  the  bowels  later  on. 
Jalap  is  also  useful ;  but  whatever  drug  is  given  must  be  administered 
in  a  very  large  dose.  Absorjition  is  in  abeyance,  and  the  action  ex- 
ceedingly sluggish.  If  a  hypodermic  purgati%'e  could  only  be  devised, 
it  would  be  most  useful. 

The  kidneys  are  the  organs  of  excretion  which  are  most  at  fault, 
and,  if  we  can  get  them  to  act  promptly  and  freely,  all  will  go  well. 
If  there  is  time  before  the  fits  come  on,  diuresis  may  be  established 
in  the  usual  way  by  suitable  drugs,  given  by  the  mouth,  but  in  the 
actual  fits  the  patient  as  a  rule  cannot  swallow,  and,  even  if  we  intro- 
duce drugs  into  the  atomach,  they  will  probably  not  be  absorbed, 
and,  even  if  absorption  were  normal,  there  is  not  time  to  wait.  It  is 
with  the  idea  of  flushing  the  kicbieys  freely  that  I  have  been  giving 
large  infusions  of  normal  saline  solution,  combined  with  a  diuretic. 
I  first  used  the  bicarbonate  of  potash  along  with  the  sodium  chloride. 
Potash  salts,  when  introduced  directly  into  the  blood,  are  said  to 
have  a  most  poisonous  effect  upon  the  heart,  but  when  introduced 
into  the  cellular  tissue  no  poisonous  effect  seems  to  be  caused.  I  have 
used  as  much  as  3  pints  of  infusion,  with  30  grains  of  the  bicarbonate 
of  potash  in  each,  without  the  least  indication  of  any  poisoning.  The 
soda  salts  are  non- poisonous,  and  I  have  therefore  substituted  the 
acetate  of  soda  in  drachm  doses  to  the  pint,  as  its  diuretic  action  is 
weaker.  I  am  quite  convinced  that  the  infusion  causes  a  diuretic 
action,  but  this  is  difficult  to  prove.  The  infusion  also  acts  bene- 
ficially, by  diluting  the  poison  and  stimulating  the  system,  just  as 
the  normal  saline  solution  does  when  given  in  cases  of  septicaemia. 
The  pulse  rapidly  improves. 

The  apparatus  for  giving  the  infusion  is  a  very  simple  one — viz., 
a  medium-sized  trocar  and  cannula,  as  supphfd  in  Potain^s  aspirator, 
or  a  hollow  needle,  a  few  feet  of  small  tubing,  and  a  funnel.     Messrs, 
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Gardner,  of  Edinburgh,  have  fitted  up  a  very  convenient  apparatus 
in  a  metal  case  (Fig.  2*i,  p.  204).  Messrs.  Burroughs,  Wellcome  and 
Co*  have  made  up,  at  my  request,  soloids  of  sodium  chloride  and  sodiiioi 
acetate — 1  drachm  in  each.  Boiled  water  should  be  used  at  about  a 
temperature  of  104°  F.,  as  it  cools  slightly  in  passing  through  the 
tube.     Before  use  the  apparatus  should  be  sterilized  by  boiling. 

The  infusion  may  be  given  into  any  part  of  the  body  where  there 
is  loose  cellular  tissue,  but  under  the  breast,  preferably  the  right, 
is  the  most  convenient  situation  before  delivery.  Mter  delivery,  the 
lax  abdominal  wall  does  admirably.  The  skin  should  be  well  cleansed 
before  the  puncture  is  made.  If  the  breast  is  selected,  the  trocar  and 
caumda  should  be  thrust  well  under  the  breast,  and  not  into  the  mam- 
mary tissue*  It  has  been  advised  to  freeze  the  skin  at  the  site  of  the 
pimcture  with  chloride  of  ethyl,  but  this  should  not  be  done,  as  a 
deep  slough  is  hable  to  form*  If  the  solution  does  not  begin  to 
run  at  once  when  the  trocar  is  withdrawn,  the  end  of  the  cannula  is 
against  firm  tissue^  so  it  should  be  drawn  back  a  little  and  moved  1 
about.  With  lax  tissues  a  pint  can  be  introduced  in  about  five 
minutes*  One  pint  can  always  be  easily  put  under  a  breast,  but 
two,  or  even  three,  may  be  introduced.  A  large  tense  swelUng  forms, 
and  there  will  be  considerable  pain  in  it,  but  absorption  quickly  re- 
lieves the  tension*  It  wiW  be  all  absorbed  in  about  an  hour.  The  part 
usually  remains  painful  for  some  days.  If  the  infusion  is  given  into 
the  axilla,  the  pressure  upon  the  brachial  plexus  will  cause  consider- 
able numbing  of  the  arm*  The  puncture  should  be  covered  with 
adhesive  plaster  or  collodion.  In  several  hundred  infusions  I  have 
only  once  seen  an  abscess  form,  and  in  that  case  the  infusion  had  beettJ 
given  by  one  of  my  residents  in  a  frightfully  dirty  house,  where  it  waa  ' 
impossible  to  carry  out  aseptic  methods.  A  large  abscess  formed 
under  the  breast,  and  had  to  be  opened.  It  caused  very  little  dis- 
turbance of  the  temperature,  and  the  pain  was  not  acute.  The  odout 
of  the  pus  suggested  Bacillus  eoli  as  the  infecting  agent. 

The  urine  excreted  after  an  infusion  is  usually  hea\ily  loaded  with 
urates,  which  remain  suspended,  and  do  not  de{>osit  in  the  usual  way, 
even  if  kept  for  days.  The  large  amount  of  albumin  may  account  for 
the  suspension,  but  I  have  never  noticed  this  in  the  urine  of  c^ 
treated  without  infusions.  If  the  patient's  condition  does  not  improve^ 
in  a  few  hours,  I  usually  repeat  the  infusion.  As  soon  as  she  is  able 
to  swallow,  she  should  be  given  as  large  an  amount  of  imperial  drink 
and  milk  as  she  can  take.  When  the  pulse  is  weak,  free  stimulation 
must  be  resorted  to. 
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If  the  patient  is  full-blooded,  with  a  strong  bounding  pulse,  the  old 
treatment  of  bleeding  should  be  tried.  From  15  to  20  ounces  of 
blood  should  be  drawn  from  a  vein  in  the  arm.  The  saline  fluid  should 
then  be  run  directly  into  the  vein.  This  will  remove  a  certain  amount 
of  the  poison,  and  the  transfused  fluid  will  quickly  make  up  the  loss 
and  dilute  the  remainder.  I  have  found  bleeding  to  act  exceetlingly 
well,  and  now  use  it  frequently,  even  in  cases  mthout  great  tension 
in  the  pulse.  I  always  transfuse  at  the  same  time.  In  all  cases  post- 
partum haemorrhage  ought  to  be  encouraged,  but  it  rarely  occurs. 
The  blood  lost  is  always  very  black.  In  hospital  work  in  a  large  city 
like  this  the  patients  are  not  often  of  a  robust  constitution,  but  bleed- 
ing can  be  resorted  to  in  many  cases  provided  that  transfusion  is  also 
done.     Two  pints  is  the  quantity  I  usually  run  into  the  vein. 

For  controlling  the  fits  I  have  used  most  of  the  ordinary  remedies 
in  use — viz.,  chloroform,  chloral,  and  bromide,  morphia,  and  veratrum 
viride.  During  the  last  three  years  I  have  given  nothing  for  the  fits 
except  cldoroform,  and  occasionally  a  dose  of  chloral  and  bromide 
when  there  was  mucli  restlessness.  Morphia  I  have  given  up  entirely, 
after  using  it  freely  for  a  time.  I  anx  now  quite  convinced  that  it 
lessens  the  excretion  of  urine,  and  thus  tends  to  counteract  the  effect 
of  the  infusions.  In  a  c^se  under  the  care  of  a  colleague  the  pupils 
contracted  to  the  size  of  a  pin's  point,  and  she  died,  with  complete 
suppression  of  urine.  It  looked  exactly  Uke  a  death  from  morphia 
poisoning. 

Obstetric  Treaintejii. — Each  case  must,  of  course,  be  judged  on  its 
own  merits,  but,  broadly  speaking,  in  cases  of  convulsions  before 
labour  begins  the  less  interference  with  the  uterus  the  better.  In  a 
case  occurring  early  in  pregnancy,  and  for  the  second  time,  emptying 
the  uterus  is  called  for  (see  Case  XXVIII.).  In  several  of  my  cases  I 
have  relieved  the  patient,  and  she  has  had  a  perfectly  natural  labour 
some  days  or  weeks  later.  If  the  fits  cannot  be  controlled,  the  uterus 
should  be  emptied  by  accouehemefit  force.  The  patient  should  be  put 
deeply  under  chloroform,  to  avoid  shock.  Dilatation  may  be  effected 
by  Bossi's  dilator  or  by  free  incision.  If  necessary,  the  incisions  should 
be  stitched  after  delivery.  Any  bleeding  which  occurs  will  be  bene- 
ficial. Vaginal  Caesarian  section  has  been  advocated,  but  it  is  not  a 
very  suitable  operation  for  genera!  practitioners.  Ordinary  Caesarian 
section  has  been  advocated  and  practised  in  such  cases,  but  the  death- 
rate  has  been  exceedingly  high.  In  Case  XIV.  I  performed  this  opera- 
tion and  removed  the  uterus,  but  this  was  done  on  account  of  a  con- 
tracted pelvis,  and  not  because  of  the  convulsions.     When  one  can 
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deliver  so  quickly  by  dilating  with  Bossi's  instrument  or  inciaing  the 
cervix,  I  aee  no  need  for  doing  Caesarian  section.  In  cases  where  the 
OS  is  ftilly  dilated  or  quite  dilatable,  the  patient  should  be  delivered 
at  once.  Post-partum  haemorrhage  should  always  be  encouraged,  I 
have  only  twice  seen  it  occur  to  an  alarming  extent,  and  one  of  these 
cases  was  a  twin  pregnancy.  The  patient  V)led  until  she  was  almost 
pulseless,  but  she  never  had  another  fit,  and  made  an  excellent  recovery 
(aee  Case  IV,). 

Case  I. — E.  M.,  1-para,  aged  seventeen.  Admitted  August  31,  1897, 
9.15  p.m. ;  delivered  at  10,30.  Recovered.  Child,  female,  alive, 
weighed  6  pounds. 

The  patient  was  first  seen  at  home  by  a  nurse,  A  fit  came  on 
before  the  nurse  had  time  to  examine  her. 

In  infancy  she  had  had  scarlet  fever  followed  by  dropsy,  and 
when  five  years  old  she  was  said  to  have  had  dropsy  again.  For 
the  last  three  or  four  weeks  swelling-  of  the  legs  had  been  noticed. 

When  the  out-door  surgeon  saw  her  she  was  having  a  fit.  He 
gave  her  CHCl,,,  and  had  her  removed  at  once.  The  os  was  nearly 
fully  dilated.  Half  an  hour  later  the  head  was  almost  on  the  perineum. 
She  was  given  CHCl ,,  and  delivery  effected  by  forceps.  Post-partum 
bleeding  was  encouraged,  but  very  little  came,  and  what  did  was  veiy 
dark  in  colour.  An  enema  of  GO  grains  bromide  and  30  of  chloral  was 
given.  8he  had  a  seizure  two  hours  later,  and  she  became  very  rest- 
less ;  2  drachms  broniidia  were  given  by  the  rectum,  She  became 
quieter,  and  dozed  during  the  night.  The  bowels  were  freely  moved. 
There  was  very  little  urine  passed ;  specific  gravity  1026 ;  consider- 
able albumin. 

September  1 . — She  looked  ver}^  dull,  and  could  hardly  be  got  to  take 
any  nourishment.  She  had  three  alight  fits  and  one  severe  one 
during  the  afternoon.  For  the  latter  she  was  given  CHCI^.  At  noon 
2  drachms  bromidia  were  given  by  the  rectum,  and  the  same  later  in 
the  afternoon.  Towards  eveiUBg  a  good  deal  of  throat  rattle  was 
observed.  She  passed  a  fairly  quiet  night,  but  would  not  drink  much, 
and  the  urine  was  very  scanty.  Pulse  had  all  along  been  about  120, 
of  high  tension  and  regular. 

Sepietnber  2. — She  was  very  drowsy  ;  pulse  now  about  130,  irregular 
and  intermitting.  The  albumin  was  less,  but  there  was  very  little 
urine  being  passed.     She  would  drink  scarcely  anything. 

In  the  evening  she  was  very  drowsy,  and  could  scarcely  be  rottsed. 
The  sk-in  was  very  dry,  and  the  pulse  was  markedly  intermittent. 
At  9.30  p.m.»  20  minims  tinct*  verat.  virid.  were  given  hypodermically, 


COMPLEX  OR  COMPLICATED  LABOURS 


329 


20  ounces  saline  solution  (30  grains  pot.  bicarb,  and  60  grains  sod. 
chloridi)  injected  into  the  areolar  tissue  of  the  left  axilla,  and  the 
patient  put  into  a  hot  wet  pack.  Before  half  the  saline  solution  waa 
injected  she  became  perfectly  conscious,  and  diank  freely  of  imperial 
drink  and  milk.  In  an  hour  and  a  half  the  pulse -rate  had  fallen  tliirty 
beats,  and  in  another  hour  ten  more,  and  was  quite  soft  and  steady. 
She  passed  a  fairly  good  night,  and  drank  freely. 

September  3.— She  was  much  better.  Had  drunk  in  all  100  ounces 
of  milk  and  imperial  drink.  The  urine  had  increased  markedly,  but 
it  could  not  be  measured*  as  some  was  lost  ivith  the  motions.  Pulse 
96,  regular,  high  tension. 

September  4. — In  last  twenty-four  hours  96  ounces  of  urine  were 
measured,  besides  what  was  passed  with  two  free  motions.  Next  day 
100  ounces  of  urine  were  collected  ;  albumin  still  present. 

On  the  7th  she  developed  a  dry  pleurisy  in  the  right  side,  above  the 
liver.  The  friction  disappeared  in  four  days.  By  the  18th  she  was 
very  well,  but  aneemic- looking. 

Case  II. — Mrs.  B,,  l*para,  aged  tw^enty-eight,  seven  months  pregnant, 

(covered.  When  admitted  at  D  p.m.  she  was  in  a  drowsy  condition, 
alternating  with  frequent  periods  of  extreme  restlessness.  She  had 
been  having  fits  hourly  since  the  morning.  She  had  three  shortly 
after  admission.  Her  pulse  was  of  high  tension,  130  to  140.  Fifteen 
minims  tr,  veratrum  viridis  were  injected  hypo  dermic  ally,  and  within 
half  an  hour  the  pulse-rate  fell  to  110.  For  three  hours  it  remained 
slower  than  this.  The  os  was  only  slightly  dilated.  Four  hours  later 
the  OS  was  in  nearly  the  same  condition.  Under  CHCl,  dilatation  was 
effected  by  means  of  Hegar's  dilators  and  the  fingers,  and  the  child 
was  dehvered  with  forceps.  It  was  still-boni.  A  pint  of  sahne  {pot. 
bicarb,  and  sod.  chloridi)  was  injected  into  the  right  axilla  immediately 
after  delivery.  The  pulse  was  now  130,  but  of  low  tension.  The  urine 
became  solid  on  boiling. 

She  lemained  semicomatose  for  forty  hours  after  delivery.  During 
all  this  time  there  were  constant  spasmodic  movements  of  the  right 
leg  and  of  both  eyeballs.  She  was  freely  stimulated  with  brandy 
every  hour,  and  given  a  diuretic  and  milk.  In  the  first  and  second 
twelve  hours  only  H  ounces  and  15  ounces  of  urine  were  collected. 
Early  on  the  morning  of  the  second  day  she  became  collapsed.  Hypo- 
dermics of  strychnine  and  ether  were  given,  and  hot  fomentations 
applied  over  the  heart.  At  this  time  her  pulse  was  1 14,  and  very 
feeble.  During  the  third  twelve  hours,  17  ounces  of  urine  were  col- 
lected.    I  again  injected  a  pint  of  saline  into  the  left  axilla,  with  the 
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reBult  that  during  the  next  twelve  hours  she  excreted  69  ounces  of 
urine.  During  each  consecutive  twelve  hours  115  ounces,  63  ounces^ 
GO  ounces,  54  ounces,  70  ounces,  and  60  ounces  were  collected.  Over 
and  above  these  amounts,  a  good  deal  was  lost  with  the  motions.  The  ' 
albumin  quickly  lessened  in  amount.  The  first  three  specimens  of 
urine  drawn  off  after  injection  were  quite  milky  in  appearance,  from 
urates,  which  remained  suspended,  and  did  not  deposit  as  urates' 
usually  do,  although  we  kept  the  specimens  for  several  days.  This 
may  have  been  due  to  the  large  amount  of  albumin  present.  In  all 
the  other  cases  the  urine  was  in  the  same  condition,  but  I  do  not 
remember  ever  noticing  it  in  cases  which  were  not  injected. 

She  made  a  slow  recovery* 

Case  III. — Mrs.  D„  l-para,  aged  twenty- two,  six  months  pregnant. 
Eecovered.     She  had  had  headaches  daily  for  about  six  weeks.     Her 
urine  had  been  high-coloured  for  two  months,  and  scanty  for  the  lastj 
month.     During  the  night  of  May  13  her  headache  had  become  veryf 
severe,  and  vomiting  had  come  on.    About  mid-day  on  the  14th  she 
had  a  fit,  and  a  second  one  about  2  p,m.     She  was  brought  to  the 
hospital  about  9  p.m.     There   was  very  httle  a?dema  of  the  legs. 
There  were  no  uterine  contractions,  but  the  os  admitted  one  finger. 
The  fa?tal  heart  was  audible.    The  urine  became  almost  solid  ott  i 
boiling.     An  enema  was  given,  and  just  as  it  began  to  act  she  was* 
seized  with  a  very  violent  convulsion.     After  it  passed  off  she  was 
drowsy,  but  not  unconscious.     Her  pulse  was  130,  and  of  very  higkl 
tension.     I  at  once  gave  her  a  hypodermic  of  tr.  veratrura  viridisi 
(15  minims),  and  injected  a  pint  of  saUne  (pot,  bicarb,  and  sod.  chloridi) 
into  the  right  axilla.     The  pulse-rate  fell  15  beats  in  half  an  hour,  and  ' 
came  down  to  90  in  a  few  hours.     The  bowels  were  thoroughly  cleared  i 
with  croton  oil.     She  passed  a  fairly  comfortable  night,  except  for 
headache.     She  was  given  some  brandy »  and  put  on  a  diuretic  mixture  J 
and  milk.     Twelve  ounces  of  urine  were  collected  in  the  first  twelve' 
hours,  but  a  great  deal  was  lost  with  the  motions.     It  was  thick  and 
milky*  and  did  not  deposit  the  urates.     There  w^ere  some  hyaline  and 
granular  casts,  but  no  blood  in  it.     The  albumin  had  not  diminished 
much. 

Next  day  she  was  feeling  comfortable,  and  passed  over  ♦)<)  ounc 
urine.     During  the  next  two  days  she  passed  1 30  ounces  and  2 10  ounces*! 
The  albumin  was  lessening.     She  kept  well,  and  passed  large  quantities 
of  urine,  until  the  21st,  a  week  from  the  first  seizure,  when  labour 
came  on,  and  a  dead  child  was  born  naturally.     It  had  been  alive 
until  the  labour  came  on.     She  had  three  doses  of  chloral  to  relax 


COMPLEX  OR  COMPLICATED  LABOURS 


331 


the  cendx,  and  CHCl,  was  adoiinistered  towards  the  end  of  the  second 
stage. 

During  the  puerperium  the  diuresis  continued  and  the  albumin 
disappeared.     She  made  a  normal  recovery. 

Case  IV. — Single,  l-paia,  aged  twenty-three;  full  time;  twins. 
Recovered. 

Her  previouB  health  had  always  been  good.  Six  weeks  ago  her 
feet  and  ankles  had  become  swollen,  and  her  face  puffy  in  the  morn- 
ings.    Hor  father  was  a  tv^nn. 

Her  pains  began  on  the  Kith,  and  she-w^as  seen  by  two  students, 
who  found  the  03  slightly  dilat-ed.  They  gave  her  an  enema,  which 
cleared  the  bowels  thoroughly*  On  the  morning  of  the  18th  tw^o 
nurses  saw  her  about  9  a.m.,  and  found  a  child  had  been  born  before 
their  arrival.  Her  friends  stated  that  she  had  had  a  fit  just  as  the 
child  was  coming  into  the  world.  The  abdomen  was  still  very  large, 
and  a  second  child  was  diagnosed.  When  the  resident  arrived  he 
found  her  in  a  fit,  so  he  gave  her  CHCl^,  and  had  her  removed  at  once. 
On  admission  at  11  a.m.  a  hypodermic  of  morphia  (J  grain)  was  given, 
and  the  second  child  delivered  by  forceps.  The  child,  a  male  like  the 
first,  was  alive.  They  weighed  0  pounds  and  6i  pounds  respectively* 
A  large  double  placenta,  partially  attached,  but  with  distinct  sacs, 
was  expelled,  along  with  considerable  clot,  in  about  ten  minutes.  It 
weighed  2  J  pounds.  A  very  severe  post-partum  haemorrhage  came 
on.  An  intra-uterine  douche  of  sterilized  water  (IIG'")  was  given,  and 
ergotin  hypoderniically.  The  pulse  became  almost  imperceptible. 
Twenty  minims  of  ether  and  ^V  grain  of  strychnine  were  given  hypo- 
dermically,  and  ov^er  2  pints  of  saline  solution  were  run  into  the  rectum 
and  1  h  pints  into  the  right  inframammary  region.  The  pulse  improved, 
but  was  still  very  rapid  and  w^eak  (175),  A  second  h}^odermic  of 
ether  was  given,  and  2  ounces  of  brandy  by  the  rectum.  The  foot  of 
the  bed  was  raised.  She  was  given  2  ilrachms  of  brandy  by  the 
mouth  every  hour,  and  as  much  milk  and  soda  as  she  could  drink. 
The  pulse  gradually  improved.  Four  and  a  half  ounces  of  urine  were 
drawn  off  in  the  evening.  It  contained  blood,  and  was  heavily  loaded 
with  albumin. 

The  following  amounts  of  urine  were  measured  during  the  next 
four  days,  besides  what  was  lost  with  the  motions — viz.,  109^  ounces, 
U9J  ounces,  92  ounces,  and  8*5  ounces.  Her  pulse  remained  about  120 
for  a  considerable  time. 

She  made  a  fairly  good  recovery. 

In  my  clinical  remarks  during  the  deliverj%  I  said  I  hoped  she  would 
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bleed ;  but  I  did  not  count  on  having  to  cope  \i4th  such  an  alarming 
haemorrhage.  In  my  experience  of  eclampeias  I  have  only  seen  one 
other  case  of  post-partum  haemorrhage,  although  many  of  them  have 
been  under  C'HCl^  for  a  long  time,  and  the  uterus  has  purposely  been 
left  to  relax,  if  it  would.  In  this  case  the  twin  pregnancy  was  the 
cause. 

Case  V. — Mrs.  K.,  4-para,  aged  thirty,  eight  months  pregnant. 
Recovered. 

Her  former  pregnancies  and  labours  had  been  normal.     During  the 
present  pregnancy  she  was  quite  well  until  a  month  ago,  when  she  hadl 
an  attack  of  intiuenza,  which  confined  her  to  bed  for  two  or  three  days. 
On  Monday,  February  27,  she  began  to  suffer  from  headache,  and  on 
the  following  day  swelling  of  the  feet,  hands,  and  face  came  on,  and 
this  had  since  gone  on  increasing.     On  March  3,  at  (5.30  a.m.,  she  waftl 
seized  with  convulsions.     The  fit  lasted  two  or  three  minutes.     She 
had  a  second  fit  half  an  hour  later.     She  was  seen  by  her  doctor,  who 
gave  her  ^  grain  of  nioq>hia  hypodermically,  and  drew  6  ounces  of 
blood  from  the  left  arm*     Up  to  the  time  of  admission,  at  11  a.m.,  she 
had  no  more  fits.     She  was  lying  in  a  lethargic  condition  with  con- 
tracted pupils.     She  could  be  roused  with  a  little  difficulty.     She  wa«1 
a  stoutj  plethoric  woman  with  a  ruddy  complexion.    There  was  well-l 
marked  oedema  of  her  legs,  aims,  face,  and  trunk.    The  puffinessi 
under  the  eyes  was  very  marked,  and  the  right  eyeball  was  very 
prominent.     We  supposed  this  might  be  due  to  oedema  of  the  cellular  J 
tissue  of  the  orbit,  but,  as  the  protrusion  did  not  lessen  afterwards,' 
there  must  have  been  some  other  cause.     She  afterwards  stated  that 
it  had  always  been  so.     The  ophthalmoscope  revealed  nothing  abnoF-| 
mal  in  the  eyes  except  cedenia  of  the  retinae.     Eight  ouncea  of  urinti 
were  drawn  off.     It  was  loaded  with  albumin.     The  uterine  funduft] 
reached  half-way  between  the  umbiheus  and  the  xiplustemum.    There 
were  no  contractions  going  on.    The  os  admitted  one  finger.     The 
foetal  heart-sounds  were  distinctly  heard  to  the  right  and  below  the 
umbilicus.     Twenty-four  ouncea  of  saline  solution  (pot,  bicarb,  an 
sod,  chloridi)  were  injected  into  the  right  axilla.     It  took  exactly  fow 
minutes  to  run  it  in.     A  dose  of  calomel  and  jalap  was  given, 
imperial  drink  and  milk  ordered,  but  she  could  not  be  got  to 
much.     At  6.30  p.m.,  when  the  catheter  was  being  passed,  she 
a  fit,  which  lasted  about  one  minute.     She  was  given  a  dose  of  cUoral 
and  bromide  by  the  rectum.     Only  4J  ounces  of  urine  were  obtained.^ 
It  was  thick  and  muddy,  and  the  urates  did  not  deposit  on  standing. 

About  9.30  p.m.  an  enema  was  given,  as  the  bowels  had  not  acted. 
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Thirty  ounces  of  saline  fluid  were  then  injected  into  the  left  axillary 
tissues,  and  the  patient  was  put  into  a  hot  pack  for  half  an  hour.  At 
1L30  p.m.  30  grains  of  jalap  were  given  and  1  drachm  of  bromidia. 
She  slept  fairly  well,  and  drank  in  all  18  ounces  of  milk  and  imperial 
drink,  but  she  only  passed  dJ  ounces  of  urine.  She  had  perspired 
pretty  freely  after  the  hot  pack. 

In  the  morning  she  was  fairly  comfortable.  The  os  was  found  to 
be  dilating,  but  she  felt  no  pains.  About  7  p.m.  she  was  delivered 
of  a  live  female  child,  3  J  pounds  in  weight.  Her  labour  was  prac- 
tically painless,  and  she  had  no  threatenings  of  con\"ulsions.  Her 
puerperium  was  normal.  The  temperature  never  rose  above  984°. 
She  went  home  on  the  t^enth  day. 

The  following  is  Dr.  Carstairs  Douglas's  report  on  the  urine  : 

**  L — Urine  before  Saline  Injection. — Deep  sherry  colour;  acid; 
specific  gra\aty  1020 ;  albumin  abundant ;  creatinine  plentiful ;  sugar 
(?).  It  reduces  Fehling^s  solution,  but  this  is  possibly  due  to  the 
urates  and  creatinine.  No  bile  ;  no  acetone ;  indigogens  normal ; 
urea  1  per  cent,  (low) ;  uric  acid  0087  per  cent,  {higher  than  average 
of  health), 

"2.  Drine  after  Saline  Injection. — Thick,  muddy,  brown,  due  to 
copious  deposit  of  urates,  very  abundant ;  specific  gravity  1032  ;  acid  ; 
albumin  plentiful ;  a  few  tube-casts  and  red  blood  cells  ;  no  acetone  ; 
urea  14  per  cent,  (rather  low) ;  uric  acid  0-15  per  cent,  (very  high, 
nearly  double  that  before  the  saline  injection).  There  has  apparently 
been  a  great  washing  out  of  uiic  acid  by  the  saline. 

"  3,  Urine  One  Daif  after  Ddivery, — Clear,  amber,  and  more  limpid, 
mere  trace  of  albumin  ;  urea  1-7  per  cent,  {nearly  normal)  ;  uric  acid 
0*028  (distinctly  lower  than  normal)." 

It  will  thus  be  seen  that  there  was  a  great  increase  in  urea, 
and  nuirkedly  so  in  uric  acid  immediately  after  the  injection.  The 
diuretic  ef  ect  was  not  nearly  so  marked  in  this  case  as  in  the  others, 
and  this  I  believe  was  due  to  the  morphia. 

Case  VI. — A.  W,,  single,  1-para,  aged  nineteen,  seven  months  preg- 
nant. Recovered-  This  patient  was  sent  into  the  hospital  mih  the 
history  of  ha\'ing  had  fourteen  fits.  She  was  in  a  semicomatose  con- 
dition, and  could  not  be  rousetl  to  speak.  There  was  slight  cede  ma 
of  the  feet.  Her  pulse  was  130  and  thready.  The  os  was  beginning 
to  dilate.     The  urine  was  loaded  with  albumin. 

At  2  a.m.  30  ounces  saline  were  injected  intn  the  right  inframammary 
region,  and  a  large  dose  of  calomel  and  jalap  given.  8he  was  put  into 
a  hot  pack,  but  did  not  sweat  at  all.     In  two  hours'  time  the  os  was 
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dilated,  and  I  delivered  with  Milne-Murray's  forceps.     The  fcetus.^ 
commencing  to  macerate.     After  delivery  24  ounces  more  saline  were 
injected  into  the  left,  axillary  tissues. 

8he  remained  semicomatose  for  nearly  two  days.  She  could  be 
roused  and  got  to  drink,  but  would  not  answer  when  spoken  to.  When 
she  became  conscious  she  said  she  had  no  recollection  of  anything 
since  two  days  before  the  seizure.  In  the  first  twenty-four  hours  she 
passed  30  ounces  urine  and  five  motions,  in  the  second  ^0  ounces  and 
two  motions,  in  the  ttiird  145  ounces  and  one  motion,  in  the  fifth 
83  ounces. 

Her  recovery  was  uneventful.  She  had  no  fits  after  admission . 
The  urine  was  free  from  albumin  when  she  was  dismissed  on  the  tenth 
day. 

The  urine  was  examined  by  Dr.  Carstairs  Douglas,  and  the  follow- 
ing is  his  report : 

'*  1.  Vrirhc  before  Injeclmn. — Opaque,  light  yellow,  highly  turbid 
from  urates  ;  albumin  abundant.  Urea  not  estimated  owing  to  small* 
ness.  Uric  acid  0101  per  c^nt.  (note  uric  acid  is  distinctly  above 
average). 

*'  2.  LVtW  shi/rtbj  after  Injeeiion. — Opariue,  bght  yellow  fluid,  loaded 
with  urates  and  albumin.  Moderately  acid.  No  blood,  bile,  or  ace- 
tone. Turns  Fchling's  solution  reddish  purple,  but  doe^  not  reduce 
it.  Urea  1-0  per  rent,  (rather  low,  especially  as  urine  was  probably  i 
conc^intrated).  Uric  acid  0-112  per  c^nt.  (chstinctly  above  average; 
increased  since  injection). 

'*  3,  Urifie  Twenly-four  Hours  /fj/er.^ Almost  clear,  amber,  acid  ; 
trace  of  albumin.  No  effect  on  Fehling's  solution.  Urea  2*4  per 
cent,  (distinct  rise).  Uric  acid  00217  per  cent,  (marked  fall  below 
the  average)." 

Case  VII. — Mrs.  B,,  2-para,  aged  twenty -seven,  seven  months  preg- 
nant. Died.  She  was  admitted  in  a  semicomatose  condition.  She 
had  had  eight  fits.  For  a  fortnight  the  feet  and  legs  had  been  swollen, 
and  she  had  vomited  a  great  deal  A  doctor  had  seen  her  and  pre- 
scribed for  her.  There  was  marked  uedema  of  the  whole  body,  the 
conjunctivte  being  also  oedematous.  There  was  great  oDdcma  of  the 
lungs.  She  had  the  most  irdema  of  any  eclamptic  patient  I  have 
ever  seen.  About  2  ounces  of  very  bloody  urine  were  drawn  off.  It 
became  solid  on  boiling.  Her  pulse  waa  104,  and  very  tense.  She 
was  not  in  labour. 

We  drew  off  about  <i  ounces  of  blood  from  the  median  basilic  vein, 
and  injected  40  oimces  of  saline  fluid  (pot.  bicarb,  and  sod.  chloridi) 
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into  the  axillary  tissues.     She  was  then  put  into  a  hot  pack;  ami  a 

dose  of  calomel  and  jalap  was  given.  In  less  than  an  hour  she  had 
a  fit.  We  then  gave  her  J  grain  nior]>hia  hypodermically.  In  three 
hours  she  had  a  second  fit,  followed  by  another  in  twenty  minutes. 
A  J  grain  morphia  was  now  given.  Her  pulse  was  118  and  weak. 
There  was  no  recurrence  of  the  fits,  but  she  vomited  a  great  deal  of 
a  dark  Huid,  evidently  partly  digested  blood.  Nutrient  enemata  and 
brandy  were  given.     She  was  very  comatose. 

Twelve  houfs  after  admission  the  as  was  beginning  to  dilate.  I 
therefore  dilated  forcibly,  sufficiently  to  get  forceps  on,  and  as  the 
child  was  dead,  we  perforated  the  head  to  lessen  it.  The  cervix  was 
somewhat  torn,  but  there  was  no  haemorrhage.  What  little  blood 
came  was  very  dark  in  cotour,  as  it  usually  is  in  eclampsia.  Thirty 
ounces  of  saline  were  run  into  the  tissues  of  the  abdominal  wall.  Only 
2  or  3  ounces  of  urine  were  excreted  in  the  twelve  hours,  and  it  was 
very  bloody.  In  the  evening,  eight  hours  later,  she  was  still  deeply 
comatose,  and  as  her  pulse  was  much  weaker,  digitahn  and  strychnine 
were  given  hypodermically  every  alternate  two  hours.  All  attempts 
at  moving  the  bowels  by  calomel  and  jalap  and  enemata  failed,  with 
an  exception  of  one  very  sEgbt  motion.  Hot  poultices  were  apphed 
over  the  kidneys. 

Twenty-four  houjs  after  dehvery  she  was  still  deeply  comatose  ; 
her  pulse  was  140 ;  breathing  very  bad.  The  (sdema  had  lessened 
very  much,  but  the  kidneys  were  not  acting.  I  again  injected  Oi, 
saline  into  the  abdonunal  wall,  and  the  resident  opened  a  vein,  to 
see  if  it  would  relieve  her,  but  as  it  had  no  effect  we  only  drew  4  ounces 
of  blood.  We  kept  on  stimulating  her,  but  she  died,  deeply  comatose, 
six  hours  later,  forty-four  hours  after  admission. 

This  was  an  exceptionally  bad  case,  and  we  had  practically  no  hope 
of  her  from  the  first.  In  spite  of  all  our  efforts  we  could  not  get  the 
kidneys  to  act.  In  the  forty-four  hours  she  was  in  the  hospital  they 
only  excreted  11 J  ounces.  The  conditions  found  at  the  post-mortem 
quite  accounted  for  her  death. 

The  Post-nmrtem  Examination,  —  ^'  The  pericardium  contained 
t»  ounces  of  clear  fluid ;  the  pleural  cavities  were  also  full  of  fluid. 
In  botli  lungs  there  were  areas  of  pneumonic  consobdation  scattered 
throughout,  the  lower  lobes  especially. 

**  The  liver  showed  nothing  abnormal  to  the  naked  eye.  The 
spleen  was  slightly  enlarged. 

*'  The  stomach  presented  an  hourglass  contraction,  and  contained 
about  8  ounces  of  dark  fluid,  apparently  partly  digested  blood.     She 
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had  been  vomiting  this  fluid  all  the  time  she  was  in  hospital.  The 
fundus  of  the  stomach  was  intensely  hj^iersemic,  and  this  condition 
extended  almost  to  the  pyloric  end.  Numerous  small  ulcers  appeared 
along  the  lesser  curvature  at  the  pyloric  end,  and  a  few  larger  ones 
near  the  oesophagus.  Some  of  the  ulcers  had  a  flooring  of  dark  blood, 
but  none  of  them  had  red  margins. 

**  The  intestines  were  intensely  hyperaemic  in  patches,  especially 
the  duodenum  and  upper  part.  There  was  also  a  patch  of  the  same 
kind  in  the  rectum.     Theie  were  no  ulcers. 

'"  The  kidneys  were  somewhat  hypera?mic,  but  showed  no  marked 
disease. 

*'  There  was  nothing  abnormal  in  the  brain 

"  The  cervix  was  torn  bilaterally. 

'*  The  condition  of  the  stomach  and  intestines  looked  exactly  as 
if  an  irritant  poison  had  been  administered." 

Case  VIIL— Mrs.  H.,  1-para,  aged  twenty-seven,  seven  and  a  half 
months  pregnant;  admitted  May  11.  Recovered.  Patient  had  had 
two  fits  before  admission.  She  was  conscious,  and  gave  the  following^ 
history  :  Three  weeks  ago  she  had  had  severe  headache  and  vomiting. 
Eight  days  ago  swelling  of  the  legs  and  feet  had  begun.  All  last  week 
she  had  had  a  severe  sore  throat.  She  had  not  noticed  any  rash. 
There  was  evidence  nf  desquamation  on  the  forehead,  hands,  and  feet, 
and  we  subsequently  learned  that  two  cases  of  scarlet  fever  had  been 
removed  from  the  stair  she  Uves  in,  a  few  days  before.  She  had  had 
the  fever  during  childhood. 

On  admission  she  was  somewhat  dazed,  with  dilated  pupils.  There 
was  cBdema  of  legs  and  feet.  She  still  complained  of  the  throat  being 
sore.  It  was  red  and  mjectcd,  and  the  tongue  thickly  coated,  with* 
red  papillae  showing  through  the  coating.  She  was  not  in  labour. 
The  foetal  heart-soumls  were  distinct.  An  ounce  and  a  half  of  bloody 
urine  were  withdrawn,  and  on  boiling  it  became  solid. 

The  treatment  consisted  of  20  ounces  saline  injected  into  the  rightl 
mammary  region,  a  dose  of  calomel  and  jalap,  and  an  enema  which 
cleared  the  bowels.  Milk  and  soda  and  imperial  drink  were  given 
freely.  During  the  first  twenty-four  hours  she  had  eight  motions, 
and  the  amount  of  urine  could  ntvt  be  estimated.  She  was  sweating 
freely.  The  albumin  was  much  less.  Next  day  she  passed  46  ounces, 
and  the  next  73  ounces,  and  the  next  126  ounces  and  two  motions. 
There  was  merely  a  trace  of  albumin. 

On  May  Hi  the  patient  was  removed  to  a  private  house,  as  we  had 
no  means  of  isolating  her. 
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May  2i. — She  has  kept  very  well  since  leaving  the  hospitaL  The 
bowels  have  been  kept  free  with  a  dose  of  salts  each  morning.  Her 
food  has  consisted  of  milk  diet.  The  urine  has  not  been  measured, 
but  she  has  been  passing  plenty  of  it.  On  testing  it  to-day,  \  iound 
there  was  a  considerable  trace  of  albumin,  so  I  put  her  on  a  diuretic 
ni  acetate  and  citrate  of  potash. 

Hay  29. — Pains  began  on  the  afternoon  of  the  28th,  and  labour  went 
Swly,  At  11  a.ni,  on  the  29th  I  fomid  the  os  about  the  size  of  a 
The  bowels  were  thoroughly  cleared  by  an  enema,  and  10  grains* 
w  .  al  and  20  grains  of  bromide  given  every  two  hours.  Several 
doflea  of  this  were  given  after  delivery.  At  4  p.m.,  as  she  was  beginning 
to  complain  of  headache,  I  gave  her  CHCl^,  dilated,  and  delivered  with 
forceps  a  hve  female  child  which  weighed  HJ  pounds.  There  was  no 
post-partum  haemorrhage,  but  the  discharge  was  free.  There  wa» 
only  about  an  ounce  of  urine  in  the  bladder.  It  had  a  considerable 
amount  of  albumin  in  it. 

During  the  first  eighteen  hours  after  delivery  only  12  ounces  of 
urine  were  excreted,  although  she  had  been  taking  large  doses  of  citrate 
and  acetate  of  potash  by  the  uujuth  until  debvery.  She  was  put 
on  the  diuretic  again,  and  the  urine  soon  increased  in  amount.  She 
made  an  uninternipted  recovery,  and  her  child  is  thriving. 

Case  IX. — Mrs.  McG.,  primipara,  aged  twenty-three,  six  months 
pregnant.  Recovered.  Her  legs,  feet,  and  face  had  been  swollen 
for  three  wrecks.  She  had  been  having  fits  every  quarter  of  an  hour 
for  four  hours  before  admission,  and  was  quite  unconscious.  She 
had  three  fits  after  admission,  and  was  so  restless  that  we  had  re- 
peatedly to  chloroform  her  to  keep  her  in  bed.  Chloral  was  used 
hypfxlermically,  1**  grains  every  hour  for  five  hours.  A  pint  and 
a  half  of  bicarbonate  of  potash  solution  was  used  first,  and  six  hours 
lat^r  2  pints,  with  acetate  of  soda  in  place  of  the  bicarbonate  of 
potash.  Labour  had  not  come  on,  so  I  delivered  by  incising  the 
cervix.  There  was  very  httle  bleeding.  We  had  great  difficulty 
in  getting  the  bowels  cleared.  Five  minims  of  croton  oil  had  no 
effect,  although  followed  by  a  large  enema  and  5  grains  of  calomel. 
They  were  ultimately  cleared  by  a  very  laige  dose  of  salts. 

The  urine  was  heavily  loaded  mth  alburain,  and  contained  numerous 
tube -casts,  but  no  blood.  She  became  conscious  about  twelve  hours 
after  delivery,  but  twelve  hours  later  oedema  glottidis  set  in,  and 
her  breathing  became  so  embarrassed  that  tracheotomy  seemed 
necessary,  but  fortunately  steaming  relieved  her.  Tliis  is  the  second 
case  in  which  I  have  seen  this  complication,     Neariy  two  years  ago 
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I  lost  a  patient  from  it.     Its  onset  was  bo  sudden  that,  although  the 
resident  opened  the  trachea  as  soon  as  he  reached  the  patient,  it 
too  late. 

The  kidneys  acted  after  the  injection,  but  the  diuresis  was  not  so 
marked  as  in  some  of  the  other  eases.  The  albumin  rapidly  dis- 
appeared,  and  she  made  an  nninterrupted  recover}^  after  the  oedema 
glottidis  subsided. 

Acetate  of  soda  was  used  in  the  second  injection.     I  intended 
it  alone,  but,  unfortunately,  had  none  at  hand  at  fiist. 

Case  X, — Mrs.  T.,  aged  twenty-three,  l*para ;  admitted  September  4 
at  11  p.m.  Died.  This  patient  was  unconscious.  She  had  been 
having  frequent  tits  since  the  morning.  Sw^eUing  of  her  face  and" 
limbs  had  been  noticed  for  two  days.  She  was  stout  and  well  nourished. 
Her  face  was  much  swollen  and  livid  ;  her  pupils  dilated,  but  reacti 
to  light ;  her  pidse  rapid  and  tense,  and  her  breathing  shghtly  ster-" 
torous.  The  uterus  was  in  a  state  of  tonic  contraction  ;  the  cervix 
thin,  and  the  os  admitted  one  finger.  The  urine  was  highly  albu- 
minous, showing  over  three -(juarters  on  boiling. 

Treatment. — Hot  pack  ;  saUne  injection  of  fully  2  pints  (sodium 
chloride  and  acetate.  J  drachm  of  each  to  the  pint)  ;  10  grains  chloral 
hydrate  hypodermically,  repeated  twice  during  the  next  four  hours  ; 
large  doses  of  Epsom  salts  by  the  mouth  and  imperial  drink.  The 
bowels  moved  freely  during  the  night. 

Sej^^mber  5. — Twelve  hours  after  admission  she  had  a  generaP 
convulsion.     Under  CHCl^  I  easily  dilated  the  cervix  and  delivered 
by  forceps.     The  child  was  slightly  macerated.     The  saline  injt*ction 
was  repeated  (2  pints).     She  was  passing  urine  unconsciously,  and 
the  bowels  were  moving  frequently. 

Sejitrmlter  6.  —  Twitching  (>f  the  face  was  followed  by  a  general 
convulsion  at  3  a.m.  The  stupor  had  now  deepened,  and  the  pupiU, 
would  not  react.  The  pulse  was  still  very  tense.  A  hot  pack  waa^ 
apphed  every  four  hours.  About  K>  |>,m.  the  coma  w^as  so  profound 
I  determined  to  bleed  her,  and  we  withdrew  fully  20  ounces  from  the 
right  median  basilic  vein,  and  ran  into  the  vein  20  ounces  of  normal 
sahne  solution.  Before  the  operarion  was  completed  the  reflexes  had 
returned,  and  the  pupils  reacted  to  light.  The  albuniui  in  the  urine 
was  reduced  to  one-fourth, 

Sej^miber  7,  — ~  Unconscious,  but  not  deeply  comatose  ;  pupib 
reacting ;  pulse  softer ;  urine  freely  passed  into  bed.  Gave  her 
calomel  and  jalap  and  a  saline  injection  of  1  pint  (sodium  chloride 
and  pot,  bicarb.,  30  grains  of  each).     Analysis  of  urine  by  I>r.  Oar- 
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stairs  Douglas  :  "  100  c.c.  light  amber-coloured,  clear  urine  :  specific 
gravity  1018 ;  sugar  a  trace ;  acetone  absent  ;  blood  absent  ;  bile 
absent ;  albumin  barely  1  in  1,000  ;  urea  1-6  per  cent.,  fair  amount ; 
uric  acid  04J71  per  cent,  up  tK>  normal ;  no  deposit." 

Septeml^r  8. — Slightly  conscious  ;  tedema  rapidly  disappearing. 

September  9. — Increasing  signs  of  intelligence. 

Septetnber  10. — About  2  a.m.  she  complained  of  pain  in  the  abdo- 
men, and  was  slightly  sick.  The  pain  was  reheved  by  fomentations, 
but  the  sickness  recurred  slightly.  Her  pulse  became  rapid  and 
small.  By  10.30  a.m.  the  aMomen  was  very  much  distended  and 
tense,  and  she  was  profoundly  collapsed.  She  was  freely  stimulated, 
but  died  about  fourteen  hours  from  the  onset  of  the  pain. 

Twenty- four  hours  before  her  death  I  had  given  a  very  hopefid 
prognosis.  The  albumin  had  almost  disappeared,  and  everything 
pointed  to  her  speedy  recovery.  I  coald  not  understand  this  sudden 
abdominal  compHcation.  She  had  absolutely  no  indication  of  sepsis. 
Her  temperature  had  never  been  raised.  Fortunately  we  were  able 
to  make  a  post-mortem  examination. 

The  abdomen  was  distended  with  a  bile-stained  fluid,  in  which 
floated  masses  of  curdled  milk.  There  was  no  blood  in  the  fluid.  We 
fomid  a  perforated  duodenal  ulcer  large  enough  to  admit  the  fore- 
finger. There  was  no  evidence  of  any  thickening,  or  any  attempt 
at  adhesions  ;  it  was  as  clean  cut  as  if  it  had  been  done  with  a  punch. 
The  stomach  and  duodenum  were  otherwise  quite  normal.  There 
was  very  little  peritoneal  injection.  The  heart,  lungs,  and  kidneys 
were  normal.     The  uterus  was  normal,  and  well  involuted. 

The  ulcer  must  have  perforated  at  the  time  she  complained  of  the 
abdominal  pain.  We  had  nothing  to  indicate  what  had  happened. 
We  got  no  histt>ry  of  preWous  pain  or  discomfort.  It  is  a  wonder 
that  the  strong  purgatives  administered  had  not  caused  perforation 
geveral  days  sooner. 

The  eclampsia  had  been  cured.  The  albumin  had  practically  dis- 
appeared. Although  the  patient  died,  I  think  the  case  can  rightly 
be  claimed  as  a  successful  one,  so  far  as  the  treatment  of  the  eclamptic 
condition  goes.  It  illustrates  how  important  it  is  to  obtain  a  post- 
mortem examination  in  all  fatal  puerperal  cases. 

Case  XL — Mrs.  McL..  aged  twenty-nine,  T-para,  about  full  time ; 
admitted  September  28  at  8.4-3  p.m.     Recovered. 

Tliis  patient  had  had  symptoms  of  kidney  disease  for  two  years- 
She  had  dropsy  after  her  last  confinement.  She  had  been  having 
frequent  convulsions  since  morning,  and  was  unconscious,  but  not 
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deeply  comatose.  Her  face  was  swollen  ;  pupils  dilated,  but  reacting  ; 
pulse  rapid,  full  and  tense.  There  were  signs  of  cardiac  hypertrophy. 
The  lungs  were  clear.  The  small  amount  of  urine  ohtained  by  catheter 
wan  very  dusky  and  smoky,  and  became  almost  solid  on  boiling. 
The  OS  would  admit  three  fingers,  and  the  cerv^ix  was  ^oft. 

Treatment. — Kpsom  salts  in  large  dose,  tr,  veratnim  viridis  (10 
minima)  hypodcrmically,  sabne  injection  of  2^  pints  (acetate  and 
chloride  of  sodium,  J  drachm  of  each  to  the  pint),  hot  pack,  delivery 
by  accouchement  forcfi  by  bipolar  version. 

As  the  child  was  aUve  I  pushed  the  head  through  by  suprapubic 
pressure,  causing  a  deep  laceration  towards  the  left  side  of  the  cervix. 
The  bleeding  was  free,  and  we  allowed  it  to  go  on  for  some  time-  It 
was  easily  controlled  by  gtitches. 

The  vera t ruin  viride  did  not  reduce  the  pulse-rate.  Diuresis  began 
wtWn  tw^o  hours,  and  the  bowels  moved  freely. 

September  21K  —  The  patient  is  conscious,  but  drowsy,  passing 
urine  freely.  The  albumin  is  reduced  to  one-half.  There  is  slight 
hfematuria.     Epithelial  and  granular  casts  are  present. 

October  I. — Is  quite  conscious.     Albumin  one-tpiarter. 

She  made  an  luiinterrupted  recovery,  but  the  albumin  persisted. 
The  cervix  healed  throughout  by  first  intention. 

When  the  child  was  two  days  old  its  urine  contained  a  considerable 
amount  of  albumin,  and  it  was  loaded  with  urates. 

Case  XIL— Mrs.  M..  aged  thirty-eight,  2-para,  six  months  pr 
uant  ;  admitted  September  25  at  12.3(}  p.m.     Recovered* 

It  is  sixteen  years  since  this  patient  had  a  child.  She  is  a  second 
wife,  and,  curiously  enough,  her  predecessor  died  of  eclampsia. 
Swelling  of  the  feet  bad  been  noticed  for  the  last  two  months.  The 
convulsions  had  come  on  twelve  hours  before  admission,  and  she  had 
been  unconscious  from  the  first.  The  fits  had  been  very  frequent 
and  severe — nine  within  the  last  three  hours. 

She  was  unconscious,  but  not  deeply  comatose.  The  pupils  were 
dilated,  but  reacting,  the  pulse  rapid  and  tense.  There  was  cxin- 
siderable  general  tpdema.  She  had  a  coniTilsiou  shortly  after  admis- 
sion, while  being  wa.«hed.  The  os  admitted  two  fingers.  There  was 
no  uiine  in  the  bladder. 

Treatment. — -Epsom  salts  by  the  numth,  ID  minims  tr,  verat,  viridis 
hypodennicaliy,  saline  injection  of  2^  pints  (acetate  and  chloride  of 
sodium,  I  drachm  of  each  to  the  pint),  hot  packs,  accoucheweni  farcJ^ 
I  did  bipolar  version,  and,  as  the  fct^tus  was  not  viable,  perforated  the 
after-coming  head  through  the  roof  of  the  mouth.     There  was  no 
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bleeding.  After  delivery  the  pupik  were,  unequal  in  &\zb,  but  reacted 
to  light.     Pulse  was  much  softer  and  slower. 

Free  diuresis  set  in  within  a  few  hours.  The  urine  was  passed 
unconsciously.  A  catheter  specimen  became  almost  solid  on  boihng. 
By  evening  she  was  beginning  to  be  conscious.  Physical  examination 
of  the  lungs  showed  them  to  be  extremely  cedematous,  especially  the 
right  one. 

Seftiember  2ik  —  Patient  conscious,  but  cerebration  slow.  Pulse 
rapid  and  tense,  breathing  hurried,  considerable  cough,  urine  copious, 
albumin  one-fourth. 

Sej^tlember  21.  —  Pulse  still  rapid,  slight  dyspnoea,  fine  r^lea  all 
over  right  lung  and  lower  lobe  of  left,  urine  copious  {albumin  one- 
eighth),  bowels  kept  open  by  salts,  patient  restless  and  slightly  delirious 
at  night. 

September  28. — Flattening  of  percussion  note  all  over  left  upper 
lobe,  esjiecially  at  back  of  cheat. 

October  10, — The  pneumonia  has  now  subsided.  Her  temperature 
was  never  very  high.  It  is  now  normal.  There  is  still  some  albumin 
in  the  urine. 

Case  XIIL — Mrs,  R,,  1-para,  aged  twenty-eight,  full  time  ;  admitted 
October  14  at  7  a.m.  Recovered.  This  patient  was  brought  to 
hospital  by  a  doctor  wlio  had  failed  to  deliver  her  with  forceps  after 
lepeated  efforts.  She  had  been  subject  t^  sw^elling  of  the  feet  and 
legs  during  the  whole  pregnancy.  No  history  of  headache  or  con- 
vulsions. 

On  admission,  pulse  fairly  good,  face  puffy,  legs  and  abdominal 
wall  very  cedematous.  The  woman  was  quite  conscious,  but  drowsy 
and  heavy.  The  tme  conjugate  we  estimited  at  not  more  than 
2i  inches.  About  1>  a.m.,  inmiediately  after  a  vaginal  examinarion, 
she  took  a  severe  general  convulsion.  Chloroform  was  given  at  once, 
and  craniotomy  performed.  The  operation  was  a  difficult  one,  as 
we  had  to  perforate  the  cheat  and  remove  the  lungs  before  the 
body  coidd  be  delivered.  There  was  no  post-partum  hfemorrliage 
of  any  amount,  and  what  blood  came  was  very  dark  in  colour* 
During  the  operation  the  pulse  was  very  feeble,  and  could  scarcely  be 
counted. 

Three  pints  of  saline  solution  (sodium  acetate  and  chloride,  1  drachm 
of  e^ch  to  the  pint)  were  injected  imder  the  right  breast,  and  she  was 
put  into  a  hot  pack  immediately  after  delivery.  Two  ounces  of 
Epsom  salts  were  given  at  noon,  and  J  ounce  every  houi  imtil  the 
bowels  moved  at  6  p.m. 
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There  was  no  urine  in  the  bladder  on  adinisaion.     A  few  ounces 
were  got  by  catheter  four  hours  later.     Since  then  she  has  beeB 
passing  a  very  large  amount  of  urine.     The  first  specimen  contained  1 
about  one-fourth  ali>urain  on  boiling,  a  trace  of  blood,  a  few  pus 
corpuscles,  and  some  epithelial  tube-casts. 

October  16.^Her  temperatuie  rose,  and   we    found  indications  of 
pleurisy  and  pneumonia  in  the  left  lung. 

October  18. — The  albumin  has  rapidly  decreased.  There  is  now- 
merely  a  trace,  and  she  is  progressing  favourably.  The  uterus  iai 
involuting  well. 

The   pleuro-pneumonia   f|uickly   resolved,   and  she   made   a  good 
recovery. 

Case  XIV. — Mrs.  B.,  aged  twenty-two,  1-para,  was  admitted  to 
hospital  suffering  from  eclampsia,  having  bad  five  fits  in  four  houra-i 
before  adniission,  and  one  just  after  admission.  Died,  She  was  at 
full  time,  and  labour  was  just  commencing.  The  conjugate  vera 
was  barely  3  inches.  The  child  was  alive,  and  lay  with  its  head  veryi 
much  overlapping  the  symphysis.  The  patient  was  a  very  small, 
anSBmic  woman,  with  badly-deloimed  legs,  a  marked  lumbar  scoUoab^ 
with  the  convexity  to  the  right,  and  a  badlydeformed  chest.  She 
was  quite  comatose,  wnth  a  pulse  running  at  130.  The  urine  became 
nearly  solid  on  boiling. 

Two  pints  of  saline  solution  (acetate  and  chloride  of  Hodium)  were  i 
tiansfused  under  her  right  breast,  and  4  tablespoonfuls  of  mag,  sulph. 
introduced  into  her  stomach  through  a  tube. 

With  an  ordinary -si  zed  pelvis  the  ccmdition  woidd  have  been  badj 
erough.  To  deUver  her  we  had  either  to  wait  until  the  oe  was  dilated 
and  perfoim  craniotomy,  or  dilate  it  artificially  with  the  same  object^ 
or  else  deliver  her  by  Capsarian  section.  As  the  child  was  quite  vigOT- 1 
ous,  I  decided  to  do  the  latter,  and  to  remove  the  uterus.  She  was 
prepared  at  once,  and  I  operated,  assisted  by  Dr.  Gibson,  within  two 
hours  of  admission* 

I  opened  the  uterus  in  the  usual  way,  cutting  down  into  the  placenta, , 
which  was  attached  to  the  anterior  wait     The  child,  a  male,  was  quite  \ 
vigorous,,  and  of  full  size,  11  pounds  in  weight.     An  elastic  ligature  i 
was  passed  rotmd  the  uterus  low  down   to   contiol   the  ha?morrhjige 
while  the  broad  ligaments  were  being  tied  and  cut.     I  then  incised  i 
the  peritoneum  of  the  uterus  and  stripped  it  down,  and  amputat^ed 
through  the  cervix.     The  uterine  arteries  were  easily  secured  and 
tied.     I  then  stitched  the  cervical  stump,  and  finally  united  the  peri- 
toneum over  it.    There  was  very  Uttle  blood  lost  during  the  operation. 
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A  quart  of  normal  saline  solution  was  put  into  the  peritoneal  cavity, 
and  the  abdominal  wound  closed. 

The  patient  sitood  the  operation  wonderfully  well,  and  soon  rallied, 
but  her  pulse  remained  quick.  She  became  eonscious  in  about  twenty- 
four  hours.  The  albumin  quickly  disappeared  from  the  urine,  and 
for  six  days  she  did  well.  On  the  sixth  day  1  examined  the  wound 
and  found  it  healed.  There  was  no  abdominal  distention,  and  every* 
thing  seemed  to  point  to  a  speedy  recovery,  but  on  the  seventh  day 
her  breathing  became  rapid,  and  she  complained  of  pain  in  her  chest, 
and  there  was  e%adence  of  cedema  in  both  lungs,  and  some  dulness  in 
the  right.  There  was  no  abdominal  pain  or  distention.  Her  pulse 
rose  to  140,  and  the  temperature,  which  had  been  normal,  rose  to 
101'.  The  lung  condition  rapidly  grew  worse,  and,  in  spite  of 
free  stimulation,  she  gradually  sank  and  died  on  the  eighth  day. 
We  did  not  obtain  a  post-mortem  examination,  but  there  was  no 
evidence  of  sepsis  in  the  case. 

The  ultimate  result  was  exceedingly  disappointing,  but,  so  far  as 
the  eclampsia  was  concerned,  it  had  been  cured. 

Case  XV.^ — Mrs.  M.,  10-para,  aged  tliirty-six,  was  admitted  to  the 
hospital  from  the  outdoor  department,  on  account  of  post-partura 
convulsions.  Recovered.  The  fits  had  commenced  shortly  after 
delivery,  and  had  been  recurring  very  rapidly.  The  friends  of  the 
patient  had  at  first  refused  to  allow  her  removal  to  hospital,  so  the 
outdoor  resident  had  infused  2  pints  (acetate  and  chloride  of  sodium) 
under  the  right  breast.  She  was  shortly  afterwards  brought  in, 
8he  was  unconscious,  and  the  urine  was  hea%dly  loaded  with  albujnin. 
Four  ounces  of  mag.  sulph.  were  introduced  into  the  stomach,  15  ounces 
of  blood  diai^m  from  the  median  basiUc  vein,  and  2  pints  of  saline 
infused  into  the  abdominal  wall.  She  regained  consciousness  nine 
hours  later,  and  made  a  good  recovery,  except  that  an  abscess  formed 
under  her  right  breast,  and  had  to  be  oiiened  on  the  tenth  day.  She 
was  in  a  very  dirty  house,  and  it  was  impossible  to  carry  out  strict 
aseptic  methods  in  giving  the  infusion.  She  had  no  fits  after  admis- 
sion. 

Cask  XVL^L.  H,,  single,  1-para,  aged  twenty-six,  about  seven 
and  a  half  months  pregnant.     Recovered. 

The  patient  was  admitted  with  cedema  of  feet  and  legs  ;  cyanosis, 
but  no  audible  cardiac  murmur.  The  urine  was  heavily  loaded  with 
albumin,  and  there  were  some  hyahne  casts  present.  She  was  freely 
purged  and  put  on  a  diuretic.  On  the  second  night  she  tooK  a  severe 
fit.    As  her  pulse  was  full  and  of  high  tension,  15  ounces  of  blood 
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were  drawn  from  the  right  median  basilic  vein,  2  pints  saEne  (acetate 
and  chloride  of  sodium)  infused,  and  5  ounces  mag*  aiilph.  iotroduced 
into  the  stomach.  The  unconsciousness  soon  passed  off,  and  she 
had  no  more  fits.  Next  day  labour  came  on»  and  she  was  delivered 
of  a  dead  cliik!.  The  fa?tal  heart  had  never  been  audible  during 
residence.  She  had  no  more  fits.  The  albumin  lessened  in  amount, 
but  did  not  entirely  disappear,  and  the  casts  remained.  There  was 
evidently  nephritis  in  this  case* 

Case  XVIL^Mts,  B.,  1-para,  aged  twenty*three,  full  time.  Re- 
covered. 

This  patient  had  enjoyed  good  health  during  her  pregnancy,  but 
during  the  last  few  days  her  feet,  legs,  and  face  had  bacome  swollen. 
She  had  not  slept  well  lor  several  nights.  Wlien  I  saw  her  fij^t,  some 
hours  after  the  onset  of  labour,  she  was  complaining  of  severe  head* 
ache.  There  was  marked  trdcma  of  the  face,  legs,  and  feet,  and  the 
urine  was  hea\41y  loaded  with  blood.  It  became  almost  solid  on 
boiling.  As  the  os  was  dilated,  I  gave  her  chloroform,  and  delivered 
with  forceps.  The  child  was  dead.  After  the  patient  came  out  of 
the  aoiPSthetic  she  said  her  headache  was  reheved. 

She  was  given  a  large  dose  of  salts,  imperial  drink,  and  chloral. 
and  bromide,  and  put  on  milk  diet.    Twelve  hours  after  delivery  she  | 
had  a  slight  fit,  and,  two  hours  latter,  two  very  severe  ones  in  rapid ' 
succession.     I  gave  her  chloroform,  and  infused  IJ  pints  of  saline 
under  her  light  breast,  using  H  drachms  of  acetate  of  eoda  alone« 
A  hot  park  was  applied,  and  as  soon  as  she  could  swallow  another 
dose  of  salts  was  given.    Three  hours  later  she  had  two  more  file, 
when  !-■>  minims  tr,  verat,  viritlis  were  given,  and  10  minims  more  an  ■ 
hour  later.     The  veratrum  had  no  appreciable  effect  upon  the  pulse. ' 
The  hot  pack  was  repeated.    The  bowels  soon  began  to  move  freely. 
Her  pulse  was  very  weak,  so  free  stinmlation  with  whisky  was  resorted 
to.     In  the  evening  her  tenifH?rature  w^as  103-  F.     She  was  excreting 
large  quantities  of  urine,  but  it  was  heavily  loaded  with  blood,  which 
did  not  disappear  fiom  it  until  the  fourth  day,  and  she  did  not  regain 
full   consciousness   until   then.     During   this   time   her   temperature' 
ranged  between  lOr  F.  and  103"^  F.,  and  after  that  it  fell  to  normal. 
iShe    made    a    good  recovery,   and   has   since  had  two  children,     I 
examined   her  urine    frequently   throughout   the   second   pregnancy, 
but  never  found  a  trace  of  albumin  in  it. 

Case  XVI IL — Mrs.  D.,  1  -para,  aged  eighteen,  fidl  time.     Recovered- 

This  case  was  delivered  by  students  of  a  healthy  child  on  the  after- 
noon of  August  20.     They  did  not  notice  anything  abnormal  in  her 
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condition.  One  hour  after  delivery  ahe  had  a  fit  lasting  one 
minute,  and  before  she  could  be  removed  to  hospital  she  had 
two  more. 

At  five  years  of  age  she  had  scarlet  fever,  but  her  health  had  been 
otherwise  excellent.  During  the  pregnancy  her  health  was  good. 
At  the  sixth  month  there  was  slight  swelling  of  the  feet.  The  day 
before  delivery  she  complained  of  headache  and  was  very  sick,  with 
vomiting.     She  had  no  loss  of  vision. 

Cmidiiimi  on  Admission. — She  seemed  quite  unconscious,  and 
struggled  violently,  and  resisted  anyone  who  tried  to  move  her.  The 
pupds  were  equal,  and  moderately  contracted.  There  was  no  swelling 
of  any  part  of  the  body.  Eighteen  ounces  of  urine  were  taken  by 
catheter.     It  contained  a  small  amount  of  albumin. 

Shortly  after  admission  she  had  a  general  epileptiform  seizure, 
with  rotation  of  the  head  and  conjugate  deviation  of  the  eyes  to  the 
right.  Fits  recurred  at  intervals  up  to  3  a.m.,  and  by  this  time  she 
had  seventeen  in  alL  She  now  passed  almost  into  the  state,  of  status 
t'pilepticus  BO  that  chlorofonu  had  to  be  adniiiustered  for  about  one 
hour,  after  which  the  fits  ceased. 

TreainietU. — On  admission  she  was  given  4  ounces  of  sulphate  of 
magnesia  by  the  stomach  •  tube,  and  a  saline  infusion  of  2  pints 
(1  drachm  each  of  acetate  and  chloride  of  sodiimi  to  the  pint)  into 
the  abdominal  wall.  The  latter  was  repeated  two  hours  later.  A 
hot  pack  was  apphed  twice.  She  w^as  given  20  grains  of  chloral  and 
40  grains  of  bromide  by  the  stomach -tube.  This  was  repeated  some 
hours  later. 

AiiguM  21. — ^She  has  had  no  more  fits,  and  has  slept  very  well,  but 
is  very  restless  and  only  semiconscious.  The  bow^ols  have  moved 
eight  times,  and  she  has  passed  urine  into  the  bed  freely. 

Aug^iM  22. — She  is  still  unconscious  and  very  restless.  Early  this 
morning  she  became  wildly  excited,  and  could  only  be  kept  in  bed 
with  great  diflicxdty.  She  was  given  another  dose  of  sulphate  of 
magnesia,  and  20  grains  of  chloral  and  40  grains  of  bromide  by  the 
stomach-tube.  After  this  she  became  quiet,  and  soon  fell  asleep. 
Her  urine  is  dark  in  colour,  and  with  a  very  heavy  deposit  of  urates. 
There  is  only  a  trace  of  albumin  present . 

August  23. — She  is  not  nearly  so  restless,  and  appears  to  be 
a  little  more  rational.  Face  slightly  jaundiced,  and  the  urine  con- 
tains a  trace  of  bile.     The  motions  are  clay -coloured. 

August  2i, — To-day  she  seemed  quite  right,  and  answered  ques- 
tions, but  was  drowsy  and  disinclined  to  talk.     She  asked  to  see  her 
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baby  for  the  first  time.     The  jaundice  is  quite  distinct,  and  there] 
ia  a  good  deal  of  bile  in  the  urine. 

AfMjml  2fx — 8he  continues  to  improve.  The  jaundice  is  less,  The 
urine  still  contains  bile  and  a  trace  of  albumin.  A  few  casts  have  been 
seen  in  the  deposit  to-day.  The  patient  cannot  remember  anything 
about  her  labour,  or  subsequent  to  it,  until  she  became  consciouB  on 
the  24th. 

August  30.^ — ^There  is  now  no  albumin  in  the  urine,  and  only  the 
faintest  trace  of  bile.     The  jaundice  has  di8api>eaTed. 

August  31. — The  patient  was  discharged  to-day  feeling  quite  well. 

This  was  the  worst  case  of  post-partum  eclampsia  I  have  had  to 
deal  with*  There  was  not  very^  much  albumin  in  the  urine,  and  her 
kidneys  were  evidently  acting  freely  enough,  as  there  were  18  ounces 
ot  urine  in  the  bladder  within  three  hours  aft-er  delivery.  Her  liver 
was  evidently  involved,  and  that  probably  accounts  for  the  severity 
of  the  attack.  In  Case  XXI.,  where  there  was  a  second  attack  of 
coma,  there  was  much  more  bile  in  the  urine,  but  she  did  not  show 
so  much  jaundice  superficially.  The  fatal  case,  from  which  the 
frontispiece  was  taken,  tlid  not  show  much  jaundice  superficially,  but 
there  was  too  httle  time  for  it  to  manifest  itself  before  death. 

Case  XIX.— Mrs.  B.,  aged  twenty,  2-para,  sixth  month;  admitted 
January  12  at  11.45  p.m.     Recovered. 

For  two  days  previous  she  had  had  a  violent  headache  and  some 
sickness,  rnnvuleinn^  had  come  on  in  the  evening,  and  she  had  had 
six  fits  by  the  time  of  admission. 

Her  face  was  puflFy,  but  there  was  no  marked  oi'dema.  She  was 
semicomatose.  A  catheter  specimen  of  her  mine  became  quite  solid 
on  boiUng.     The  os  admitted  one  finger. 

The  treatment  adopted  was  a  large  dose  of  salts*  10  grains  of 
chloral  hydrate  h}"]iodcrmically,  2  pints  of  sabne  infusion,  and  a  hot 
pack.  As  the  fits  continued,  I  cleared  the  uterus  by  ac^ouchemeni 
ford.  The  hot  pack  and  chloral  were  repeated.  Free  diuresis  was 
quickly  est^bUahed,  and  the  bowels  acted  well. 

The  fits  continued  until  the  evening  of  the  13th — that  is,  for  about 
twenty-four  hours.  She  had  in  aU  twenty-eight^ — ten  before  and 
eighteen  after  deb  very.  At  noon  on  the  13th  I  gave  her  another 
2  pints  of  the  infusion,  and  10  minims  tr.  veratrum  \nridis  hypoder- 
mically.  During  the  next  two  days  she  was  very  stupid,  but  could 
be  roused.  She  was  passing  plenty  of  urine,  and  the  bowels  were 
acting  freely.  The  aim  into  which  the  chloral  had  been  injected 
became  inflamed.     Hot  boracic  appfications  goon  reUeved  this.    By 
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the  16th  she  was  quite  conscioua.  The  albumin  had  almost  entirely 
disappeared. 

Early  on  the  morning  of  the  17th  she  became  deeply  comatose,  and 
remained  so  the  whole  day.  Dr.  Uhphant  saw  her  with  me  in  con- 
sultation, and  we  practically  gave  up  hopes  of  saving  her.  About 
10  p.m.  we  fed  her  with  meat-juice,  brandy  and  milk  through  a  tube, 
gave  hcT  2  pints  of  infusion,  and  10  minims  tr.  veratrum  \aridis.  At 
2  and  H  a.m.  on  the  18th  she  was  again  fed  through  the  tube.  The 
coma  was  now  lessening,  and  by  the  VJth  her  mind  was  quite  clear. 

After  that  she  made  an  uninterrupted  recovery.  The  urine  drawn 
o5  during  the  coma  was  loaded  with  bile-pigment,  but  there  was  very 
little  albumin  in  it.  She  was  excreting  large  quantities  of  it.  I 
can  offer  no  explanation  of  the  second  attack  of  coma,  neither  can 
I  account  for  the  large  amount  of  bile-pigment  in  the  urine. 

Case  XX. — Mrs.  O.,  1-para.  full  time,  was  seen  by  me  in  consulta- 
tion with  Dr.  Gracie.  The  patient  had  been  in  good  health  throughout 
the  pregnancy.  The  urine  had  been  examined  less  than  a  fortnight 
previously,  and  had  been  lound  free  from  albumin.  In  the  evening 
the  patient  had  apparently  been  quite  well,  and  had  partaken  of 
some  cherries,  A  short  time  afterwards  she  was  sick,  and  did  not 
feel  at  all  well.  She  took  a  dose  of  castor  oil.  In  a  few  hours  she  was 
seized  with  a  violent  convulsion  wliile  she  was  in  the  bath-room. 
She  fell,  and  struck  her  right  shoulder  on  the  bath.  She  had  several 
fits,  and  when  I  saw  her  she  was  unconscious,  very  restless,  and 
crying  out  loudly.  Her  legs  were  oedematous,  and  her  urine  heavily 
loaded  with  albumin.  The  os  was  beginning  to  dilate.  We  gave 
her  a  saline  infusion  of  2  pints  of  the  usual  solution.  She  was  very 
restless,  and  the  fits  were  recurring,  so  I  dilated  with  a  Bossi's  dilator 
and  dehvered  with  forceps.  The  child  was  alive  and  did  well,  although 
it  afterwards  showed  great  (Mema,  esj)ecially  of  the  head  and  face. 
There  was  a  considerable  amount  of  post-partum  bleeding.  When 
the  patient  came  out  of  the  chloroform  she  was  fairly  conscious,  and 
was  able  to  swallow  a  dose  of  salts  and  some  chloral.  After  the 
delivery  we  were  told  about  the  fall  against  the  bath,  and  on 
examining  the  right  shoulder,  we  found  there  was  a  subglenoid  dis- 
location. This  was  reduced.  WTaen  we  left  the  patient  everything 
seemed  favourable  for  a  good  recovery,  but  about  twelve  hours  later 
I  was  called  back  to  her,  to  find  her  comatose  and  having  fits.  Aa 
her  pulse  was  full,  I  bled  her  to  the  ext-ent  of  nearly  a  pint,  and  gave 
her  another  saline  infusion  of  2  piuts.  She  was  then  put  in  a  hot 
pack.    The  shoulder  had  again  been  put  out,  so  we  reduced  it,  and 
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boimd  it  very  fimily  to  the  side.  There  were  no  more  fits,  and  although 
she  remained  more  or  less  unconscious  for  nearly  three  days,  she 
made  a  good  recovery; 

I  found  out  that  the  woman  who  was  with  her  at  the  delivery  was 
not  a  trained  nurse,  and  after  we  had  left  she  had  carefully  related  to 
the  patient  all  that  had  happened.  The  convulsions  recurred  shortly 
afterwards. 

Case  XXI. — Mrs.  A,,  1-para,  aged  twenty-one.  full  time,  was 
admitted  on  October  5  complaining  of  swelling  of  the  vulva,  legs, 
hands,  etc.,  severe  headache,  and  specks  dancing  before  her  eyes, 
all  of  a  fortnight's  duration,  She  complained  of  pain  in  the  genitals, 
and  lay  with  her  thighs  wide  apart.  There  was  very  great  aedema 
of  the  \Tilva,  The  abdomen  was  also  very  a^dematous,  and  when 
she  lay  on  one  side  the  oedema  of  that  side  of  the  abdomen  increas 
tremendously.  It  was  impossible  to  palpate  the  child  properly,  bufj 
the  head  seemed  to  have  entered  the  brim.  The  fa?tal  heart 
audible.  No  vaginal  examination  was  made.  The  urine  was  scanty, 
highly  coloured  ;  specific  gravity  1024  ;  albumin  10|,  Esbach  ;  urea 
7  grains  to  the  ounce  ;  no  blood  ;  no  sugar. 

She  was  put  into  a  hot  pack;  given  saline  purges,  diuretics,  and 
milk.  Next  morning  she  was  again  given  a  pack,  and  in  the  afternoon 
the  labia  were  punctiued,  and  H  ounces  of  fluid  drawn  from  them. 
For  the  next  three  days  she  improved.  The  albumin  steadily 
diminished,  4|,  1|,  and  |,  Esbach,  on  each  of  the  days.  On  October  6 
labour  came  on,  and  ended  naturally.  The  child  was  alive,  and 
weighed  8i  pounds.  Six  hours  after  delivery  the  patient  had  a  typic 
eclamptic  seizure.  Twelve  ounces  oi  blood  were  drawn  from  the* 
arm,  and  2  pints  of  the  ordinary  saline  solution  transfused,  and  a 
hot  pack  applied.  Bhc  had  no  more  fits,  but  several  marked  shiver 
attacks.  She  was  kept  under  the  influence  of  chloral  for  twenty-fou 
hours.  Eight  days  after  delivery  her  temperature  was  99- 8"  F.,  and 
she  complained  of  headache.  The  lochia  were  found  to  be  foetid, ) 
the  ut-erus  was  well  douched  out,  and  a  large  septic  clot  remove 
with  the  aid  of  the  iingers.  Ah  the  clot  was  at  the  fundus,  a  flusl 
curette  was  introduced  to  remove  the  remains  of  it.  On  the  second 
day  after  this  her  temperature  shot  up  suddenly,  and  she  complained 
of  pain  at  the  left  side  of  the  uterus.  She  lay  i^ith  her  left  leg  flexed^ 
Next  day  a  cellutitic  deposit  was  easily  felt  in  the  left  broad  ligament. 
It  was  not  very  extensive,  Stuj^es,  morphia,  and  hot  vaginal  douches 
were  used. 

Three  or  four  days  later  she  complained  of  shooting  pains  in  the 
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left  leg,  and  a  phlegmasia  alba  dolens  developed.  The  phlegmasia 
was  treated  by  the  application  of  belladonna  and  glycerine,  and  the 
leg  was  rolled  in  wool  and  supported  on  a  pillow.  The  pain  subsided. 
and  everything  seemed  to  bo  going  well,  wh<_*n,  in  the  second  week  of 
the  phlegmasia  (October  30),  she  was  seized  with  terrible  dyspmiea. 
She  became  blue  about  the  mouth  and  intensely  cold,  but  the  air- 
hunger  was  the  most  marked  feature.  This  lasted  for  some  hours, 
when  she  rallied  a  little.  8he  complained  of  great  pain  in  the  chest 
with  the  onset  of  the  attack.  The  hurried  breathing  continued. 
She  had  several  other  attacks,  but  none  su  severe  as  the  first.  During 
one  of  these  she  complained  of  pain  in  the  shoulder  and  liver. 

A  couple  of  days  after  the  first  attack  her  temperature  shot  up  to 
10'>°  F,,  and  then  tubular  breathing  and  crepitations  could  be  made 
out  over  an  area  of  about  2  square  inches  in  the  left  lung.  We  dared 
not  risk  moving  her  to  examine  the  back  of  the  lung.  The  lung 
gradually  cleared  up.  By  this  time  (Xovember  4)  the  right  leg  was 
swollen,  but  not  to  the  same  extent  as  the  left  one.  The  labia  again 
became  swollen,  and  had  to  be  punctured.  Wlien  the  swelling  began 
to  subside  the  legs  became  extremely  itchy,  and  she  got  into  a  nervous 
condition.     She  asserted  the  legs  were  continually  jerking. 

The  patient  was  kept  absolutely  at  rest,  and  the  utmost  precautions 
were  taken  to  prevent  dislodgment  of  the  clot»  but,  in  spite  of  this, 
clots  must  have  been  detached  more  than  once. 

During  the  aevere  attack  of  dyspmaa  as  much  stimulant  was 
administered  as  the  patient  could  be  got  to  take. 

The  albumin  had  disap|>eared  from  her  urine  before  the  attack  of 
cellohtis,  but  as  soon  as  the  temperature  rose  it  again  appeared  to 
a  considerable  amount.  By  November  29  the  urine  was  again  free 
from  it. 

The  patients  recovery  was  slow.  At  one  time  the  outlook  seemed 
exceedingly  hopeless. 

The  following  five  cases  occurred  within  sixteen  days  in  January, 
1903: 

Case  XXIL — Mrs.  B.,  8-para,  aged  forty-two  ;  admitted  January  3 
at  7.35  a.m. ;  delivered  at  f).10  p.m.  Recovered.  This  patient  was 
at  or  near  full  time.  Her  previous  labours  had  been  normal  There 
was  no  history  of  Bright' s  disease.  A  week  ago  some  swelhng  of  the 
feet  and  legs  had  been  noticed,  and  for  the  last  few  days  she  had  com- 
plained of  epigastric  pain.  On  January  2  she  had  complained  of 
severe  headache  and  giddiness.  On  the  morning  of  the  3rd,  the  day 
of  admission,  she  was  sick  and  vomited,  and  had  dimness  of  vidon. 
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She  kept  her  bed,  and  became  very  drowsy  and  difficult  to  rouse.  At 
4  p.m.  she  had  a  fit  lasting  three  or  four  minutes.  From  then  until 
admission  at  7.35  p.m.  she  had  four  seizures.  She  did  not  regain  con- 
sciousness after  the  first  fit,  and  the  breathing  continued  stertorous. 

IjBmediately  after  admission  she  had  a  typical  eclamptic  fit.  The 
eyelids  of  the  right  side  began  to  twitch  first,  and  at  the  same  time  the 
pupils  dilated,  and  double  internal  squint  became  a]iparent.  In  about 
thirty  seconds  the  head  was  drawn  from  side  to  side  rapidly,  and  the 
jaws  were  firmly  clenched.  Almost  s^mchronously  with  the  head  move* 
raent  the  hamls  and  arms  were  flexed,  and  clonic  spasms  began  in  the 
arms,  the  hands  being  tonicaUy  closed  with  the  thumb  inside  the 
fingers.  The  legs  were  straight  out  all  the  time,  and  there  were  no 
clonic  contractions  of  them.  The  breathing  became  very  stertorous 
after  the  fit  passed  off.  Immediately  after  the  fit  the  pulse  was  almost 
HiO,  and  nearly  imperceptible.  The  patient  was  a  very  stout  woman, 
but  tliere  was  not  much  ti'dema.  No  uterine  contractions  could  be 
felt.  The  os  easily  admitted  two  fingers,  and  the  head  presented. 
The  urine  (6  ounces)  was  withdrawn  by  catheter,  and  was  almost 
solid  on  boiling,  and  contained  a  small  quantity  of  blood.  The 
patient  was  put  under  chloroform,  and  2  pints  of  saline  solution 
(1  drachm  each  of  acetate  and  chloride  of  sodium  to  the  pint)  were 
infused  under  the  right  breast,  and  a  verj-  large  dose  of  magnesium 
sulphate  given  through  a  stomach-tube.  As  the  os  was  found  to  be 
easily  dilated  by  the  hand,  tliis  was  done,  while  a  ver)'  hot  douche 
was  administered.  There  was  a  considerable  amount  of  hydramnios. 
The  dehvery,  with  axis-traction  forceps,  was  very  difficult,  and  the 
head  was  badly  crushed.  The  child  weighed  10 J  poimda.  and  its 
head  was  very  large.  The  occi pit o- frontal  diameter  measured  5i 
inches,  the  suboccipito-bregmatic  4f  inches,  the  bipariet-al  4 J  inches^ 
and  the  bitemporal  '^J  inches.  The  cervix  was  8om6\?hat  lacerate, 
but  although  bleeding  was  encouraged,  it  was  not  excessive.  Half 
an  hour  after  delivery  a  hot  pack  was  given ,     Hex  pulse  was  150. 

During  the  night  she  had  four  fits,  and  was  unconscious  and  very 
restless.  At  3  a.m.  she  was  given  an  enema  and  another  hot  pack, 
and  was  put  on  2  drachms  of  brandy  every  two  hours,  as  her  pulse 
was  rather  weak.  The  bowels  moved  loosely,  and  she  passed  a  fair 
amount  of  urine  in  bed.  Next  day  she  could  lie  easily  roused,  but 
was  not  quite  cons<:'ious.  On  the  evening  of  the  5th  she  became  quite 
coniw^ious.  On  the  Rth  the  albumin  showed  I  per  1,(KX),  Esbach,  and 
on  the  7th  J  per  l,r»(XK 

From  that  time  onwards  she  did  well,  but  was  verj'  weak  and 
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melancholy  for  some  days.  On  the  8th  she  had  a  discharge  ot  blood 
from  the  uterus,  and  that  evening  a  slight  purpuric  rash  was  noticed 
over  her  left  scapula,  8  inches  by  4  inches  in  size.  Next  day  there 
was  also  a  slight  rash  in  the  left,  arm,  near  where  a  hypodermic  of 
strychnine  had  been  given.  These  rashes  quickly  faded.  She  was 
dismissed  on  the  17th.  There  was  still  a  faint  haze  of  albumin  in 
the  urine.  Her  depression  of  spirits  had  quite  disappeared,  and  she 
was  taking  her  food  well.  Her  temperature  was  IW  F.  the  first 
evening,  but  remained  normal  afterwards.  On  the  6th  Dr.  Ernest 
Thomson  made  an  ophthahnoscopic  examination  of  her  eyes,  but 
found  nothing  abnormal  in  the  fimdus. 

Case  XXI U.  —  Mrs.  G.,  1-para,  aged  twenty-four ;  admitted 
January  3  at  10  p,m.  ;  dehvered  at  10.40  p.m.  Died  January  8. 
This  patient  was  sent  in  by  Dr.  Riddell,  who  had  fmmd  her  semi- 
conscious, t!yanosed,  and  with  foam  at  her  mouth.  There  was  a 
hist^^ry  of  two  fits  previous  to  his  visit.  She  had  a  fi.t  an  hour  later 
while  he  was  present,  and  another  in  the  ambulance  waggon. 

On  admission  she  was  semiconscious,  pupils  widely  dilated  and 
reacting  sluggishly.  The  pulse  was  130,  and  not  of  high  tension- 
There  was  no  a?denm.  The  urine  was  distinctly  bloody,  and  loaded 
with  albumin.  The  uterus  was  well  retracted,  and  the  head  in  the 
pehac  ca\nty.  The  pains  were  strong.  As  the  os  was  fully  dilated,  she 
was  delivered  with  forceps  under  chloroform.  The  child,  a  female, 
was  alive,  and  weighed  Gi  pounds.  Three-quarters  of  an  hour  after 
dehvery  the  patient  had  a  fit,  which  lasted  three  minutes.  At 
12.30  a.m.  (4th)  2  pints  of  saline  were  infused  into  the  abdomiiml 
wall,  and  a  dose  of  salts  was  given.  Between  then  and  9  a.m.  she 
hati  in  all  fifteen  fits  of  varying  intensity.  She  vomited  several 
times,  and  was  very  restless,  but  still  unconscious.     At  2.30  a,m. 

2  drachms  of  brandy  were  given  every  two  hours,  and  she  was  put 
into  a  hot  pack  and  an  enema  acbninistered.  By  10.30  a.m.  only 
7.1  ounces  of  urine  had  been  withdrawn  by  catheter,  but  she  had 
probably  passed  some  with  the  motions.  She  was  again  given  2  pints 
of  saline,  and  mustard^leaves  were  applied  over  the  renal  regions.  An 
hour  later  she  was  dry -cupped  and  poulticed  over  the  loins,  and  given 
1  drachm  sp.  a^th.  nitrosi.  and,  as  her  pulse  was  very  feeble,  a  hypo- 
dermic of  -ijj  grain  strychnine  and  /^  grain  digitalin  was  given.     At 

3  p.m.  18  ounces  of  urine  were  got  by  catheter.  At  5.30  p.m.  2  pints 
of  saline  were  again  infused. 

Januart/  a.^There  have  been  no  more  fits.  Two  pints  of  urine 
have  been  obtained,  but  as  the  bowels  have  moved  seven  times,  a 
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great  deal  nmre  muat  have  l>een  excreted.  The  patient  can  easily 
be  roused,  but  ia  not  quite  couBcious.  In  the  evening  her  tempera- 
ture rose  to  103H'  F.,  and  pulse  to  140,  aud  she  began  to  complain 
of  pain  in  her  left  side.  Physical  signs  cf  lobar  pneumonia  were  found 
to  be  present. 

January  G. — Patient  was  somewhat  improved  in  the  morning,  but 
in  the  evening  she  was  distinctly  weaker,  and  her  pulse  became  verj' 
rapid  and  irre^ai*  The  duliieas  had  extended  higher  and  become 
absolute.     The  albumin  showed  3  per  1,(KXX  Esbach, 

January  7. — The  albumin  has  decreased  to  about  \  per  l,OfX),  and 
she  is  cfuite  conscious  and  clear  in  her  intellect,  but  her  temperature 
remains  nearly  104'  F.,  and  the  pulse  irregular  and  weak,  in  spite  of 
very  free  stimulation.  No  further  examination  of  the  chest  was  made, 
as  she  was  so  weak. 

Januanj  8. — The  patient  died  this  morning  at  7,30  a.m. 
The  post-mortem  examination,  done  by  Dr.  Carstairs  Douglas. 
revealed  pericarditis  ami  double  pneumonia,  ''  The  j>ericardial 
sac  contained  a  cnnsiderabie  amount  of  straw-coloured  fluid.  The 
heart  was  small,  the  right  ventricle  very  thin,  dilated,  and  fatty, 
the  left  small  and  hypertrophied.  The  auricles  were  normal.  The 
tricuspid  valve-ring  was  much  dilated,  and  the  valve  incompetent. 
The  right  lung  was  partly  adherent  from  an  old  pleurisy,  and  shoii 
marked  consolidation  of  the  inithlle  and  upper  lobe.  The  left  one ' 
was  also  adherent,  and  showed  distinct  engorgement  witii  actual  con- 
solidation. The  liver,  spleen,  and  pancreas  were  apparently  healthy, 
and  the  intestinal  canal  throughout  appcaretl  normal.  The  left 
kidney  was  congested  and  liypera?mic,  alnu>st  heemorrhagic.  The 
right  was  little  affected,  save  for  some  diminution  in  the  cortex.  Thei 
uterus  was  well  contracted  and  ]>erfectly  healthy." 

Cask  XXIV, — Mrs.  L.,  1-para,  aged  nineteen  ;  admitted  January  10 
at  1.20  p.m.  ;  delivered  at  2.30  p.m.  Recovered.  There  was  no  history 
of  renal  disease  obtainable  from  the  friends.  The  patient  seemed  to 
have  had  good  health  during  her  pregnancy,  until  about  a  week  before. 
She  was  not  quite  at  full  time.  About  a  week  before  she  had  com- 
plained of  scantiness  of  her  urine.  On  January  ^  headache  had  come 
on,  and  in  the  evening  pain  in  the  stomach.  She  was  no  worse  during 
the  ^!th,  but  in  the  evening  swelling  was  noticed  below  the  eyes.  At 
4  a.m.  on  the  10th  the  headache  had  become  severe,  and  the  swelling 
under  the  eyes  much  more  marked.  The  epigastric  pain  had  alaa 
increased,  and  vomiting  came  on.  The  first  fit  occurred  about  7  a.m. 
She  became  conscious  after  the  fit,  but  a  second  one  occurred  in  half 
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an  hour.  Seven  more  fits  occurred  at  ititeivals  of  about  half  an 
hour,  and  another  in  the  ambulance  waggon.  She  was  now  quite 
unconscious.  On  admission,  she  had  another  fit  in  the  reception- 
room*  Her  pulse  was  lli(>»  and  of  very  high  tension.  The  uterine 
contractions  were  stroiig.  The  os  was  fully  dilated,  the  membranes 
protruding  ahnost  to  the  vulva.  There  was  no  a?dema  of  the  lega,  but 
some  under  the  eyes.  The  riiembranes  were  ruptured,  and  dehvery 
effected  by  forceps.  The  child,  a  male,  was  alive,  and  weiglied 
5 J  pounds.  It  died  a  few  days  later.  Two  pints  of  the  usual  infusion 
were  given,  and  3  ounces  of  magnesium  sulphate  run  into  the  stomach 
through  a  tube,  and  a  hot  pack  administered.  About  2  drachms  of 
urine  were  got  by  catheter.  It  became  absolutely  solid  on  boiling. 
There  was  some  WockI  in  it.  The  next  specimen  of  urine  obtained  was 
diluted  with  equal  parts  of  water,  and  put  up  in  the  Esbach  tube. 
The  albumin  stood  fully  1  inch  above  the  U-mark  on  the  tube.  I 
have  never  before  seen  as  much  albumin  in  urine.  At  3.^30  p.m. 
the  patient  vomited  about  a  pint  of  greenish  fluid,  and  asked  to  be 
left  alone.  She  was  able  to  swallow  milk,  and  complained  of  severe 
headache.  iShe  slept  for  three-quarters  of  an  hour,  and  awoke  quite 
conscious,  but  complained  of  headache  and  thirst.  She  was  given  milk 
and  imperial  drink  freely.  At  5,30  p.m.  3  oimces  of  urine  were  obtained 
by  catheter,  and  at  7.30,  2  ounces.  Her  bowels  had  moved  very  freely 
and  loosely.  Hot  poultices  were  applied  to  her  loins.  In  the  evening 
she  was  cupped  over  the  loins,  poulticed,  and  given  2  pints  more 
infusion.     Her  bowels  had  moved  ver>^  freely  three  times. 

Januanj  11. — She  has  passed  3  pints  of  urine,  besides  what  was 
lost  during  eight  motions  of  the  bowels.  She  has  drunk  4  pints  of 
milk  and  4  pints  of  imperial  drink.  To-day  the  undiluted  urine  gave 
only  \  per  1,0(XJ,  Esbach.  This  tremendous  diminution  occurred 
within  twenty -four  hours.  There  is  a  distinct  trace  of  albumin  in  the 
child's  urine. 

The  patient's  recovery  was  uninterrupted.  She  was  dismissed  on 
the  22nd.     There  was  still  a  faint  trace  of  albumin  in  the  urine. 

Case  XXV.-- Mis.  F.,  l3-para,  aged  forty;  admitted  January  11 
at  2.30  p.m.  Recovered.  This  patient  had  been  delivered  by  forceps 
at  home  on  January  \)  by  one  of  the  district  accoucheurs.  The  cord 
was  prolapsed,  and  the  child  dead.  All  her  former  labours  had  been 
normal,  but  she  had  been  troubled  with  swollen  feet  in  all  her  preg- 
nancies. For  some  days  prior  to  this  delivery  her  legs  had  been 
swollen,  but  nothing  is  known  as  to  the  quantity  of  urine  passed. 

On  the  morning  of  the  lOth  she  complained  of  frontal  headache  and 
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pain  in  the  epigastrium,  and  at  noon,  thirteen  hours  after  delivery, 
she  had  a  fit,  followed  almost  immediately  by  a  second  one.  About 
two  and  a  half  hours  later  she  was  seen  by  Dr.  Jubb,  the  outdoor  resi- 
dent. He  found  her  quite  conscious,  and  able  to  answer  questions. 
She  complained  of  severe  frontal  headache  and  blindness.  8he  could 
discern  a  light  used  to  test  the  pupil  reflexes,  but  could  not  distinguish 
objects.  She  could  not  remember  anything  about  her  previous  preg- 
nancies, or  about  the  birth  of  the  previous  day.  The  pupik  were 
dilated  and  equal,  and  readily  responded  to  light.  There  appeared 
to  be  slight  internal  squint  of  the  left  eye.  Hearing  and  feelbig  were 
evidently  norma!,  but  intelligence  rather  dulled.  The  face  was  puffy, 
especially  under  the  eyes,  and  there  was  moderate  oedema  of  the  legs, 
much  more  marked  on  the  dorsa  of  the  feet.  The  pulse  was  96,  and 
of  high  tension.  The  patient  refused  to  come  into  hospital.  She 
was  given  (iO  grains  jalap,  and,  an  hour  later,  30  grains  of  bromide 
and  15  grains  of  chloral.  At  1 1  p.m.  she  was  stated  to  have  passed  urine 
freely.  A  specimen  was  obtained.  The  albumin  showed  3 J  per 
l/)f0,  Esbach*  There  was  a  copious  amount  of  blood,  and  granular 
and  blood  casts.  At  11.10  p.m.  the  patient  had  a  severe  fit,  which 
lasted  for  about  four  minutes. 

Jannartf  11. — Patient  was  admitted  to-day  at  2,*iO  p.m.  She  was 
unconscious.  The  pupib  weie  sUgbtly  contracted,  and  hardly  reacted 
to  light.  The  pulse  was  130,  and  hard,  and  the  temperature  100^  F. 
There  was  slight  general  tedenia,  more  marked  in  the  face  and  leg 
Two  pints  of  the  usual  saline  infusion  were  given.  3  ounces  of  ms 
nesium  sulphate,  and  a  hot  pack.  The  temperature  fell  in  the  evening, 
the  bowels  moved  freely,  and  the  kidneys  acted  well.  She  took  milk 
and  imperial  drink  freely. 

Januury  12.— She  is  semiconscious,  and  can  distinguish  that  there 
are  people  in  the  room,  and  can  make  out  a  white  object  before  the 
eyes.  Two  days  later  her  \dsion  was  quite  clear.  She  steadily 
improved,  ami  was  discharged  well  on  the  20th*  There  was  still 
}  per  1,0(X)  albumin  in  her  urine.  Dr.  Thomson  examined  her  eyes, 
and  reported  tbero  to  be  normal. 

Case  XXVI.  —  Mrs.  C,  1-para,  aged  twenty  -  two  ;  admitted 
Januaiy  20  at  2^'M)  p.m. ;  delivered  January  23.  Recovered.  This 
patient  had  scarlet  fever  when  a  young  girl,  but  there  was  no  history 
of  dropsy.  She  seems  to  have  been  quite  healthy  imtil  some  months 
pregnant.  About  mid-term  she  had  some  swelling  of  the  face  and 
legs,  but  this  improved  without  treatment,  and  she  continued  in  good 
health  until  four  weeks  ago,  when  there  was  a  return  of  the  swelling. 
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There  was  headache,  but  no  other  premonitory  aymptoms  of  eclampsia 
at  this  time.  Three  weeks  ago  she  began  to  have  a  good  deal  of 
abdominal  pain,  and  the  eyelids  became  very  puffy.  Her  eyesight 
was  affected,  there  being  often  ''  a  mist  before  the  eyes/' 

On  January  17  she  complained  of  pretty  severe  and  almost  constant 
epigastric  pain.  There  was  headache  and  dimness  of  vision>  Early 
next  morning  (18th)  patient  had  a  severe  attack  of  vomiting,  and 
this  relieved  the  epigastric  pain  for  a  time,  but  it  recurred  more 
severely  latei  in  the  day.  As  the  patient  was  alone  in  her  house,  it 
is  not  known  when  her  first  fit  occurred ;  but  at  7  a.m.  on  the  19th, 
when  her  husband  came  home  from  his  night- work,  he  found  her  lying 
unconscious  on  the  floor.  She  was  put  to  bed,  and  lay  unconscious 
until  11  a.m.,  when  she  had  a  fit.  About  an  hour  latei  she  became 
slightly  conscious,  and  remained  so  until  about  ^i  p.m.,  when  she 
had  two  very  severe  fits.  She  did  not  regain  consciousness  after 
this,  and  between  tJ.30  and  7-30  p.m.  she  had  a  rapid  succession  of 
severe  fits.  During  the  day  she  passed  urine  in  bed  several  times, 
but  her  bowels  did  not  move.  She  was  seen  by  Dr.  Scott,  of  Tollcross, 
who  adniinisteicd  chloroform  to  her  about  11  p.m.,  and  repeated  it 
an  hour  later.  She  had  no  more  fits  during  the  night.  On  admission 
to  the  hospital  at  2.30  p.m.  on  the  20th  she  was  unconscious,  but, 
on  examining  her,  she  partly  wakened,  and  cried  out,  ''  Stop  it." 
Her  pupils  were  somewhat  contracted,  and  responded  to  light*  The 
face  was  flushed,  and  the  lips  and  eyelids  swollen.  The  temperature 
was  101^  F.,  and  the  pulse  110,  of  high  tension,  and  regular.  The 
cardiac  sounds  were  healthy  and  the  lungs  clear.  There  was  shght 
cedema  of  the  legs,  but  the  face  was  chstinctly  puflfy.  The  uterus 
reached  midway  between  the  umbiUcus  anil  xiphistemum,  and  con- 
tractions were  present.  No  foetal  heart  could  be  heard,  or  move- 
ments felt.  The  head  presented  L.O  A,  The  membranes  were 
intact,  and  the  os  about  the  size  of  a  foui*shilling  piece.  The  urine, 
by  catheter,  was  of  a  dirty  muddy  colour,  with  a  very  copious  deposit 
of  urates.  Diluted  \dth  equal  parts  of  water,  the  albumin  reached 
the  U-mark  on  Esbach's  tube.  Granular  and  epithefial  casts  and 
red  blood  corpuscles  were  seen.  Two  pints  of  the  usual  saUne  infusion 
were  given,  and  1  ounces  of  magnesium  sulphate  by  the  stomach-tube, 
and  a  hot  pack  administered. 

Before  midnight  1(5  ounces  of  urine  were  passed,  and  her  bowels 
had  moved  loosely  four  times.  The  temperature  was  1(M)'^  F.,  and  the 
pulse  112,  She  took  a  large  amount  of  milk  and  imperial  drink. 
She  was  very  restless. 

23—2 
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January  2L — Patient  will  answer  questions,  though  not  very 
welL  She  passed  2  pints  of  urine  during  the  night,  and  the  bawelfl 
moved  six  times.  Albumin  {urine  diluted  half  and  half)  gives  2  per 
1,(XK>,  Esbach. 

January  22. — The  patient  is  quite  sensible,  but  her  memory  is  not 
clear.  She  know.s  nothing  about  her  fits.  She  has  slept  well,  and 
has  no  pain,  iShe  has  passed  about  4  pints  of  urine,  and  hat]  five  loose 
motions.  About  8  p,m.  labour  came  on,  and  ended  naturally  at 
S  a.m.  on  the  23rd  by  the  expulsion  of  a  seven-months  macerated 
fu&tuB.  The  foetus  had  evidently  been  dead  for  some  time.  The 
placenta  was  apoplectic,  and  showed  evidence  of  fatty  changes  in 
small  areas.  She  slept  a  long  time  after  delivery.  She  passed  about 
5 J  pints  of  urine,  and  the  bowels  moved  freely  three  times.  From 
that  time  her  progress  was  very  satisfactory.  The  breasts  were 
engorged  and  painful  for  a  few  days.  She  was  dismissed  well  on 
February  3.     The  albumin  still  showed  J  per  1,OOU,  Esbach, 

Dr,  Ernest  Thomson's  report  concerning  her  eyes  was  that  the  right 
fundus  was  normal  ;  but  in  the  left,  just  outside  and  above  the  macular 
region,  there  was  a  perfectly  round  thin  ha^Miorrhage  about  the  size 
ol  a  spht-pea.     No  other  changes  were  seen. 

Case  XXWJ.—Reeurrmt  Fdawjma. — First  attack, 

I  saw  this  case  in  consultation  with  Dr,  James  Adam,  of  Hamilton, 
to  whom  1  am  indebted  for  the  following  notes : 

Mrs.  F.,  5-para,  aged  thirty-eight,  pregnant  about  seventh  month. 
The  patient  had  not  ieit  very  well  during  this  pregnancy.  The 
fcetal  movements  had  grown  weaker  during  the  last  few  days.  Two 
days  before  Dr.  Adam  saw  her  she  had  taken  rather  a  long  walk,  and 
felt  ill  next  day*  Labour  came  on  during  the  succeeding  night,  and 
a  premature  dead  female  child  was  bom  before  Dr.  Adam  reached  the 
house.  About  four  and  a  fialf  hours  after  dehvery  she  tnrvk  a  con- 
vidsion,  a  second  one  in  an  hour  and  a  half,  and  a  third  one  half  an 
hour  later.  There  was  marked  amaurosis ;  she  could  perceive  lights 
but  could  not  distinguish  objects  or  persons.  She  had  severe  head* 
ache,  and  a  feeling  of  faint ness  and  sinking.  There  was  a  tendency 
to  diarrhoea,  pronounced  cedema  of  eyelids  and  face,  and  the  arine 
was  loaded  vnth  albumin,  A  hot  mustanl  pack  was  given  at  onoe« 
then  the  patient  was  rubbed  dry  and  surrounded  with  hot  bottles. 
This  produced  free  perspiration.  A  saline  purge  was  given  and  a 
bromide  nuxture.  There  were  no  more  fits.  The  amauroats  dis- 
appeared a  few  hours  after  the  fits  ceased,  and  the  patient  made  a 
good  recovery*    There  was  some  thrombosis  of  the  left  saphenous 
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vein.  The  albumin  had  almost  disappeared  in  a  week,  and  was  quite 
gone  in  a  month,  but  a  alight  trace  was  again  found  a  couple  of  months 
later* 

Case  XX VIIL— Second  attack.    Recovered. 

The  patient  was  now  forty-three,  five  and  a  half  months  gone  in 
her  sixth  pregnancy.  Alter  her  last  confinement  Dr.  Adam  advised 
her  to  take  much  more  fluid,  as  he  found  that  she  had  been  taking 
hardly  any  fluids  with  her  food*  When  she  became  pregnant  this 
time  her  urine  was  examined  at  regular  intervals,  and  found  free 
from  albumin,  until  about  a  month  ago,  when  a  has^e  appeared  and 
persisted,  becoming  slightly  more  distinct,  but  never  more  than  ""  a 
cloud/'  on  boiling.  During  three  nights  she  bad  been  breathless, 
and  then  she  had  a  convulsion  at  8  a.m.,  when  Dr.  Adam  saw  her. 
She  had  noticed  swelling  of  the  face  and  limbs  that  morning  before 
the  fit.  There  were  no  labour  pains.  The  fuetal  movements  had 
been  weak  for  the  previous  fortnight.  She  was  put  on  milk  and  barley 
water,  and  given  a  diuretic  mixture  and  1  otmce  of  mag.  sulph.  She 
had  three  more  fits  i^itliin  twenty-four  hours.  Dr.  Adam  decided 
to  induce  labour,  and  under  chloroform  tried  to  dilate  the  cervix 
with  Hegar's  dilators,  but  could  only  get  it  dilated  sufficiently  to 
introduce  one  finger.    There  was  extreme  rigidity  at  the  internal  oa. 

I  saw  the  patient  with  him  twelve  hours  later.  She  had  had  a 
fourth  fit,  a  very  severe  one,  about  four  hours  before  this,  and  several 
hours  after  the  attempt  to  induce  labour.  After  her  fourth  fit  she 
was  given  ^  pint  of  saline  solution  aubcutaneously,  and  10  raininis 
tr.  verat,  viridis.  I  gave  her  2  pints  of  saUne  (acetate  and  chloride 
of  sodium)  into  the  abdominal  wall,  and  forcibly  dilated  the  cervix 
and  cleared  the  uterus.  The  fc^tus  was  aUve.  The  cervix  was 
exceedingly  rigid,  and  required  considerable  force  to  dilate  it* 

The  patient  made  a  good  recovery,  but  a  small  abscess  formed  at 
the  seat  of  puncture. 

The  following  is  Dr.  Carstairs  Douglas's  report  of  the  urine  : 

*'  Colour  aml*er,  clear ;  odour  normal ;  specific  gravity  1022 ; 
reaction  distinctly  acid  ;  deposit  mucous  cloud  ;  albumin  present, 
but  not  abundant  =  0*75  per  1,000,  Esbach  ;  sugar,  blood,  bile,  pus, 
acetone,  absent;  urea  1*2  per  cent,  (rather  low);  microscope  practi- 
cally negative." 

The  small  amount  of  albumin  in  the  second  attack  was  somewhat 
remaikable.  I  imagine  there  was  chronic  renal  mischief  present ;  at 
all  events,  there  was  renal  insufficiency. 

Case  XXIX.— First  attack.    Mrs.  A.,  4'para,  aged  thirty  years. 
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was  admitted  to  the  Glasgow  Maternity  Hospital  on  April  23,  1900. 
She  was  supposed  to  be  eight  months  pregnant.  Her  three  previoufl.] 
pregnancies  had  ended  in  miscarriages  at  the  fifth  and  sixth  months. 
In  the  course  of  the  present  pregnancy,  up  till  Apiil  23,  nothing  had 
been  noticed  amiss,  nor  during  her  previous  pregnancies  had  there 
been  any  untoward  symptom  of  note.  The  day  before  admission 
she  had  walked  three  miles,  and  had  felt  quite  well.  At  3  a.m.  on 
April  23  her  husband  awoke  and  found  his  wife  lying  imconscious  on 
the  floor*  She  regained  consciousness,  and  about  (i  a.m.  there  was 
another  fit,  followed  by  a  third  a  little  later.  At  9  a.m.  the  patient 
seemed  to  faint  without  any  convulsive  seizure,  and  since  that  time 
consciousness  had  not  returned.     She  was  admitted  at  11  a.m. 

After  admission  there  was  another  slight  fit  at  noon,  and  the  patient 
remained  comatose.  There  was  oedetna  of  the  feet  and  hands,  but 
not  very  marked.     The  urine  was  loaded  with  albumin. 

Trealment.—A  large  dose  of  Kpsom  salts  was  given,  and  2  pints  ol 
saline  eolution  were  infused  (1  drachm  each  of  sodium  chloride  and 
acetate  to  the  pint).  The  bowels  moved  four  times,  and  31  ouncesj 
of  urine  were  got  by  catheter. 

Next  day  the  coma  was  beginning  to  pass  off,  and  on  the  2tHh  she 
was  conscious,  but  her  vision  was  dim.     Early  on  the  27th  labour^ 
came  on,  and  at  9J5  a.m.  a  male  child  was  bom  dead  by  natural  i 
efforts.     It  weighed  4J  pounds. 

The  albumin  had  diminished  about  half  before  dehver)%  and  tbej 
day  after  there  was  very  Uttle  more  than  a  trace.     The  patient  made' 
a  good  recovery,  but  there  was  still  a  trace  of  albumin  in  the  urine 
when  she  was  dismissed. 

Case  XXX. — Second  attack.    Recovered.    On  December  3,  1903, 
the  patient  was  again  admitt'ed  to  the  hospital  in  a  semicomatooe) 
state,  and  with  a  history  of  convulsions  for  twelve  hours. 

On  November  30  swelOng  of  the  legs  had  first  been  noticed.  Thift 
had  not  been  marked,  and  there  had  been  no  swelling  elsewhere.  At 
1 1  p.m.  on  December  2  the  membranes  had  niptured,  and  after  this 
she  had  begim  to  feel  pains.  At  4.35  a.m.  on  December  3  she  had 
the  first  convulsion,  followed  by  others  at  5.45  a.m.  and  12.45  p*in* 
In  the  intervals  she  had  been  conscious,  and  had  complained  of  severe 
frontal  headache,  and  had  vomited  frequently.  At  1.40  p.m.  a  fourth 
fit  had  occurred,  after  which  she  had  not  gained  consciousness.  She 
was  admitted  at  2*30  p.m. 

Condition  on  AdmissiOTL — ^The  patient  was  of  good  colour,  and  well 
nourished.    There  was  slight  swelling  of  the  right  cheeks,  but  ao 
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oedema  of  the  eyelids.  The  pupils  weie  dilated,  equal  and  fixed. 
She  was  semicomatose,  and  resisted  any  attempt  at  examination. 
Her  pulse  was  128,  regular,  and  of  increased  tension.  The  respira- 
tion was  noisy,  but  regular.  There  was  slight  swelling  of  the  feet 
and  legs.  The  fimdus  uteri  was  about  3  inches  below  the  ensiform 
cartilage.  The  foetal  heart-sounds  were  audible.  The  os  was  dilated 
to  admit  one  finger,  and  the  head  presented.  The  urine  contained  a 
very  large  quantity  of  albumin,  and  the  microscope  revealed  numerous 
granular  and  hyaline  casts,  and  degenerated  blood-cells.  The  heart- 
sounds  were  pure,  but  there  was  distinct  accentuation  of  the  second 
aortic  somid. 

At  3  p.m.  the  patient  had  a  fit,  lasting  about  one  minute.  She 
became  yery  pale,  and  her  pulse-rate  fell  to  60.  Chloroform  was  given, 
and  2  pints  of  the  usual  sahne  fluid  were  injected  under  the  right 
mamma.  At  3.30  the  os,  which  then  arlmitted  two  fingers,  was  dilated 
with  a  Bossi's  dilator,  and  a  live  child  was  deUvered  by  forceps.  An 
ounce  and  a  half  of  mag.  sulph.  were  given  by  the  stomach-tube,  and 
the  patient  put  into  a  hot  pack. 

The  patient  remained  \mconscious  for  some  hours,  but  she  took 
no  more  fits.  In  twenty-four  hours  she  was  able  to  answer  questions, 
but  was  somewhat  confused.  The  bowels  moved  freely,  and  she 
paased  large  quantities  of  urine  into  the  bed. 

The  recovery  was  uninterrupted-  The  tube-casts  disappeared 
from  the  urine,  but  there  was  still  a  trace  of  albumin  present  when 
she  was  dismissed  a  fortnight  later. 
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COMPLEX  OR  COMPLICATED  LAE0VR^—Ojiih,ni^*f 

Irlfttemal  Complications  {coniimted} — MalformHtionfl  of    the  l^teru?* — Labour  in 
a  Double  Uterus — Labour  in  a  Case  of  Uterus  Didelphva. 

Maternal  Complications. 

Malformations  of  the  Uterus. —The  utems  is  formed 
from  the  junction  and  blending  of  the  two  Miilleriaii  ducts.  In  the 
early  days  of  embryonal  life,  before  the  junction  and  blending  of  the 
ducts  have  occyrred,  the  organ  is  a  double  one.  If  the  jynction  occurs^ 
but  the  two  ducts  do  not  blend,  or  if  the  junction  does  not  occur  at 
all,  or  only  occiirs  in  part,  an  abnormal  uterus  is  the  result, 

Utems  Didelphys-  The  two  duets  have  remained  com- 
jiletely  separate.     There  will  be  a  double  vagina  also. 

Utems  BiCOmls  Dnplex.— The  two  ducts  have  joined,  but 
have  ni>t  blended.  They  lie  united  throughout  side  by  side,  but  the 
wall  of  junction  remains  instead  of  disappearing.  The  vagina  may 
be  double. 

Utems  Blcoruis  Unicollis.— The  tubes  have  united  and 
blended  at  the  cervix,  but  are  separated  above.  The  vagina  may  be 
double, 

Utems  Subseptns  or  Subpartitns.— The  two  tubes  have^ 
united,  but  the  blending  of  the  two  canals  is  not  complete. 

Uterus  Cordlformis.— The  ducts  have  united  and  blended, 
but  at  the  fundus  there  8till  remains  a  depression,  indicating  the 
double  origin. 

Utems  Unicorilis,— < Jric  duct  alone  has  develoi)ed,  and  the 
other  remains  rudimentary. 

In  some  cases  the  vagina  alone  may  be  double  while  the  uterus  is 
single,  but  a  double  vagina  is  usually  associated  with  a  double  uterus. 

Each  half  of  a  double  uterus  has  its  ow^n  ovary  and  Fallopian  tube. 
You  thus  have  two  uteri,  one  or  both  of  wdiich  may  become  iinpieg- 
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nated  at  the  same  time,  or  within  a  short  time  of  each  other.  I£  the 
latter  happens,  a  mature  and  a  premature  foetus  may  be  bom  together, 
or  two  mature  ones  within  a  few  weeks  of  each  other.  This  1  beheve 
to  be  the  true  explanation  of  the  condition  known  as  supetfrf lotion ^ 
which  has  been  supposed  to  occur  in  a  single  uterus. 

It  occasionally  happens  that  one  horn  of  a  double  uterus  is  found 
to  be  pregnant,  and  yet  no  cer%dcal  canal  leading  into  the  pregnant 
side  can  be  detected.  These  cases  have  been  referred  to  in  connection 
with  missed  labour.  A  migration  of  the  impregnated  ovum  has  been 
given  as  an  explanation  of  the  condition.  That  this  can  occur  has 
been  shown  in  cases  of  tubal  gestation,  where  the  corpus  luteum  has 
been  found  in  the  ovary  of  the  opposite  side  ;  but  it  seems  to  me  that 
a  more  feasible  explanation  is,  that  there  has  been  a  narrow  cervical 
canal  present  at  the  time  of  conception,  and  that  it  has  subsequently 
become  occluded.  That  occlusion  of  the  cervical  canal  can  happen 
in  an  ordinary  pregnancy  has  been  abundantly  proved,  and  I  should 
think  it  would  be  much  more  hkely  to  occur  in  an  abnormal  than  a 
normal  uterus.  When  a  woman  with  a  double  uterus  menstruates, 
both  sides  menstruate,  and,  if  one  side  is  closed,  the  menstiual  blood 
of  that  side  cannot  escape,  unless  it  does  so  through  the  Fallopian 
tube.  Of  course,  impregnation  may  occur  before  menstruation  has 
been  established,  but  this  is  exceedingly  rare.  In  the  cases  of  preg- 
nancy of  an  occluded  horn  which  have  been  recorded  there  has  been 
menstruation,  and  if  one  horn  had  menstruated  there  is  Uttle  doubt 
the  other  would  have  done  so,  and  in  that  case  the  discharge  must 
have  found  an  exit  before  the  ovum  could  have  become  engrafted 
on  the  mucous  membrane.  I  therefore  think  that  the  true  explanation 
of  these  cases  is  that  the  cervical  canal  has  been  sufficiently  patent  to 
allow  of  the  entrance  of  the  spermatozoa,  and  that  occlusion  has 
occurred  subsequently, 

Iiaboar  in  a  Boullle  tXtamB*— If  both  sides  were  preg- 
nant the  same  difficulty  might  occur  as  sometimes  arises  in  twin 
cases — viz.,  locking,  or  both  presenting  parts  being  simultaneously 
driven  into  the  brim.  With  one  side  pregnant,  the  non-pregnant 
half,  which  is  sure  to  be  enlarged,  may  obstruct.  The  contractions 
of  the  uterus  are  sure  to  be  feebler  than  in  an  ordinary  case,  as  the 
walls  are  ill  developed.  It  is  well  that  this  is  the  case,  otherwise 
rupture  would  be  very  apt  to  occur.  Even  as  it  is  it  may  occur, 
Malpresentations  are  coniTnon,  and,  as  the  uterine  axis  does  not  lie 
in  the  axis  of  the  brim,  the  presenting  part  does  not  bear  properly 
upon  the  cervical  canal,  and  dilatation  will  be  slow. 
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TnterfeTence  is  necessary  in  many  cases.  The  operation  to  be  done 
vnll,  of  course,  depend  upon  the  nature  of  the  case.  If  delivery  by 
the  natural  passages  is  impossible,  a  Ceesarian  section  should  be 
done.  A  Porro's  operation  or  an  extirpation  may  be  necessary,  but, 
if  possible,  the  uterus  should  be  left  with  the  tubes  tied  and  cut,  to 
prevent  future  pregnancies. 

After  delivery  through  the  natural  passages,  severe  post-partum 
haemorrhage  may  occur,  if  the  placenta  has  been  attached  to  the 
septum,  or  the  septum  has  been  torn.  In  such  a  case  firm  plugging 
is  the  best  treatment. 

The  non-pregnant  horn  is  always  lined  with  deeidua,  and  this 
ahonld  be  cleared  out.  It  may  be  expelled,  but  one  cannot  trust 
to  this.     If  it  is  retained  sepsis  is  likely  to  occur. 

If  a  vaginal  septum  exists  and  is  torn  during  delivery,  it  should 
be  completely  removed,  and  the  cut  edges  of  the  mucous  membrane 
stitched  together  with  a  continuous  suture.  If  it  is  not  damaged  it 
ahould  be  left  alone. 

Iiabour  in  a  Case  of  Uterus  Didelphys.— Mrs.  W.,  aged 
twenty- seven,  1-para,  came  under  my  care  in  her  own  home  on 
November  2,  19()(),  suffering  from  persistent  vomiting.  She  had 
been  married  in  February,  IINX).  Menstruation  had  begun  at  the 
age  of  fifteen,  and  her  periods  had  been  regulur  and  painless,  lasting 
eight  or  nine  days.  The  last  period  had  ceased  on  October  2,  The 
vomiting,  which  had  been  going  on  for  several  days,  was  very  severe* 
She  aL«o  complained  of  some  pain  in  the  pehns,  but  there  was  no 
vaginal  discharge.  On  examining  per  vaginam,  I  found  a  somewhat 
elongated  swelling  lying  obliquely  backwards  and  towards  the  right. 
At  first  I  thought  it  might  be  an  cxtra-uterine  gestation,  but  I  could 
not  make  out  any  other  body  to  represent  the  uterus. 

My  conclusion  was  that  she  was  pregnant,  but  that  the  uterus  wm 
abnormal  in  position  and  shape.  The  examination,  however,  wad 
very  imsatisfactory,  and  I  could  not  absolutely  diagnose  the  con- 
dition. She  was  given  bismuth  and  oxalate  of  cerium,  which  relieved 
the  sickness  for  a  few  days,  but  it  returned  again  twelve  days  later. 
She  was  then  kept  on  peptonized  milk,  and  this  relieved  her.  On 
November  26  I  persuaded  her  to  go  into  the  Maternity  Hospital, 
as  I  was  anxious  to  examine  her  thoroughly  under  chloroform.  Tw" 
days  later  Dr.  Gibson  and  I  examined  her.  We  found  an  ordinary- 
sized  vagina  with  a  single  cervix,  but  a  bimanual  examination  revealed 
that  there  was  a  double  uterus,  with  one  side  enlarged  and  evidently 
pregnant.    The  enlarged  half  lay  somewhat  obliquely  towards  th« 
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rigbt  and  back  of  the  pelvis^  while  the  smaller  half  was  towards  the 
left  and  front.  The  junction  of  the  two  parts  at  the  cervix  could 
be  distinctly  made  out.  It  was  somewhat  puzzling  that  there  was 
only  one  os  to  be  seen.  We,  of  course,  refrained  from  passing  a 
sound.  Our  diagnosis  was  that  we  had  a  double  uterus  to  deal  with, 
and  that  the  right  horn  was  pregnant. 

The  patient  was  treated  for  some  days  with  rectal  feeding,  and 
the  sickness  abated.  After  that  the  course  of  the  pregnancy  was 
uneventful,  except  that  she  had  occasional  attacks  of  sickness.  1  did 
not  examine  her  again  until  labour  had  commenced,  on  July  -0. 
Abdominal  palpation  revealed  that  the  uterine  tundus  lay  towards 
the  left  side,  and  the  head  of  the  child  was  directed  somewhat  obliquely 
against  the  right  side  of  the  j>el\ns.  T!ie  fundus  was  not  so  broad 
aa  it  usually  is.  On  passing  my  finger  into  the  vagina  I  found  the 
OS  admitted  the  tip  of  the  finger.  It  was  high  up,  and  the  cervical 
canal  passed  backwards  and  towards  the  right.  The  presenting 
part  could  not  be  reached,  but  a  rounded  mass,  evidently  the  head, 
could  be  felt  J  with  a  smooth  membrane  over  it.  On  making  a  second 
vaginal  examination,  my  finger  passed  into  a  small  opening,  which 
gripped  it  tightly.  I  thought  at  first  that  it  had  passed  into  the 
dilated  urethra,  but  on  investigating  more  fully,  I  found  that  my 
finger  was  really  in  a  small  opening  in  the  hymen,  and  that  I  had 
discovered  a  second  vagina,  I  enlarged  the  opening,  and  then  reached 
the  cervix.  The  os  was  not  dilated.  I  had  the  patient  at  once  re* 
moved  to  the  Mat^niity  Hospital,  where  I  examined  her  under  chloro- 
form, A  careful  investigation  revealed  that  the  half  of  the  uterus 
connected  with  the  patent  vagina  was  not  pregnant,  but  wai?  lined 
with  a  thick  decidua,  which  was  easily  removed.  When  the  finger 
was  in  the  cavity  the  body  could  b^  made  out  lying  along  the  right 
side  of  the  pregnant  half  for  a  couple  of  inches  or  so  above  the  brim 
of  the  pelvis.  It  lay  like  a  large  hmpet  attached  to  the  side  of  the 
pregnant  half,  I  then  fully  ruptured  the  hymen  of  the  second  vagina, 
and  found  the  os  would  admit  the  tip  of  the  finger.  The  head  was 
easily  felt.  The  partition  between  the  vaginse  was  quite  thick  at  the 
ostium,  but  thinner  at  the  upper  part.  A  careful  examination  failed 
to  reveal  even  the  minutest  communication  between  the  two  canals. 
Dr.  Gibson  examined  her  wiih  me,  and  Dr,  Oliphant  was  also  present. 
We  decided  to  allow  the  laboui"  to  go  on  in  the  usual  way. 

Our  former  diagnosis  had  been  correct  so  far,  but  we  had  thought 
the  right  half  was  the  pregnant  one.  Considering  that  it  was  the  side 
which  communicated  with  the  vagina,  through  w^hich  all  intercourse 
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had  occurred^  this  is  not  to  be  wondered  at.  Even  if  we  had  dis- 
covered the  other  vagina,  we  woukl  not  hav^e  been  likely  to  come  to 
any  other  conclusion.  The  reason  why  we  missed  finding  the  second 
vagina  when  we  examined  was  because  it  was  closed  by  the  hymen, 
except  for  a  very  small  opening.  The  patent  half  was  quite  open,  and 
the  remains  of  the  hymen  verj^  apparent.  We  did  not  make  any 
search  for  a  second  vagina,  as  we  did  not  wish  to  disturb  the  patient 
any  more  than  was  absolutely  necessary.  The  abnormal  position 
of  the  pregnant  half  was  probably  due  to  its  falling  towards  the  back 
of  the  peWis  from  its  own  weight.  Rotation  of  the  entire  utoruB 
had  apparently  occurred.  After  delivery  we  found  there  was  a 
tendency  to  the  recurrence  of  this. 

After  labour  had  gone  on  for  twenty-four  hours  very  httle  dilata- 
tion had  occurred.  The  contractions  were  fairly  strong,  but  the 
obliquity  of  tiie  uterus  prevented  the  presenting  part  from  bearing 
on  the  08.  The  largest  Barnes'  bag  was  inserted,  and  in  two  hours* 
time  the  os  was  well  dilated.  On  removing  the  bag,  I  found  it  had 
been  forced  through  the  upper  part  of  the  vaginal  septum.  The 
obhquity  of  the  uterus  had  caused  this.  The  patient  was  deUvered 
with  forceps.  The  child,  a  male,  was  aUve,  and  weighed  7  J  pounds. 
The  lower  part  of  the  septum  was  lacerated,  and  the  perineum  partially 
torn.  The  third  stage  of  labour  presented  no  difficulties.  Both 
sides  of  the  uterus  were  thoroughly  washed  out.  The  thick  decidua 
had  already  been  cleared  out  of  the  non-pregnant  half.  I  then 
removed  the  septiun,  and  stitched  the  raw  surfaces  en  the  anteriot 
and  po^teiior  wails  with  continuous  catgut  sutures,  and  repaired  the 
perineum.     The  puerperium  was  normal,  the  temperature  never  rising. 

How  can  we  explain  the  fact  that  the  pregnancy  occurred  in  the 
uterine  half  connected  with  the  unpcnetrated  vagina  ?  In  the  first 
place,  I  may  say,  I  am  perfectly  sure  that  penetration  had  never 
occurred.  The  opening  barely  admitted  the  tip  of  the  finger,  and  the  fact 
that  the  hymen  tore  quite  easily  showed  that  it  was  not  a  re-sihent 
one,  which  might  have  stretched  before  a  penetrating  organ.  That 
penetration  ot  the  vagina  is  net  necessary  for  impregnation  is  a  well- 
recognised  fact.  I  have  seen  seveial  cases  of  this,  and  one,  where 
the  hymen  was  intact  at  the  time  of  labour,  is  recoided  on  p.  22^ 
The  spermatozoa  had  evidently  made  their  way  up  fiom  the  vulv 
Migration  of  the  fertilized  ovum  might  have  occurred*  but  I  think  the 
former  explanation  the  more  probable  one. 

It  is  interesting  to  note  that  the  non-pregnant  hall  of  the  uterua 
did  not  menstruate. 
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Four  months  after  delivery  I  examined  her  under  chloroform. 
The  perineum  was  found  to  be  complete.  The  vaginal  mucous  mem- 
brane was  smooth,  hut  it  was  possible  to  trace  where  the  septum  had 
eidsted,  especially  at  the  upper  part,  where  the  remains  of  it  could  he 
aeen.  A  bimanual  examination  revealed  that  there  was  apparently 
only  one  external  os  which  would  admit  the  tip  of  the  linger.  To 
the  left  the  body  of  the  horn  which  had  been  pregnant  could  be  traced. 
It  lay  far  back  in  the  pelvis,  with  its  hinrtus  well  towards  the  left  side. 
The  right  horn,  which  was  much  smaller,  lay  towards  the  right  of  the 
pelvis,  also  backwards  and  outwards.  It  could  not  be  so  easily  traced, 
but  the  junction  at  the  cervix  was  easily  made  out.  The  speculum 
revealed  that  in  appearance  the  cerAX  in  no  way  differed  fTom  an 
ordinary  mnltiparous  one.  A  sound  pasaed  into  the  left  side  went 
outwards  and  backwards  foi  2  J  inches.  I  had  some  difficulty  in  passing 
a  sntaller  one  into  the  right  horn.  It  would  only  pass  for  about 
2  inches.  The  handles  of  the  sounds  crossed.  The  septmu  between 
the  two  cervical  canals  had  been  slightly  destroyed,  giving  the  appear- 
ance of  a  single  os  externum. 

We  have  thus  had  to  deal  with  a  double  uterus  (uterus  didelphya) 
and  double  vagina.    The  vagina  is  now,  of  course,  single. 

1  have  seen  two  other  cases  of  double  uteri.  The  first  patient  had 
a  badly-contracted  pelvis.  I  dehvered  the  child  by  cramotomy, 
using  the  combined  instrument.  To  remove  the  placenta  I  had  to 
pass  my  hand  into  the  uterus,  and  I  then  found  that  the  placenta 
was  attached  up  in  the  left  cornua  of  a  uterm  subseptus.  The  light 
horn  would  admit  a  portion  of  the  hand.  The  fundus  was  very  broad, 
but  not  markedly  cleft.  In  the  centre  of  the  fundus  theie  was  a 
very  small  subperitoneal  fibroid.  The  partition  between  the  two 
aidea  of  the  uteius  did  not  extend  down  very  far. 

The  patient  made  a  gooii  recovery,  and  if  she  should  again  become 
pregnant,  I  am  in  hopes  that  she  will  agree  to  have  Osesarian  section 
performed. 

The  second  case  was  also  one  of  a  uterus  suhseptits.  The  breech 
of  the  foetus  occupied  the  right  cornua,  and  the  placenta  lay  in  the 
left  one.  This  was  easily  made  out  before  delivery.  The  child  was 
born  by  natural  efforts,  but  the  placenta  had  to  be  removed  manually. 
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Maternal  Complications  {cmiinued)^RniituTe  of  the  Vagina— Ca«e— Rupture 
of  the  rteruH— Frequency  of  Occurrence— Vftrieties—CawBea— How  to  Deal 
with  the  UU-rug — By  Suture — Drainage — Removal — Cases — Spontaneous 
Rupture  of  the  Uterus— C^se. 

Maternal  Compucations. 

BfUpture  of  the  Vagina.— In  the  majority  of  cases  of  rupture 
of  the  vagina  there  is  rupture  of  the  uterus  as  well,  and  the  tear  has 
extende<l  from  the  cer\ix  into  the  vagina.  As  a  matter  of  fact,  if 
the  entire  cervix  ia  involved  in  the  uterine  t-ear,  there  is  sure  to  be 
more  or  less  tearing  of  the  vaginal  vault. 

Rupture  of  the  vagina  alone  may.  however,  happen  in  obstructed 
labours  by  the  tension  on  the  vaginal  wall  beconiing  8t>  great  that  it 
gives  way.  This  may  happen  in  transverse  presentations,  or  in  cases 
of  pendulous  abdomen,  especiaUy  in  contracted  pelves.  It  may  also 
be  caused  by  the  hand  in  deUvering,  or  by  instruments  being  pusihed 
through  the  fornix  in  attempts  at  criminal  abortion.  Careless  use 
of  the  forceps  may  also  cause  it,  as  in  the  following  case  : 

Mrs,  W,,  5-para,  aged  twenty-nine,  was  brought  into  hospital  one 
night  after  an  attempt  had  been  made  to  deliver  her  with  forceps. 
On  examining  her,  I  found  the  cervix  was  not  quite  fully  dilated. 
In  the  left  side  of  the  vagina  there  was  a  rent,  extending  right  round 
from  about  the  centre  behind  to  beyond  the  transverse  diameter  of 
the  pelvis  in  front.  The  hand  could  be  passed  int<»  the  peritoneal 
cavity.  The  tear  had  been  caused  by  the  left  blade  of  the  forceps^ 
which  had  been  passed  through  the  left  side  of  the  posterior  fornix, 
and  then  swept  round  into  position  in  the  side  of  the  pelvis.  The 
right  blade  had  been  applied  inside  the  cervix  all  right.  Attempts  at 
extraction  had  fortunately  failed  ;  otherwise  the  left  side  of  the  cer^'ix 
and  a  poition  of  the  lower  uterine  segment  w^ould  have  been  torn  out. 
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The  patient's  condition  was  fairly  good.  As  considerable  traction 
would  have  been  required  to  deliver  the  child,  and  there  seemed  little 
chance  of  its  surviving,  I  |>erf orated  the  head  and  delivered  with 
forceps.  There  was  no  bleeding  from  the  tear.  I  then  cleansed  the 
parte  very  thoroughly  and  flushed  out  the  pelvic  cavity,  with  the 
patient's  boily  raised^  and  packed  the  wound  wnth  iodoforoi  gauze. 

The  patient  did  well  for  two  days,  and  then  peritonitis  set  in,  and 
she  died  on  the  third  day  after  delivery.  At  the  post-mortem  examina- 
tion we  found  the  peHnc  peritoneum  was  not  involved,  but  in  the 
upfj^r  part  of  the  abdomen,  especially  about  the  liver,  there  was 
abundant  evidence  of  acute  peritonitis.  If  I  had  opened  the  abdo* 
men  and  carefully  cleansed  out  the  peritoneal  cavity  I  think  she 
might  have  been  saved.  There  was  no  bowel  down  when  I  examined 
the  patient,  and  I  was  in  hopes  that  cleansing  the  pelvis  would  be 
sufficient,  but  I  afterwards  learned  that  a  loop  of  intestine  had  been 
down.  If  I  ever  see  another  similar  case  I  slmll  open  the  abdomen 
and  make  an  attempt  to  cleanse  the  peritoneal  cavity* 

It  was  difficult  to  get  any  information  as  to  how  the  accident  had 
happened,  but  I  learned  that  the  attendant,  who  had  had  no  ex  peri* 
ence  in  the  use  of  forceps,  had  given  the  patient  a  Httle  chloroform, 
and  then  tried  to  apply  the  instrument"?.  The  woman  had  at  once 
begun  to  struggle  violently,  and,  instead  of  giving  her  enough  chioro- 
form  to  quieten  her,  he  had  got  three  women  to  hold  her.  During 
the  struggling  he  had  evidently  forced  the  blade  through  the  fornix. 
When  he  failed  to  dehver  he  called  in  another  practitioner,  who  dis- 
covered the  condition,  and  sent  her  into  hospital. 

In  some  cases  the  small  intestine  prolapses  into  the  vagina,  and  it 
may  be  injured  during  delivery  by  tearing  or  bruising,  or  the  omentum 
may  be  torn,  thus  interfering  with  the  blood-supply.  If  the  patient 
survives,  sloughing  of  the  bowel  is  apt  to  occur,  and  a  f^ca!  fistula 
form.  In  more  than  one  instance  the  prolapsed  bowel  has  been 
mistaken  for  the  cord,  and  it  has  actually  been  drawn  down  and  a 
portion  cut  off. 

Dimjnosi^  of  Rupiure  of  the  Fo^tW.— There  will  probably  be  con- 
siderable collapae  and  haemorrhage,  but  these  features  may  not  be 
marked.  A  careful  examination  will  reveal  the  rent.  The  less 
examination  of  the  parts  the  better. 

Prognosis. — The  condition  is  a  grave  one,  but  much  more  favour- 
able than  when  the  uterus  is  ruptured.  If  aseptic  precautions  have 
been  taken,  and  there  is  no  injury  to  the  bowel,  the  patient's  chances 
are  good. 
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Treatment, — If  the  child  is  not  already  delivered  this  must  be  effected 
in  order  to  prevent  further  tearing,  in  whichever  way  put^  the  least 
strain  upon  the  parts.  If  the  bowel  is  down  it  should  be  carefully 
cleansed,  and  then  returned  into  the  abdoraen  above  the  brim,  pro- 
vided it  has  not  been  torn.  The  parts  should  be  thoroughly  cleansed 
after  delivery^  and  the  rent  plugged  with  iodoform  gauze.  If  there 
is  much  bleeding,  the  torn  vessels  should  be  tied,  but  if  it  is  general 
oozing,  a  hrni  plug  will  be  sufhcient.  In  some  cases  stitches  laight 
be  put  in,  but  it  is  better  to  trust  to  plugging,  as  this  insures  thorough 
drainage.  If  the  bladder  is  torn  an  attempt  should  be  made  to  close 
it  mth  sutures. 

If  the  labour  has  been  conducted  aseptically,  and  the  intestines 
have  not  been  prolapsed,  there  should  be  little  risk  of  the  peritoneal 
cavity  becoming  infected,  but  if  you  have  any  reason  to  suppose 
this  has  occurred,  the  abdomen  should  be  opened  at  once,  and 
attempt  made  to  cleanse  it  thoroughly  by  swabbing. 

When  the  bowel  has  been  torn  an  immediat.e  resection  may  be 
done,  if  the  patient's  condition  will  warrant  this  ;  if  not,  the  injured 
portion  should  be  secured  in  the  wound  to  allow  a  fistula  to  form.  If 
the  patient  recovers,  a  subsequent  operation  will  be  necessary  to  close 
the  fistula. 

Kuptiire  of  the  Utems.— Rupture  of  the  uterus  may  oocur 
during  pregnancy  or  labour.  During  pregnancy  it  may  be  the  result 
of  an  accident,  aa  a  crush,  or  it  may  occur  spontaneously.  In  the 
latter  case  the  uterine  wall  may  be  diseased,  or  the  seat  of  the  scar 
of  a  former  rupture  or  CjDsarian  section.  During  labour  the  rupture 
may  occur  spontaneously,  without  any  obstruction  to  dchvery,  but 
in  most  cases  it  arises  in  obstructed  deliveries,  either  from  uterine 
action  or  injudicious  attempts  at  dehvery.  The  use  of  ergot  in  the 
second  stage  of  labour  was  formerly  a  not  infrequent  cause  ot  rupture. 
Some  raidwives  are  still  in  the  habit  of  using  it,  to  the  great  risk  of 
their  patients.  To  judge  from  the  frequency  w^th  which  older  hospital 
patients  ask  for  **  labour  tea/'  its  use  must  have  been  very  common 
at  one  time  among  the  poorer  classes. 

Frequency  of  Occurrence.— Th^  average  of  occurrence  is  about  1  in 
4/XKj  cases  of  labour.     In  10  J  TO  indix*r  cases  in  the  Glasgow  Maternity 
Hospital  it  occuried  13  times,  an  average  of  1  in  7H,'i ;  but,  of  course^ 
it  must  be  borne  in  mind  that  the  great  majority  of  these  casea  war 
admitted  from  the  outdoor  department,  or  were  sent  in  by  privml 
practitioners  after  the  accident   had  occurred.     In   41,111   outdG 
cases  it  is  said  to  have  occurred  only  twice,  or  once  in  20,000  labours, 
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but  this  only  means  that  these  two  cases  were  not  transferred  to  the 
hospital,  probably  becanee  they  died  before  they  could  be  removed. 
Taking  the  indoor  and  outdoor  eases  together ^viz.,  51,290,  and  the 
15  cases  of  mpture^t  gives  1  in  3,120,  which  is  very  near  the 
average. 

MuItiparoB  are  much  more  prone  to  the  accident  than  primiparsB. 

Seal  of  Rupture.^n  obstructed  labours  the  lower  uterine  segment 
is  the  usual  seat  of  rupture..  It  may  be  either  transverse  or  vertical, 
or  a  combination  of  the  two.  It  usually  extends  downwards,  through 
the  cervix  into  the  vagina,  or  more  rarely  upwards,  into  the  body 
o!  the  uterus.  The  lower  uterine  segment  is  prone  to  rupture  in 
obstructed  labours,  because  it  is  the  part  of  the  uterus  which  thins 
out.  The  main  portion  of  the  uterus  actually  thickens  by  retraction 
as  labour  goes  on,  and  becomes  strengthened,  as  it  were,  at  the  expense 
of  the  lower  part.  Primary  rupture  of  the  body  or  fundus,  when  it 
does  occur,  is  usually  due  to  disease  of  the  uterine  wall,  or  to  the 
presence  of  a  scar  of  a  forraei  rupture  or  Ctesarian  section.  In  such 
cases  the  rupture  may  occur  during  pregnancy,  or  during  an  ordinary 
labour  without  any  obgtruction.  These  cases  are  dealt  mth  under 
the  head  of  Spontaneous  Rupture. 

Vari^tie^,^!)  Complete,  where  the  tear  involves  the  entire  uterine 
wall  right  through  into  the  peritoneal  cavity,  (2)  Incomplete,  where 
the  mucous  and  muscular  layers  alone  are  involved  ;  where  the  peri- 
toneal layer  alone  gives  way  ;  and  lastly,  where  the  peritoneal  and 
muscular  layers  are  torn,  but  the  mucous  one  remains  intact.  This 
latter  variety  is  exceedingly  rare. 

Causes,— The  usual  cause  is  excessive  thinning  of  the  lower  uterine 
segment.  This  may  be  due  to  obstmction  from  a  contracted  pelvis, 
a  tumour  blocking  the  paaaage,  a  transverse  presentation,  hydro- 
cephalus, or  some  other  abnormality  of  the  fretus,  nbhquity  of  the 
uterus,  a  rigid  cervix,  or  impaction  of  the  anterior  lip  of  the  cervix. 
In  some  cases  compression  of  the  uterine  wall  between  the  head  and 
the  promontory,  or  an  exostosis  of  the  brim,  will  cause  it.  MaUgnant 
disease  of  the  uterine  wall,  or  the  scar  of  a  former  rupture  or  Csesarian 
section,  will  pretlispose  to  it,  end  in  some  cases  fatty  degeneration  of 
the  muscle  fibres,  and  especially  a  degeneration  of,  or  a  want  of 
development  of,  elastic  tissue  in  the  wall.  The  administration  of 
ergot  in  the  second  stage  of  labour  has  already  been  mentioned  as  a 
cause,  but  perhaps  the  most  frequent  cause  is  an  injudicious  attempt 
to  deUver  by  version  in  impacted  transverse  cases,  or  after  failure 
wiih  forceps  in  vertex  or  face  cases ;    or   by  dragging  through  an 
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uniliminislied  after-coming  hydrocephalic  head,  or  an  ordinarjr-a 
head  through  a  rigid,  paitially  dilated  cervix,  either  with  forceps  or 
by  traction  on  the  body. 

Sy^mpioms. — Where  it  occurs  from  uterine  action  the  pains  usuall) 
become  stronger  and  stronger,  and  at  shorter  inter\^als,  until  they  are 
almost  continuous,  and  then  they  suddenly  cease,  and  the  patient 
collapses.  She  may  exclaim  that  something  has  given  way.  If  you 
were  to  examine  the  abdomen  before  the  rupture  bad  occurred,  you 
would  find  the  uterus  very  hard  and  a  sulcya  running  across  the 
abdomen,  usually  somewhat  obliquely,  somewhere  between  the  top 
of  the  symphysis  pubis  and  the  umbilieus.  The  part  of  the  uterus 
below  this  would  feel  tense  and  thin,  and  be  tender  to  the  touch.  If 
you  were  to  watch  the  c^se,  you  would  find  this  sulcus  rise  higher  and 
highei.  This  is  Bandrs  ling,  and  I  need  hardly  say  nobody  would  he 
justified  in  watching  to  see  it  rise  liigher  and  higher  in  the  abdomen. 
The  appearance  of  Bandl's  ring  is  a  danger*signal  which  should  never 
be  disregarded.  A  distended  bladder  gives  very  much  the  same 
appearance  to  the  eye  as  Bandrs  ring,  but  to  the  touch  the  conditioria 
are  very  different,  as  in  the  former  condition  yon  feel  a  fairly  thicks 
somewhat  fluid,  mass  below  it,  while  in  the  latter  there  appears  to 
be  ver>^  little  between  your  hand  and  the  part  of  the  child  which  is 
at  the  brim. 

As  soon  as  the  pains  cease  there  v^ill  be  more  or  less  h^morrh 
from  the  vagina,  and  the  patient's  puise  will  show  profound  coUaf 
much  more  marked  than  the  amount  of  haemorrhage  would  indicat 
If  you  now  examine  f^ter  vayinam,  you  will  find  that  the  presenting" 
part  has  receded,  or  can  easily  be  pushed  back.  If  the  child  has 
escaped  partially  or  wholly  into  the  peritoneal  cavity,  you  may  be 
able  to  palpate  two  tumours  through  the  abdominal  wall.  If  only 
a  partial  rupture  haa  occurred,  palpation  may  not  reveal  much,  but  if 
the  blood  has  escaped  round  the  lower  uterine  segment,  under  the 
loose  peri t one u/n,  toward.'^  the  front,  there  will  he  a  change  in  the 
sulcus,  making  it  much  more  apparent  in  parts. 

In  complete  rupture  the  placenta  may  escape  into  the  peritoneal 
cavity  along  with  the  frrtus,  but  in  some  vanes  it  escapes  into  the 
vagina.  In  very  rare  instances,  apart  from  placenta  previa,  the 
placenta  is  born  before  the  child,  but  when  it  does  come  first,  unless 
the  case  be  one  of  placenta  pr*evia,  you  should  always  suspect  rupture 
of  the  uterus. 

In  cases  where  rupture  occurs  during  an  attempt  at  delivery  thers 
is  the  same  profound  shock  and  hiemorrhage,  and  the  practitioner. 
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if  he  has  hia  wits  about  him,  ought  to  be  able  to  recognise  at  yjR'e 
what  has  wcurred, 

DiagwmH. — ^The  stoppage  of  the  pains,  the  collapse,  the  hBBiiior- 
rhage,  and  the  recession  of  the  presenting  part  plainly  indicate  what 
has  occurred.  Concealed  accidental  haemorrhage  is  the  only  ctjn- 
dition  which  will  give  rise  to  such  profound  ^hock-  It,  of  cuurse, 
does  not  occur  during  the  second  stage  of  labour,  and  the  distention 
of  the  uterus  and  continuous  pain  in  the  abdomen  should  at  once 
enable  you  to  distinguish  between  the  two. 

If  the  rupture  is  complete  and  the  child  has  escaped  into  the  peri- 
toneal cavity,  palpation  will  generally  reveal  two  tumours,  and  you 
will  be  able  to  make  out  the  foetal  parts  with  tlistinctness.  The  pre- 
senting part  may  or  may  not  have  receded.  If  it  is  incomplete  the 
presenting  part  will  not  have  completely  receded,  and  abdoniinat 
}ialpation  will  reveal  that  the  child  is  still  in  the  uterus,  although  the 
effused  blood  may  have  somewhat  changed  the  shape  of  the  uterus. 
The  parts  of  the  child  will  not  be  very  easily  made  out,  and  there  will 
not  be  two  tumours  in  the  abdomen.  When  the  tear  is  a  transverse 
one,  low  down  in  the  anterior  wall,  you  may  not  be  able  to  make  out 
two  tumours,  as  the  uterus  will  most  likely  lie  right  behind  the  child. 
The  fcetal  pairs  will  be  felt  with  great  distinctness.  One  of  the  last 
cases  admitted  to  the  hospital  was  of  this  nature.  The^foetal  parts 
were  very  distinct,  but  no  uterus  coufd  be  felt.  The  head  was  still 
presenting,  but  the  be  dy  of  the  chiM  was  entirely  in  the  perit-oneal 
cavity.  The  uterus  lay  right  behind,  and  could  not  be  palpated. 
The  tear  extended  right  across  the  lower  uterine  segment  just  at  the 
rejection  of  the  peritonemii  on  to  the  bladder.  Both  round  ligaments 
were  intact,  but  the  tear  extended  b^^yond  them.  It  had  been  caused 
by  attempts  at  delivery,  hut  we  coald  obtain  no  history  from  the 
attendants  as  to  what  had  been  done. 

PnMjnosu. — The  condition  is  a  very  serious  one,  especially  when 
the  riiptuTe  is  complete.  The  patient  may  die  of  haemorrhage  and 
ihock  in  a  very  few  minutes,  or  later  from  septic  peritonitis. 

Trca^men^.— Prophylactic  treatment  is  of  the  utmost  importance 
here.  Proper  treatment  in  obstructed  labours  wilt  enable  you  to 
prevent  rupture  in  the  great  majority  of  cases,  while  improper  treat- 
ment  will  merely  precipitate  matters.  When  speaking  of  the  various 
forms  of  obstructed  labour,  I  have  dealt  with  this,  and  shall  merely 
recapitulate  here. 

In  an  obstructed  labour,  if  the  uterus  is  in  a  tonic  state  of  con- 
traction and  Bandl's  ring  is  apparent,  imn^iale  ddivenj  is  absolutely 
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necessary,  Clilorofonn  should  be  adniimstered  at  once  to  lessen  the 
strain  on  the  utenis.  Put  the  patient  deeply  under.  If  the  head 
is  presenting  and  the  child  ahve,  and  delivery  by  forceps  possible, 
apply  the  instnimenta  at  once-  If  yon  fail,  do  not  persevere  very 
long,  but  perforate  the  head  and  deliver.  If  the  child  is  dead,  do  thiji 
at  once.  Under  no  consideration  attempt  to  do  version.  If  the 
peh^s  is  badly  contracted  do  a  Caesarian  section  as  quickly  as  possible, 
removing  the  uterus  if  there  is  any  risk  of  its  having  been  infected. 
In  a  breech  case  deliver  by  traction,  and  if  the  after-coming  head 
is  hydrocephalic  or  too  large  to  come  through  easily,  perforate  it. 
To  get  the  body  of  the  child  down  it  may  be  necessary  to  perforate 
the  abdomen.  In  impacted  shoulder  cases  do  not  attempt  to  turn, 
but  either  decapitate  or  eviscerate  and  cut  the  spine  across.  At  the 
risk  of  being  considered  tedious,  I  once  more  repeat  that  if  you  fail 
to  deliver  with  forceps — i.e.,  if  the  instnnnents  hold  well — never 
attempt  to  turn.  Most  of  the  eases  of  rupture  brought  to  us  ini 
the  hospital  have  been  caused  in  this  way.  The  case  referred 
to  on  the  previous  page  was  caused*  I  am  quite  sure,  in  that 
way. 

In  delivering  a  case  where  rupture  is  threatened,  the  mother  alone 
must  be  considered,  and  the  method  adopted  which  will  cause  the 
least  risk  to  her,  no  matter  if  it  means  sacrificing  the  chikl  If  you 
can  save  both  that  is  a  triumph,  but  you  must  not  expose  the  mother 
to  any  extra  risk  in  the  interest  of  the  cliild. 

To  prevent  nipture  from  the  cervix  upwards  into  the  body  of  the 
uterus,  cither  during  delivery  by  forceps  or  during  the  passage  of  an 
after-coming  head,  always  make  sure  that  the  os  is  suiticiently  dilated 
to  allow  the  head  to  pass  without  tearing.  Never  hurry  delivery 
where  there  is  any  risk  of  tearing  of  the  cervix. 

When  the  rupture  has  occurred  we  have  to  extract  the  child  and 
placenta,  and  then  deal  with  the  uterus.  The  method  to  be  adopted] 
will  depend  upon  the  circumstances  of  the  case.  The  child  and 
placenta  may  be  delivered  through  the  vagina  or  through  an  abdominal 
incision.  In  an  incomplete  rupture,  if  delivery  can  possibly  be  effected 
through  the  vagina,  it  should  be  done,  but,  of  course,  if  there  is  much 
obstruction,  as  from  a  contraction  of  the  pelvis  or  a  tumour,  the 
abduminal  route  nmst  be  chosen.  If  the  head  presents,  perforate  it ; 
if  the  shoulders,  decapitate  or  eviscerate  and  sever  the  spine  ;  and 
if  it  be  the  breech,  pull  it  down  with  a  blunt  hook  and  perforate  the 
abdomen  and  after-coming  head  if  required.  The  child  will  be  dead* 
80  you  need  have  no  hesitation  in  mutilating  it.     When  the  child  is 
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delivered  follow  up  the  cord,  and  extract  the  placenta  and  any  clots 
that  may  he  in  the  uterus. 

In  a  case  of  complete  rupture,  if  the  child  has  only  been  partly 
expelled  into  the  abdominal  cavity,  and  the  presenting  part  is  within 
reach,  and  there  is  not  much  obstruction,  it  may  be  delivered  through 
the  vagina  in  the  same  way.  If  it  has  completely  receded  into  the 
abdominal  ca\nty,  it  will  be  much  better  to  open  the  abdomen  at  once 
and  deliver  as  in  a  Caesarian  section. 


How   TO    DEAL   WITH  THE   UtERUS* 

In  incomplete  rupture,  when  the  peritoneal  layer  is  intact,  thoroughly 
wash  out  the  uterus  and  rent,  using  steriUzed  water  or  an  antiseptic 
lotion.  When  the  parts  are  as  aseptic  as  they  can  be  made,  plug  the 
rent  and  uterus  with  iodoform  gauze.  The  plug  may  be  left  in  for 
forty-eight  hours,  but  not  longer.  It  should  then  be  removed,  the 
parts  douched,  and  a  tresh  plug  inserted. 

When  the  peritoneal  layer  alone,  or  it  and  the  muscular  layer  are 
involved,  there  \^ill  be  profuse  internal  haemorrhage,  and  this  can 
only  be  dealt  w4th  by  opening  the  abdomen  and  either  stitching  or 
removing  the  uterus,  as  in  a  complete  rupture. 

In  a  complete  rupture,  if  the  child  has  been  extracted  through  the 
vagina,  the  question  comes  to  be  whether  the  abdomen  should  be 
opened.  If  there  has  not  been  much  bleeding,  and  the  peritoneal 
cavity  is  not  infected,  washing  out  with  steribzed  water  and  then 
plugging  with  iodoform  gauze,  so  as  to  prevent  the  bowels  prolapsing, 
and  to  insure  good  drainage,  will  probably  give  the  best  results.  On 
the  other  hand,  if  the  abdominal  cavity  contains  a  large  amount  of 
clot,  and  the  bleeding  is  continuing,  abdominal  section  should  be 
done  at  once.  In  such  a  case,  and  in  those  in  which  abdominal 
section  has  been  done  previous  to  delivery,  how  should  the  uterus  be 
dealt  with  ^ 

1,  Btf  Suture, — If  the  tear  is  clean  cut  and  in  a  position  which  can 
easily  be  reached,  suturing  may  be  done,  but  in  most  cases  it  is  out 
of  the  question.  The  sutures  should  be  put  in,  the  same  as  in  CiBsarian 
section,  deep  and  superficial.  The  superficial  sutures  must  be  put  in 
with  great  care,  so  as  to  bring  the  peritoneal  edges  w^ell  together  to 
prevent  any  discharge  from  the  wound  getting  into  the  peritoneal 
€avity.  While  suturing,  the  patient  may  be  placed  in  the  Trendelen- 
burg position,  as  this  ^\ill  give  a  clearer  \dew  of  the  parts. 

2.  B^f  Drainage, — If  suturing  is  impracticable,  the  wound  may  be 
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treated  by  drainage,  by  means  of  a  large  rubber  tube  or  a  atrip  of 
iodoforni  gau2e,  the  latter  preferably.  The  end  should  be  passed 
down  into  the  vagina,  but  in  some  cases  it  may  be  better  to  bring 
it  out  at  the  lower  end  of  the  abdominal  incision.  The  gauze  mBV 
be  left  in  for  a  week  if  the  parts  remain  sweet.  Wherever  it  is  possible 
drainage  should  be  employed,  as  it  gives  the  best  results. 

3.  Reftwval  of  thr  (fterm. — In  some  cases  yoti  may  have  to  drf  this — 
as,  for  instance,  when  the  rent  is  at  the  fundus,  or  is  ver^^  extensive. 
An  ordinary  Porro's  operation  may  be  done,  fastening  the  stump  of 
the  cervix  in  the  lower  edge  of  the  wounds  or  the  stump  of  the  cervix 
may  be  covered  with  peritoneum  and  left  in  the  pelvic  floor,  or  you 
may  do  a  complete  extirpation. 

In  all  cases,  when  the  abdomen  is  opened,  the  peritoneal  cavity 
should  be  cleaufsed  of  all  clot  and  debris,  if  the  patient's  condition 
will  allow  of  it,  but  if  she  is  very  much  collapsed,  and  there  has  been 
no  interference  to  cause  septic  infection,  tou  much  time  should  not 
be  spent  over  the  peritoneal  toilet.  Blood -clot,  vernix  caseosa,  or 
liquor  amnii  will  do  no  harm,  provided  they  are  ageptie.  A  large 
saline  infusion  should  be  given,  and  if  the  peritoneal  cavity  is  closed, 
a  quart  or  more  of  norma!  saline  solution  may  be  left  in  it»  Free 
stimulation  vnW  be  requixed.  The  subsequent  treatment  \i'ill  be  the 
same  as  after  any  abdominal  section/ 

If  the  uterus  is  left,  the  question  of  sterilizing  the  patient  is  a  very 
important  one  to  consider.  In  most  cases  I  think  the  tubes  should 
be  ried  ami  cut  to  prevent  future  pregnancies,  because  rupture  would 
be  very  likely  to  recur  if  she  should  again  become  pregnant.  If  a 
woman  has  once  come  safely  through  such  an  ordeal,  she  should  he 
saved  from  the  risks  of  facing  it  again. 

CA>iE  L — Incomp^iie  Huptfirc  caused  by  an  Aifetnpt  to  Turn  in  a 
MefitO' posterior  Ca$e  after  Failure  iinih  Forceps. — The  patient  died 
undelivered  a  few  minutes  after  she  reached  the  hospital,  (For 
details,  see  p.  282  and  Fig.  21,  p.  188.) 

CisE  II.— Mrs,  D.,  8-para,  aged  thirty-eight.  History  of  fonner 
labours  :  First  and  second  children  were  honi  to  a  former  husband, 
and  the  nature  of  the  labouis  is  unknown.  The  third  and  fourth 
were  instrumental  children  alive  ;  fifth,  born  on  the  floor  mthout 
assistance;  sixth,  instrumentab  still-bom;  seventh,  hteniorrhage  anil 
miscarriage;  eighth,  the  present. 

The  patient  had  been  in  labour  two  and  a  half  days.  She  waa  sent 
in  by  a  medical  man,  with  the  history  of  hrpmorrhage  ;  attempted 
delivery  by  forceps,  and  then  turning. 
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On  admission  she  was  coUapsed-looking,  lips  pale»  pulse  feeble. 
There  was  very  little  external  h*rmorrhage ;  the  cord  was  prolapaed 
and  pulseless.  On  palpating  the  abdomen  two  masses  could  be  felt 
uith  a  distinct  groo%'e  between. 

I  saw  her  shortly  after  admission,  and  had  her  put  under  chloroform 
at  once.  I  found  the  diagonal  conjugate  measured  4  inches.  There 
was  a  leg  in  the  vagina,  and  the  other  foot  was  at  the  brim,  and  the 
placenta  lay  loose  alongside  of  it.  On  removing  the  placenta,  a  large 
tear  was  found  in  the  left  side  of  tlie  uterus,  extending  through  the 
cervix  and  upper  part  of  the  vagina.  The  child's  body  was  in  the 
peritoneal  cai'ity,  and  the  body  of  the  uterus  was  lying  to  the  right 
side,  well  contracted.  The  breech  was  brought  down  and  the  body 
delivered.  1  then  perforated  the  after-coming  head,  and  got  it  away 
easily.     The  child  weighed  7i  pounds. 

There  was  no  blecfling.  The  patient  was  freely  stimulated* 
Dr.  Cameron  saw  her  with  me,  and  we  decided  to  remove  the  uterus. 
The  rent  was  so  extensive  that  plugging  seemed  out  of  the  question, 
and,  liesidea.  we  were  perfectly  sure  that  no  propter  precautions  had 
been  taken  to  render  the  parts  aseptic  during  the  prolonged  nianipula* 
tions  she  had  been  subjected  to  before  she  was  brought  to  hospital. 
In  the  abdomen  we  found  a  large  quantity  of  blood-cfot.  The  lacera- 
tion extended  up  obliquely,  the  serous  surface  being  torn  almost  to 
the  level  of  the  left  Fallopian  tube,  ftamps  were  put  on  the  broad 
ligaments,  and  the  uterus  amputated.  The  broad  ligaments  w^ere 
then  tied  and  the  cervix  extirpated.  The  floor  of  Douglas's  pouch 
was  then  stitched  across  by  interrupted  sutures,  but  it  could  not  be 
completely  closed.  The  abdomen  was  cleansed  and  closed  in  the 
usual  way. 

In  spite  of  tiee  stimulation  the  patient  never  rallied,  but  died 
eleven  hours  after  the  operation. 

In  both  of  these  cases  the  rupture  was  caused  by  attempts  at  version 
aft^r  failure  vnth.  forceps. 

Case  III. — The  following  case  occurred  in  the  hospital,  but  not  in 
my  hands  ; 

The  patient  was  an  unmarried  primipara,  aged  twenty-eight,  the 
subject  of  an  irregularly  contracted  pelvis,  with  ankylosis  of  the 
left  hip- joint  from  old-standing  disease.  She  was  supposed  to  be 
entering  on  her  ninth  month  of  pregnancy.  Labour  was  induced 
by  using  first  sponge  tents,  a  bougie,  and  afterwards  Barnes'  bags. 
When  the  largest  bag  had  been  expelled  the  membranes  ruptured. 
The  OS  was  fully  dilated  maniiaily,  and  axis-traction  forceps  were 
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applied.  A«  tlie  head  did  not  enter  the  brim,  Csmeron's  antero- 
posterior forceps  were  eubptitut^.  The  head  was  then  delivered, 
but  founil  to  be  crushed.  The  uteiDs  contracted  well,  and  the  placenta 
came  away  after  some  time.  There  was  no  bleedings  but  the  patient 
looked  somewhat  collapsed.  A  hot  douche  of  carbolic  (1  in  120) 
was  given.  As  the  fluid  did  not  leturn,  the  noz/.le  was  withdrawn, 
aa  it  had  evidently  passed  into  the  peritoneal  ca\^ty.  The  fluid 
immediately  drained  away,  but  the  patient  collapsed  and  died  in  a 
few  minutee. 

At  the  post-mortem  examination  a  sniall  quantity  of  aangiiioeot] 
fluid  was  found  in  the  abdominal  cavity,  but  no  blood,  and  the  uterus 
was  found  to  have  a  transverse  rent  in  the  lower  part  of  the  posterior 
wall,  just  opposite  the  promontory,  about  2  inches  in  length  (Fig.  4^). 
The  head  had  crushed  the  uterus  against  the  promontory  and  cat 
this.     The  true  conjugate  measured  2 J  inches. 

It  is  difficult  to  underj^tand  why  the  injection  of  the  warm  fluid 
into  the  abdominal  cavity  caused  such  a  sudden  collapse.  It  was  so 
sudden  that  the  carboHc  could  not  have  caused  it, 

I  have  alao  seen  a  case  of  partial  rupture  by  pressure  against  the 
promontor}^  during  deliveiy  after  craniotomy.  The  conjugata  vera 
was  2}  inches.  The  muscular  layer  of  the  posterior  wall  was  torn 
transversely  just  above  the  ob  internum.  The  tear  was  discovered 
while  a  douche  was  being  given.  The  peritoneal  ca\dty  was  not  opened 
into.  There  was  no  bleeding.  As  I  was  sure  of  good  drainage  I  ilid 
not  plug.  The  patient  made  a  good  recovery.  W]\en  she  left  the. 
hospital  one  could  detect  where  the  tear  had  been  by  passing  a 
into  the  uterus,  but  it  was  completely  healed. 

O^E  IV. — Rufdure  of  the  Vterm  from  Premure  of  the  ProtnofUary : 
HysiereclofHtj ;  Ri^vorenj. — Mrs,  B,,  7-para,  aged  thirty-two.  Pelvic 
measurements :  intercristal  diauieter,  9J  inches ;  interspinous,  8J 
inches  ;  external  conjugate,  <)  inches ;  true  conjugate,  3 J  inches. 
The  patient  was  delivered  by  axis-traction  forceps  in  the  Walcher 
position.  Tlic  child,  which  weighed  7  pounds,  was  alive,  and  did 
well.  The  placenta  was  delivered  naturally,  and  an  intra-uterine 
douche  was  given.  The  patient  seemed  quite  well,  but  four  hours 
after  delivery  she  showed  evidence  of  collapse.  The  lips  were  pal 
and  the  pulse  100.  The  uterus  was  well  retracted,  and  the  discha 
from  the  vagina  was  not  more  than  normal.  The  abdomen  was  some* 
what  distended  and  tympanitic,  and  she  complained  of  considerable 
pain.     A  hyiJodetmic  injection  of    .^^  grain  of  strychnine  was  given. 

I  saw  the  patient  for  the  first  time  about  ten  hours  after  delivery,  and 
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found  her  very  much  collapsed,  and  with  a  pube  of  130.  The  abdomen 
was  distended  and  tender  to  the  touch.  It  was  very  tympanitic  all 
over,  and  especially  in  the  flanks.  The  uterus  was  firndy  retracted. 
A  vagina!  examinatioTi  revealed  nothing  except  a  somewhat  boggy 
feeling  in  the  posterior  lornix*  There  was  no  laceration  of  the  cervix. 
I  did  not  attempt  to  explore  the  uterus.  A  i  grain  morphia  and 
^^y  grain  strychnine  weie  given  hypodermically,  and  1  pint  of  saline 


V 


Fio,  48. — RurTLRE  or  the  Posterior  Wall  of  the  Uterus  from  1*bessurk 

OF  THE  Promontory. 


waa  infused  under  the  right  breast.  The  patient  passed  a  comfort- 
able night,  and  was  very  well  in  the  forenoon.  The  pulse-rate  had 
fallen  to  100.  About  noon  she  became  worse  again,  and  the  pulse 
quickened.  Dr.  Mu^nro  Kerr  agreed  with  me  that  the  abdomen 
ought  to  be  opened.  It  was  quite  evident  there  waa  a  leBion,  probably 
of  the  uterus,  but  percussion  of  the  flanks  gave  no  evidence  of  fluid 
in  the  peritoneal  cavity. 
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With  Dr.  Kerr's  assistance  I  operated  twcnty*eight  huurs  after 
delivery.  There  was  a  considerable  amount  of  fluid  and  clotted 
blood  in  the  abdominal  ca\'ity-  A  transverse  ruptnrc,  about  1 J  inches 
in  length,  was  found  in  the  posterior  wall  of  the  uterus  just  about  the 
junction  of  the  body  with  the  cervix.  The  appearance  was  the  same 
as  is  shown  in  Fig.  48.  The  uterus  was  amputated  at  the  level  of 
the  rupture.  The  cervical  stump  was  thoroughly  cleansed,  and  its 
cavity  touched  T^ith  pure  carbolic.  It  was  stitched  in  the  usual 
way,  and  the  peritoneum  closed  over  it.  Most  of  the  clot  was  removed 
from  the  peritoneal  ca\4ty,  and  2  pijits  of  saline  were  left  in  it.  The 
abdominal  wound  was  closed  with  through -and-through  silkworm- 
gut  sutures. 

The  patient  stoixl  the  operation  fairly  welL  As  she  had  been  on 
starvation  diet  for  some  time,  rectal  feeding  was  commenced  a  few 
hours  after  the  operation.  Vomiting  was  troublesome  for  the  first 
day.  The  intestinal  tract  was  in  a  very  unheal thv  condition,  and 
when  the  bowels  were  moved  on  the  third  day  the  stench  was  over- 
powering. 

Chi  the  fifth  day  the  wound  was  dressed  and  two  of  the  lower  stitches 
were  removed,  as  there  were  signs  of  stitch  abscesses.  Up  to  this 
time  the  temperature  had  never  reached  ICMf  F.  The  remaining 
stitches  were  removed  a  few  days  later.  About  the  end  of  the  first 
week  the  patient  began  to  complain  of  a  good  deal  of  pain  in  the  right 
calf  and  thigh,  but  there  was  no  swelling.  Up  to  the  twelfth  day  the 
temperature  had  been  fairly  satisfactory,  only  twice  reaching  101  •  F, 
On  this  day  she  took  a  severe  rigor,  and  the  temperature  ran  up  to 
liM)4'^  F.  The  vagina  was  very  thoroughly  douched  out.  and  the 
cavity  of  the  cervical  sturap  cleansed.  The  discharge  was  extremely 
foul.  A  vaginal  douche  was  given  daily  after  this,  and  the  cavity 
of  the  stump  on  two  occasions  was  swabbed  out  with  iodine  (equal 
parts  of  the  liniment  and  tincture).  In  addition  to  that  iodoform 
was  freely  used  in  the  vagina.  The  temperature  varied  hetwieen 
91K^  and  103  '  F.,  the  maximum  in  the  evening.  On  the  nineteenth 
day  there  was  another  severe  rigor,  and  the  temperature  reached 
107^  F.,  but  fell  to  normal  in  a  few  hours.  The  discharge  from  the 
cervical  stimip  was  now  free  of  odour,  and  very  small  in  amount. 
Considerable  <^^uantities  of  iodoform  were  still  being  used  in  the  vagina. 
The  temperature  continued  to  vary  between  9il^  and  103^  F.  for  the 
next  five  days.  There  was  no  septic  discharge,  and  we  could  not  find 
any  secondary  focus.  We  concluded  that  she  was  suffering  from 
iodoform  absorption,  and  on  testing  the  urine,  a  marked  iodine 
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reaction  was  obtained.  The  patient  had  also  lost  desire  for  food, 
and  there  was  some  diarrhoea.  The  iodoform  was  stopped  entirely, 
and  the  temperature  gradually  felL  and  it  lost  the  intermittent  char- 
acter. Three  days  after  the  iodoform  was  stopped  the  urine  failed 
to  give  the  iodine  reaction.     The  recovery'  was  rapid  after  this. 

Throughout  the  patient  was  very  freely  stimulated  with  brandy 
and  strychnine^  and  large  doses  of  salol  were  administered  to  trj'  to 
disinfect  the  intestines.  It  was  about  a  fortnight  before  the  faeces 
lost  their  foul  odour. 

The  rupture  was  caused  by  pressure  of  the  head  against  the  pro- 
montory. The  pelvis  was  a  generally  contracted  one.  Two  of  the 
patient's  previous  deliveries  had  been  by  forceps.  I  was  not  present 
at  the  deliver)^  but,  I  believe,  considerable  force  was  required.  The 
child's  skull  was  indented,  but  not  fractured.  There  was  no  bleeding 
when  the  intra-uterine  douche  was  given,  and  the  fluid  was  returned 
quite  freely.  None  of  it  seems  to  have  gone  into  the  peritoneal 
cavity.     The  retraction  of  the  uterus  must  have  closed  the  rent. 

The  diagnosis  of  the  condition  was  very  difficulty  and  we  were  not 
absolutely  sure  of  it  until  the  abdomen  was  opened.  We  had  no 
doubt  there  was  a  lesion,  but  were  not  quite  sure  of  its  nature.  An 
exploration  of  the  uterine  cavity  would  have  settled  the  point,  but  to 
do  that  it  was  necessan,^  to  give  chloroform,  and  1  decided  to  open  the 
abdomen  at  once  without  any  prehminary  exploration.  The  per- 
cussion evidence  was  very  misleading,  as  it  gave  absolutely  no  indica- 
tion that  there  was  blood  in  the  peritoneal  cavity,  and  yet  there  was 
a  considerable  amount,  both  clotted  and  fluid.  The  clot  was  entangled 
in  the  omentum,  and  as  it  was  evidently  aseptic,  I  left  a  good  deal 
of  it  behind. 

The  unhealthy  condition  of  the  patient's  alimentary  tract  certainly 
predisposed  to  septic  infection,  and  I  believe  the  vagina  was  infected 
in  that  way.  Fortunately  this  did  not  occur  until  the  peritoneum 
was  soundly  healed  over  the  stump  of  the  cer\ix,  and  the  infection 
was  thus  prevented  from  spreading  beyond  the  ceivical  cavity.  I 
think  the  temperature  was  kept  up  for  about  a  week  after  the  septic 
condition  had  subsided  by  the  absorption  of  iodoform.  There  cer- 
tainly was  an  immediate  improvement  when  the  use  of  the  iodoform 
was  stopped.  I  have  seen  the  same  kind  of  temperature  in  a  case  of 
concealed  accidental  htemorrhage,  where  a  very  large  plug  of  iodoform 
gauze  was  left  in  the  uterine  cavity  for  forty-eight  hours  after  delivery. 
The  ease  ran  an  aseptic  course  so  far  as  the  discharges  were  con- 
cerned, but  the  temperature  remained  up  for  some  days. 


Fio.  49. — Spoxtajteous  RuprrRB  or  titk  Utcrcs^ 


SpOUtaneoUB  Rupture,— ^I  have  never  seen  a  case  of  tldi 

during  pregriuiifv,  but  the  following  one  OGcurred  during  au  ordiiiart 
unobstructed  labour  : 
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Case  V, — ^Mrs.  C,  aged  thirty- two,  7 -para,  was  admitted  to  the 

Maternity  Hospital  from  the  outdoor  department  on  account  of  slight 

ante -part  um  bleeding.     On  admission  at  11  a.m,  the  discharge  had 

I  ceased.    The  os  admitted  two  fingers.    The  head  presented  in  the  first 

[  position.   She  was  baling  regular  pains,  and  the  ymlse  was  good.    There 

was  no  overdistention  of  the  uterus.    The  resident  plugged  the  vagina. 

I  saw  the  patient  at  12.30  p.m.,  and  removed  the  vaginal  plug- 
There  was  no  bleeding,  and  the  os  had  now  dilated  to  about  the  size 
of  a  crown-piece.  The  membranes  were  intact,  but  there  were  no 
forewatere.  The  pains  were  increasing  in  strength.  Careful  palpa* 
tion  of  the  uterus  showed  that  there  was  no  internal  haemorrhage. 
8he  complained  of  some  pain  low  down  and  to  the  left,  but  nothing 
abnormal  could  be  felt  there.  As  labour  was  apparently  going  on 
naturally,  I  advised  lea^^ng  delivery  to  nature. 

About  2  p*m.,  shortly  after  I  had  left  the  hospital,  she  had  a  violent 
pain,  and  screamed  out  that  something  had  given  way.  She  had 
three  of  these  pains  in  quick  succession,  and  then  collapsed  completely. 
The  resident  examined  her  at  once,  and  found  the  os  fully  dilated 
and  the  head  partly  in  the  pelvis.  The  vaginal  portion  of  the  cervix 
was  then  intact.  She  was  given  a  slight  whiff  of  chloroform,  and 
delivery  effected  with  forceps.  A  large  amount  of  clot  and  the  placenta 
were  at  once  removed.  A  large  tear  was  felt  extending  right  up  the 
left  side  of  the  uterus  from  the  cer\dx  to  fundus.  The  uterus  and 
lent  were  plugged,  and  a  saline  infusion  and  stimulants  given ; 
but  the  patient  died  in  a  few  minutes,  jast  as  I  reached  the  hospital 

The  uterus  was  afterw^ards  removed  through  the  vagina.  The 
tear  extended  almost  to  the  fundus  on  the  left  side  (see  Fig.  49). 
The  vaginal  portion  of  the  cervix  had  evidently  given  way  during 
tlie  dehvery,  as  the  resident  was  sure  it  was  intact  w^hen  he  applied 
the  forceps.  One  would  expect  this  to  happen.  To  the  naked  eye 
the  muscular  fibres  appeared  pale,  but  the  uterine  wall  was  of  normal 
thickness.  A  piece  was  removed  and  hardened  in  perchlcride  of 
mercury  solution. 

The  following  is  Dr.  A.  R.  Ferguson's  report ; 


'*  Rupture  of  Gravid  Uteru.s  :  Histological  Examination 

AND  Report. 

*'  (The  solution  was  fixed  in  saturated  solution  of  perchloride  of 
mercury,  and  pieces  of  about  1  centimetre  in  diameter  were  after- 
wards embedded  in  paraffin  and  sectioned.) 
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*'  A  certain  amount  of  liieniorrhage  18  ewlent  at  and  near  the 
ruptured  edge  of  the  tissue,  red  blood  corpuscles  being  observed 
Jyiiig  ill  the  interstitial  tissue  for  a  considerable  distance  remot'e  from 
the  ruptured  edge. 

''  There  is  distinct  evidence  of  degeueration  of  the  tiiuscie-fibrea 
in  the  vicinity  of  the  seat  of  rupture.  Many  are  swollen  and  hyaline 
in  appearance,  nuclear  staining  in  these  being  practically  absent. 
Muscle -fibres  of  these  characters  are  found  in  the  uterine  tissue  at 
a  considerable  distance  from  actual  seat  of  rupture. 

*'  The  muscle-fibres  at  the  actual  seat  of  rupture  are,  for  the  most 
part,  atrophied  and  ahrunken,  and  in  many  jjlaces  exhibit  transverse 
or  irregalar  fractures  of  the  muscle  substance.  Nuclear  staining  in 
the  fibres  is  absent. 

"^  The  bloodvessels  of  the  uterine  wall  appear  healthy,  though  the 
perivascular  lymph-spaces  are,  in  most  cases,  occupied  by  red  blood 
eorpufeclea. 

'*  Some  of  the  sections  are  specially  treated  to  demonstrate?  the 
elastic  tissue  constituents  of  the  connective  tissue.  It  is  observed  that 
elastic  tissue  fibres  are  relatively  scanty  near  the  niptured  edge.  In  this 
situation  they  also  stain  more  feebly  than  elsewhere.  Many  are  broken 
up,  and  present  shght  irregularities  of  contour.  No  decided  swellings 
or  nodes  in  the  course  of  anvof  these  fibres  can,  however,  be  detected*' 
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The  etiology  of  spontaneous  rupture  i»f  tlie  uterus  is  somewhat 
obscure.  In  the  CentrdlblaU  jhr  ( hjnaekdoijie  for  February,  18&8, 
Dn  Michael  Poros^jhin  published  a  most  interesting  paper  on  this 
subject,  foimded  on  a  case  of  incomplete  rupture  of  the  posterior 
uterine  wall  caused  by  a  fall  on  the  back  two  days  before  labour  had 
set  in.  The  patient,  1  l-para,  wa?  torty*five  years  old.  When  admitted 
the  OS  was  beginning  to  dilate,  and  everything  seemed  normal,  but 
when  the  contractions  became  stronger,  she  complained  of  pain  in  thtt 
abdomen,  and  became  collapsed.  The  uterus  was  found  to  have 
increased  in  size,  and  there  was  some  bloody  discharge  from  the 
vagina.  Concealed  accidental  haemorrhage  was  diagnosed.  Th^ 
niembranes  were  ruptured,  and  a  large  amount  of  hquor  amnii  evacw* 
ated.  Delivery  was  effected  by  expression,  and  the  uterus  emptied 
of  the  placenta  and  clots  by  Crede's  method.  The  utenis  soon  mw- 
tracted  and  stopped  the  haemorrhage,  but  the  patient  died  two  and 
a  half  iiouTs  later.  The  post-mortem  examination  revealed  a  rather 
dee})  and  long  irregular  tear  of  the  posterior  uterine  wall,  extendii^ 
through  the  muscular  t issuer  but  not  involving  the  [peritoneum.    He 
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considered  that  there  had  first  been  a  alight  rupture  caused  by  the 
fall,  and,  as  no  large  vessels  had  been  involved,  the  bleeding  bad  not 
been  great ;  but  as  soon  as  the  uterine  contractions  had  become 
strong  the  tearing  had  increased,  and  the  haemorrhage  became  bo 
great  as  to  entirely  separate  the  placenta  and  distend  the  uterus. 
In  my  case  it  is  ijuite  possible  that  a  slight  incomplete  rupture  had 
occurred  before  the  patient  waa  admitted.  Tliia  would  account  for 
the  haemorrhage.  I  am  led  to  tliink  tliia  likely,  from  the  patient 
having  complained  of  some  pain  low  down  and  to  the  left  of  the 
uterue,  irrespective  of  the  uterine  contractions.  As  careful  palpation 
did  not  reveal  anything  abnormal,  I  did  not  attach  any  importance 
to  her  complaint.  We  got  no  history  of  any  injury,  but  she  may 
have  overstrained  herself  in  getting  out  of  one  of  those  high  beds  eo 
common  in  working-men's  houses.  The  bleeding  had  come  on  shortly 
after  she  had  risen. 

In  Poroschin's  case  the  uterus  showed  no  special  changes  to  the 
naked  eye.  Microscopic  examination  showed  the  muscle- fibres 
cloudy,  shghtly  outlined,  with  pale-coloured  nuclei.  In  the  deeper 
layers  of  the  torn  muscle  there  was  infiltration  of  blood,  but  neither 
the  muscle-fibres  nor  the  red  corpuscles  were  changed.  On  examining 
the  elastic  tissue,  he  found  it  almost  entirely  wanting.  Elastic  tibres 
were  only  to  be  seen  in  the  walls  of  the  vessels,  and  there  they  looked 
rather  angular,  nodulous,  and  sometimes  granular.  The  fibres  were 
solid,  without  offshoots,  and  did  not  uJiite  with  one  another.  The 
elastic  tissue  of  neighbouring  vessels  did  not  inteimingle,  and  no 
ofltshoots  passed  into  the  neighbouring  tissue.  From  this  he  con- 
cluded that  the  rupture  was  due  to  the  want  of  elastic  tissue. 

In  the  Joiitnai  of  Obstetrics  and  Gt/nrFcologt/  of  the  Brituk  Empire 
for  February,  1902,  Milne -Murray  has  described  an  interesting  case, 
where  complete  rupture  occurred  at  the  very  beginning  of  labour, 
He  amputated  the  uterus  and  saved  the  patient.  In  I8P1G  Professor 
Simpson  reported  an  almost  identical  case.  In  Milne-Murray's  ease 
the  uterus  presented  no  abnormality  to  the  naked  eye,  and  under 
the  microscope  the  structure  seemed  perfectly  normal,  with  no 
suggestion  of  fatty  degeneration  of  the  fibres.  In  Simpson's  case 
there  was  maiked  fatty  degeneration.  In  neither  report  is  there 
any  mention  of  the  elastic  tissue,  and  presumably  no  special  staining 
was  used  to  demonstrate  its  condition. 

My  case  differs  somewhat  from  Dr.  Poroschin's  in  that  the  muscle • 
fibres  were  degenerated,  while  the  elastic  elements  were  present,  but 
scanty  and  degenerated.     I  tliink  there  can  be  no  doubt  that  the 
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degeneration  of  the  muscular  fibres  and  elastic  elements  accounts  for 
the  rupture  happening,  without  any  extra  strain  having  been  thrown 
upon  the  uterus, 

TreatmejU.—AH  spontaneous  rupture  occurs  without  any  warning, 
prophylactic  treatment  cannot  be  adopted.  After  the  rupture  has 
occurred,  the  same  treatment  should  be  adopted  as  in  rupture  in 
obstructed  cases.  Removal  of  the  uterus  would  probably  be  called 
for,  and  Milne-Murray^s  success  would  encourage  one  to  try  it,  even 
in  badly  collapsed  cases.  In  a  case  occurring,  as  Murray's  and 
SinipBon's  did,  at  the  beginning  of  labour,  the  abdomen  should  be 
opened  as  quickly  as  possible  so  as  to  be  able  to  control  the  bleeding 
before  the  patient  has  become  collapsed. 

I  saw  a  case  of  spontaneous  rupture  at  the  commencement  of  labour 
in  a  case  of  Dr*  Munro  Kerr's,  where  the  cicatrix  of  a  previous  Cmsarian 
section  gave  way,  and  allowed  the  intact  ovum  to  be  extended  into 
the  peritoneal  cavity.  The  fimdal  incision  had  been  employed  in 
the  pre\aous  section.  On  both  occasions  the  placenta  had  been 
attached  to  the  fundus.  This  may  have  had  something  to  do  with 
the  yielding  of  the  cicatrix.  The  fundal  incision  cuts  the  muscle- 
fibres  across,  and  when  contractions  begin,  the  strain  upon  the  cicatrix 
must  be  much  greater  than  when  it  is  situated  in  the  long  axis  of  the 
uterus.  The  fundal  incision  will,  I  believe,  be  much  more  liable  to 
give  way  than  the  anterior  one. 

Dr.  Monro  Kerr's  case  is  fully  reported  in  the  Jownial  of  Obstetrics 
afid  GynwcdiHfij  of  the  Bfitish  Empire  for  November,  UK) 4. 
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Case — Retention  in   Utero  of  a  Dead   Fte  tua :   Case^Habitual  Death  of  the 
Foetus  in  the  Later  Months  of  Pregnancy  :  Caees. 

Playfair,  ia  his  "Midwifery/'  says:  "The  term  missed  Mxfur  is 
applied  to  an  exceedingly  rare  class  of  cases,  in  which,  at  full  period 
o£  pregnancy*  labour  has  either  not  come  on  at  all,  or,  having  com* 
menced,  the  pains  have  subsequently  passed  off.  and  the  fti?tus  is 
retained  in  idem  for  a  considerable  length  of  tirtie.  Under  such  cir- 
cumstances it  has  usually  happened  that  the  membranes  have  ruptured 
at  or  about  the  proper  time,  and  the  access  of  air  to  the  foetus  in  lUero 
has  been  followed  by  decomposition/' 

The  causes  of  missed  labour  usually  given  are  '"  abnormal  absence 
of  uterine  irritability  or  of  that  residing  in  the  reflex  nervous  centres, 
obstructed  labour,  and  unusual  close  adhesions  of  the  placenta  "  (Lusk). 

The  retention  of  a  dead  ftetus  in  utero  up  to  term  is  not  very  un* 
common,  especially  in  twin  pregnancies.  I  have  already  referred  to 
several  such  cases,  but  the  same  condition  may  arise  in  a  single  preg- 
nancy* Missed  abortions  have  already  been  dealt  with,  and  I  shall 
shortly  relate  a  case  where»  after  a  missed  miscarriage,  the  patient 
retained  the  foetus  until  full  time. 

A  Kood  many  cases  of  ao-ealled  nussed  labour  have  been  recorded, 
in  some  of  which  the  fiietus  had  been  retained  in  utero  for  many  years. 
In  the  famous  case  of  Dr.  Cheston  the  period  of  retention  was  stated 
to  have  been  fiity-two  years.  I  agree  with  Bland-Sutton  that  this 
was  really  a  retained  extra-uterine  gestation,  and  not  a  true  case  of 
missed  labour.  The  late  Dr,  Angus  Macdonald  removed  one  horn 
of  a  bicomate  uterus  containing  a  foetus  which  had  been  retained  for 
a  year.  He  maintained  that  all  cases  of  missed  labour  were  really 
instances  of  conception  in  one  honi  of  a  bicomate  uterus,  where  there 
was  an  obstruction  to  the  passage  of  the  child,  either  from  the  canal 
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of  the  cervix  being  too  narrow  or  occluded.     Other  similar  cases  have 
been  recorded. 

There  is  no  doubt  that  some  of  the  recorded  cases  of  missed  labour 
have  really  been  pregnancies  in  one  horn  of  a  bicornate  uterus,  or 
extra -uterine  pregnancies,  but  some  of  them  have  certainly  been 
instances  of  retention  of  the  foetus  in  the  uterine  cavity. 

Dimjnosis, — The  fact  that  there  is  a  foetus  in  the  uterus  is  easily 
ascertained  J  but  the  difficult  point  to  decide  is  whether  or  not  the 
Woman  has  really  gone  beyond  full  time.  If,  at  the  expected  time, 
the  labour  begins  mth  the  rupture  of  the  membranes  and  then  all 
contractions  cease  for  weeks,  one  can  be  pretty  sure  of  one's  diagnosie. 

Prognosis. — If  the  membranes  have  ruptured,  the  retained  foetus 
is  sure  to  become  septic,  and  the  woman  will  run  a  very  serious  risk, 
but  so  long  as  the  foetus  is  non-septic  she  ^\^!l  nm  very  little  risk  from 
its  retention.  The  foetus  may  macerate,  but  so  long  as  air  does  not 
enter,  it  will  remain  non-poisonous  to  the  mother.  With  a  septic 
foetus,  ulceration  of  the  uterus  may  occur,  as  in  one  case  recorded 
by  8ir  James  Simpson,  where  an  opening  formed  into  the  transverse 
colon,  and  caused  the  woman's  death  three  months  after  term. 

Tre^ment. — If  one  is  absolutely  sure  that  the  term  has  been  passed 
the  uterus  should  be  emptied.  This  must  be  done  with  very  great 
care,  as  the  walls  may  be  thiimed  out  ver}^  much.  If  the  foetus  is 
very  much  decomposed  and  coming  away  in  bits,  the  uterus  should  be 
removed.  Macdonald  strongly  advocated  Porro's  operation  in  all 
cases,  on  the  supposition  that  all  the  cases  were  conceptions  in  one 
horn  of  a  bicornate  uterus. 

Case.— The  patient  was  forty-two  years  of  age,  pregnant  for  tlie 
thirteenth  time.  I  had  delivered  her  twice  before :  the  first  time,  in 
December,  1890,  of  her  eleventh  child,  by  means  of  high  forceps ; 
the  next  time,  in  1893,  of  her  twelfth  child,  by  version,  for  prolaj 
of  the  cord.  8he  had  been  menstruating  profusely  every  three  weel 
for  some  time,  until  it  ceased  in  the  last  week  of  May,  IH\H.  She 
quite  sure  of  the  date.  In  August  her  face,  arms,  and  legs  becara^ 
very  much  swollen,  but  this  passed  ofif  in  a  short,  time.  She  quickened 
at  the  usual  time,  but  stated  that  the  movements  were  never  very 
\ngorous.  She  was  very  much  stouter  than  she  had  ever  been  in 
former  pregnancies.  On  March  1,  %vhile  stooping  at  the  fireside, 
cleaning  the  grate,  the  waters  suddenly  gushed  away  from  her  in 
great  quantity,  flooding  the  whole  floor.  She  felt  no  pain  at  th« 
tiri\e,  but  felt  slight  movements.  She  had  irregular  [mins  after  that 
(or  a  day  or  so. 
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I  waa  senfc  for  on  the  9th,  eight  days  after  tlie  waters  had  come 
awftj.  The  fcetal  heart  could  be  iaintly  heard  to  the  left  and  below 
the  umbihcus,  and  she  still  felt  slight  movements*  By  palpation  the 
head  conld  be  made  out  lying  above  the  brim  and  to  the  left.  Per 
vaginain  the  os  would  admit  one  finger,  and  the  head  eoulrl  just  be 
reached.     There  were  no  uterine  contractions. 

Next  day  the  conditions  were  unaltered*  8he  promised  to  send 
for  me  as  soon  as  the  pains  commenced. 

I  heard  nothing  more  about  the  case  until  the  27th ^  and  had  con* 
eluded  that  the  labour  had  either  ended  naturally,  or  that  they  had 
sent  to  the  maternity  branch,  as  her  former  labours  had  been  con- 
ducted in  connection  with  it. 

At  noon  of  the  27th  I  found  her  having  strong  pains,  and  the  heacl 
of  a  putrid  fcetus  presentiiag  at  the  vulva.  8he  stated  that  all  move- 
ments had  ceased  the  day  after  I  had  last  seen  her*  She  had  remained 
in  the  same  condition  until  the  23rfi,  when,  as  she  termed  it,  she 
'*  began  to  alter,"  and  this  had  continued.  The  tlischarge  had  been 
dark  and  fouI*smeUing,  At  12  p.m*  on  the  2(5th  the  labour  pains  had 
begun. 

The  deUvery  was  easily  accomplished,  and  the  placenta  came  away 
naturally.  The  foetus,  a  male,  apimrently  full  time,  was  very  soft 
and  putrid,  and  the  cord,  which  was  :)6  inches  long,  was  quite  black. 
The  placenta  was  somew^hat  macerated,  but  did  not  present  any 
abnormality.    I  gave  an  intra-uterine  perchloride  of  mercury  douche. 

Next  day  she  felt  very  faint,  and  was  much  troubled  with  flatulence^ 
and  had  a  bad  headache,  but  the  temperature  was  normal  and  the 
pulse  1)8.  There  was  some  pain  over  the  uterus.  She  was  poulticed 
and  given  qnininc.  After  that  she  had  uo  further  ^rouble,  and  was 
up  in  about  a  week. 

The  case  of  occluded  os  with  prolonged  gestation,  given  on  p.  215, 
might  be  classed  as  a  case  of  missed  labour.  The  patient  had  pains 
at  term,  and  thought  labour  was  coming  on,  but  she  was  not  delivered 
for  nearly  four  weeks — 3(K'>  days  from  the  cessation  of  menstruation. 
Her  child,  however;  lived  until  the  time  of  delivery,  but  was  too  large 
to  be  extracted  alive. 

In  the  present  case  the  "  abnomial  absence  of  uterine  irritability  " 
seems  to  me  to  have  been  the  cause.  This  was  brought  about  by  the 
uterus  having  been  overdistended  and  practically  paralyzed.  It 
must  be  borne  in  mind  that  this  was  her  thirteenth  pregnancy,  so  that 
overdistention  would  have  a  marked  effect  on  her  uterus.  I  tlid  not 
see  the  woman  before  the  escape  of  the  waters,  but  she  said  she  had 
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been  very  much  atoiiter  than  with  any  of  her  other  children  :  and 
both  she  and  her  neighbours  assured  nie  that  so  much  water  came  away 
from  her  that  it  flooded  the  whole  Hoor.  Tliey  estimated  that  there 
had  been  several  basinsfuL  There  is  no  doubt  the  quantitr  had  been 
very  great.  The  loss  of  the  liquor  aninii  would  account  for  the  death 
of  the  foetus,  and  the  admission  of  air  soon  rendered  it  |>atrid.  The 
labour  came  on,  in  all  probabititVr  at  the  time  when  a  menstrual 
periofl  would  have  occurred,  had  she  not  been  pregnant. 

detention  In  TJtero  of  a  Dead  Fcetus.— In  dealing 
with  misled  abortion,  the  letention  in  uiero  of  a  bhghted  ovum  has 
already  been  referred  to.  It  is  usual,  when  a  foetus  perishes  during 
gestation,  for  it  to  be  retained  for  some  days,  or  even  weeks*  but  one 
occasionally  meets  with  a  case  where  the  woman  goes  to  full  time, 
and  even  beyond  it.  How  long  a  dead  foetus  or  a  portion  of  concep- 
tion may  be  retained  in  uiero  is  ven^  difficult  to  decide.  This  is  a 
very  important  question  from  a  medico-legal  point  of  view.  1  have 
already  referred  to  a  number  of  twin  cases,  in  which  one  of  the  fojtuses 
was  retained  dead  in  ittero  for  between  four  and  five  months.  I  have 
seen  several  cases  of  single  pregnancies  where  about  the  same  time 
elapsed  before  the  fo?tus  was  expelled. 

The  following  case  is  a  typical  one,  and  I  was  fortunate  in  seeing 
it  at  the  time  the  f(Ptu8  perished,  and  being  able  to  diagnos*^  thp  rmi* 
dition.     The  case  might  be  called  one  of  missed  miscarringt. 

Mrs.  A,,  a  multipara,  Imd  always  been  attended  by  me  at  her  con- 
fijiements.  When  she  was  about  three  nu>nths  pregnant  she  men- 
tioned to  me  that  she  would  probably  need  my  services  in  the  following 
July.  When  she  was  nearly  six  months  gone  I  was  sent  for,  as  a  small 
amount  of  bleeding  had  occurred.  I  found  this  was  very  slight.  !t  was 
difficult  to  define  the  exact  size  of  the  uterus,  aa  the  abdominal  wall 
was  very  thick.  I  failed  to  hear  the  fcetal  heart,  or  to  feel  any  foetal 
movements.  She  said  she  had  c|uickened  at  the  usual  time,  but 
that  the  foetal  movements  had  only  been  felt  for  a  short  time.  I  told 
her  I  thought  the  foetus  was  dead,  but  I  could  not  Ifc  absolutely 
sure. 

A  few  days'  rest  in  bed  stopped  the  bleeding  1  examined  her  a 
month  later,  and  foimd  the  uterus  about  the  size  of  a  five  months* 
pregnancy.  No  fo?tal  heart  and  no  movements  were  apparent. 
She  said  that  she  was  sure  she  was  not  pregnant  at  alb  as  her  abdomen 
had  become  smaller  and  her  breasts  ^UAte  flabby,  I  was  now  quite 
sure  of  my  diagnosis.  In  considering  the  question  of  treatment «  iht 
patient  volunteered  the  information  that  she  had  never  felt  better 
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in  her  life,  and  she  therefore  did  not  relish  the  idea  of  any  interference. 
I  agreed  with  her  that  there  waa  no  reason  for  doing  anything  until 
she  should  reach  full  time,  so  long  as  she  felt  f|uite  well  and  there  was 
no  discharge,  but  that,  if  the  uterus  did  not  expel  its  contents  at  full 
time,  steps  should  be  taken  to  empty  it.  I  v^entured  to  predict  that, 
when  full  time  was  reached,  labour  would  come  on. 

8he  kept  perfectly  well,  and  exactly  at  full  time  labour  aet  in, 
and  a  small,  macerated,  five-month  foetus  was  expelled.  The  placenta 
was  very  adherent,  and  it  was  necessary  to  give  her  chloroform  to 
clear  it  out.  It  was  in  a  very  degenerated  fibroid  condition.  The 
patient  made  a  good  recovery.  Except  the  degenerated  condition 
of  the  placenta,  there  was  nothing  to  show  what  had  caused  the  death 
of  the  fcptns.  There  was  no  indication  of  syphilis. 
Tliis  patient  has  since  had  a  healthy  child  at  full  time 
TreatmerU. — Some  authorities  say  that  so  soon  as  you  have  diag- 
nosed  such  a  condition  you  should  clear  the  uterus  at  once,  I  have 
never  done  this,  and  in  quite  a  number  of  cases  the  results  have  been 
excellent,  I  think  it  is  well  to  leave  nature  to  deal  with  the  con- 
tlition,  so  long  as  there  is  no  tlischarge  or  bad  effect  upon  the  woman's 
constitution,  hut  to  interfere  if  any  discharge  occurs,  or  on  the  slightest 
indication  of  the  patient's  health  suffering.  A  discharge  will  indicate 
either  that  the  uterus  is  attempting  to  empty  itself,  or  tfiat  the  mem- 
branes have  ruptured  and  the  o\Tmi  become  septic.  Then  the  sooner 
the  uterus  is  cleaned  out  the  better,  I  have  always  been  struck  with 
the  fact  that  women  \nth  macerated  foetuses  do  not  suffer  much  in 
health,  and»  as  a  rule,  make  perfectly  good  recoveries  after  delivery. 
We  have  many  such  cases  in  the  Maternity  Hospital,  and  hardly  any 
of  them  have  even  a  rise  of  temperature,  A  distinction  nuist  be 
drawn  between  a  macerated  and  a  septic  ftetus.  So  long  as  the  mem- 
branes are  intact  a  macerated  ft:etus  vnii  not  be  a  source  of  septic 
poisoning,  but  once  let  air  gain  admission,  and  a  very  virulent  septic 
condition  will  probably  arise.  Then  the  sooner  the  uterus  is  cleared 
of  its  contents  the  better. 

Habitual  Death  of  the  Fcetus  in  the  Ziater  Months 
of  Pregnanoy, — Syphihs  has  already  been  referred  to  as  a 
frequent  cause  of  death  of  the  fietus,  but  there  are  a  certain  mimber 
of  non-syphilitic  cases  iii  which  the  f^t^tiis  perishes,  usually  in  the 
later  months  of  pregnancy.  Time  after  time  this  may  occur.  The 
woman  may  apparently  be  in  perfectly  good  general  health.  The 
placenta  will  invariably  be  markedly  degenerate.  Fatty,  fibroid, 
And  calcareous  degeneration  will  be  found  present.    The  time  of  the 
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death  of  the  foetus  is  usually  about  the  same  in  one  pregnancy  after 
anotlier* 

Treat mnit, — If  you  are  fortunate  enouj?h  to  get  the  patient  to  treat 
before  she  has  again  become  pregnant,  after  one  or  more  losses  of 
this  kind,  you  should  investigate  the  condition  of  the  uterus  thoroughly. 
and  treat  any  abnormal  condition  found.  The  endometrium  will 
probably  be  in  an  unhealthy  condition,  and  special  attention  should 
be  paid  to  it,  curetting  it  thoroughly  if  necessary.  Most  of  the  cases, 
however,  come  under  treatment  after  conception  has  occurred.  Very 
many  years  ago  8ir  James  t^impson  advocated  treating  such  c-ases 
by  giving  chlorate  of  potash  continuously  throughout  the  pregnancy. 
His  idea  was  that  the  chlorate  would  give  up  its  oxygen  to  the  mother  s 
blood,  and  in  that  way  the  fo?tal  blood  would  be  purified,  even  although 
the  placenta  were  degenerated.  As  a  matter  of  fact,  the  chlorate 
does  not  give  up  its  oxygen  to  the  blood,  but  it  undoubtedly  does 
good,  probably  by  acting  upon  the  endometrium,  or  decidua.  as  it 
then  is.  Theoretical  therapeutists  maintain  that  the  continuous  use 
of  chlorate  of  potash  for  several  months  has  a  v^ery  deleterious  effect 
upon  the  red  l)hiod-corpuacles.  This  may  be  true  in  theor>%  but  in 
these  c^ses  it  certainly  does  not  work  out  so  in  practice.  I  usually 
administer  it  without  bad  result,  in  10- grain  doses  three  times  a  day. 
from  the  fourth  month  up  to  full  time. 

Case  I. — A  multipara  was  sent  to  me  at  the  Maternity  Hospital. 
when  about  six  months  pregnant,  with  the  history  of  ha\dng  had  two 
previous  still -births.  We  could  find  no  evidence  of  syphilis,  so 
decided  to  put  her  upon  chlorate  of  potash.  In  her  former  preg- 
nancies the  fcptuses  had  died  about  the  end  of  the  seventh  month. 
When  she  came  near  that  time  we  took  her  into  hot*pital  to  keep  her 
imder  strict  observation.  Her  abdomen  was  verv^  much  distended. 
There  was  a  large  amount  of  liijuor  amnii.  One  fcetus  could  be  easily 
palpated,  and  one  ft^taJ  heart  heard  distinctly.  She  passed  the 
critical  time  without  the  foetus  showing  any  indications  of  perishing. 
and  as  she  was  keeping  well,  we  allowed  her  to  go  home,  but  told 
her  to  continue  the  chlorate.  She  was  readmitted  at  full  time  in 
labour,  and  gave  birth  to  a  healthy  mature  child  and  a  macerated 
premature  one.  The  macerated  one  bad  evidently  been  dead  before 
we  put  her  on  the  chlorate,  judging  from  its  size,  and  the  fact  that  no 
second  f(ttal  heart  had  ever  been  detected, 

Task  II. — A  multipara,  who  had  had  three  still-born  children  at 
the  eighth  month,  was  sent  to  me,  when  about  five  months  pregnant. 
for  advnce  as  to  induction  at  seven  and  a  half  months,  before  tlir 
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usual  time  of  the  death  of  the  foetus.  As  there  was  no  indication  of 
sypiiilia  I  advised  her  to  take  chlorate  of  potash  regularly,  and  she 
did  so.  She  went  to  full  time,  and  was  delivered  of  a  healthy  child 
by  the  nurses  at  her  own  home. 

Case  III,— This  patient  has  the  moat  remarkable  history  of  any 
woman  I  have  ever  attended.  In  1888  I  attended  her  in  her  fifth 
confinement,  within  six  years  of  her  first  one.  Except  that  the  labour 
was  a  lingering  one,  there  was  nothing  abnormal  about  it*  The  child 
was  healthy,  and  is  stil!  alive.  Within  a  year  she  had  a  miscarriage, 
and  I  had  to  give  her  chloroform  to  remove  a  very  adherent  placenta. 
In  less  than  a  year  she  had  a  premature  labour  wnth  a  putrid  foetus, 
and  very  nearly  died  of  sepsis.  When  she  next  became  pregnant  I 
put  her  upon  chlorate  of  potash,  and  she  went  to  full  time.  The 
child  was  quite  healthy,  and  is  still  ahve.  A  few  weeks  after  the 
child's  birth  she  contracted  scarlatina  from  her  other  children,  but 
had  a  mild  attack.  In  her  next  pregnancy  she  did  not  take  the 
chlorate,  and  the  result  was  a  miscarriage.  She  soon  became  pregnant 
again,  and  I  ijiai,«ted  on  her  taking  the  chlorate,  and  she  went  to  full 
time,  and  was  dehvered  of  a  healthy  child ;  but  this  time  she  nearly 
died  of  what  was  apparently  an  air  embolism  (see  Case  L,  p.  44B). 
In  her  next  pregnancy  she  took  the  chlorate,  and  went  to  full  time 
again.  Since  then  she  has  had  two,  if  not  more,  miscarriages,  when 
she  was  not  taking  the  chlorate.  Her  labours  are  so  difficult  that 
she  prefers  miscarriages  to  going  to  full  time,  so  I  am  afraid  she  will 
not  take  the  chlorate  again.  If  I  had  not  had  other  cases,  this  series 
in  the  same  woman  would  have  quite  convinced  me  of  the  efficacy 
of  the  treatment. 

Since  the  publication  of  my  cases  I  have  had  many  conimunicationa 
from  men  in  various  parts  of  the  countrjs  and  also  from  South  Africa, 
telling  me  of  cases  succeBsfuUy  treated.  I  have  also  had  others 
rayself,  and  at  present  have  a  couple  undergoing  treatment.  One 
or  two  cases  have  been  reported  where  the  children  have  suffered 
from  enlargement  of  the  thyroid  gland,  but  no  evidence  has  been 
brought  forw^ard  to  prove  that  the  chlorate  cau&ed  this. 

Case  IV. — Mrs.  McC,  aged  twenty-seven,  2-para.  A  little  over  a 
year  ago  this  patient  gave  birth  to  a  macerated  fcetus  at  the  seventh 
month.  Movements  had  ceased  a  fortnight  previously.  The  placenta 
was  very  much  degenerated.  There  were  no  indications  of  syphilis 
in  the  patient  nor  in  the  husband. 

About  three  months  after  the  delivery  I  examined  the  patient, 
and  found  indications  of  sUght  endometritis.     This  was  treated,  and 
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she  soon  became  pregnant.  From  the  third  month  onwards  to  full 
time  she  took  the  chlorate  of  potash  in  the  form  of  tabloids.  She 
was  delivered  at  full  time  of  a  fine  healthy  boy. 

Induction  of  labour  is  sometimes  recommended  in  such  cases.  In 
the  third  case  it  would  not  have  been  practicable,  because  the  foetus 
invariably  perished  before  a  viable  age.  In  the  other  three  it  might 
have  been  tried,  but  I  doubt  if  it  would  have  given  good  results.  I 
tried  it  in  one  case  in  hospital,  but  the  child,  although  bom  alive, 
only  lived  a  few  hours.  In  another  case,  which  I  saw  in  consultation, 
after  the  induction  had  been  started,  the  child  was  bom  alive,  and 
apparently  healthy  enough,  but  it  died  on  the  third  day.  I  strongly 
advised  a  trial  of  the  chlorate  in  this  case,  if  there  should  be  another 
pregnancy. 


LPTER  XXXIII 

COMPLICATIONS  OF  THE  PUEEFEEIUM 

tJrinnry  Syi^tera — Abnormal  Conntituents  of  the  Urine — Retention  of  Urine — 
Cbmplete  Suppreaaiou  of  I  Tine:  Case-s — Incontinence  of  Urine — Vesico- 
vaginal Fistuliu :  Cases  —  Vesico-utero- vaginal  Fislulie  —  Uretero-vagiuftl 
Fi  8  tiling. 

After  a  normal  labour  the  puerperiuni  should  nm  its  course  without 
aay  complk-atiuns,  but  unfortunately  this  is  not  always  the  case.  Of 
course,  complieatious  are  much  more  likely  to  occur  after  abnormal 
labours,  but  it  is  not  an  uncommon  experience  to  have  very  serious 
complications  arise  where  they  are  least  expected.  It  will  be  con- 
venient to  discuss  the  complications,  as  far  as  possible,  imder  the 
various  systems  of  the  body. 


Urinary  System. 

For  the  first  few  days  of  the  puerperium  there  is  a  considerable 
increase  in  the  quantity  of  urine  excreted.  The  specific  gravity  is 
low.  The  absolute  (juantity  of  urea,  phosphates,  and  sulphates  is 
somewhat  diminished,  but  the  amomit  of  chlorides  is  not  altered.  It 
gradually  regains  its  normal  quantity  and  quality.  The  following 
abnormal  constituents  are  not  infrequently  found  : 

1.  Blood, — After  difficult  instrumental  labours  blood  is  some- 
times  found.  Its  source  of  origin  is  from  the  mucous  membrane  of 
the  base  of  the  bladder.  Injury  to  the  mucous  membrane  of  the 
bladder,  during  severe  instrumental  labours,  is  not  unconmion.  In 
a  number  of  cases  1  have  seen  hemorrhages  into  the  mucous  mem* 
brane.  In  cases  of  eclampsia  large  quantities  of  blood  may  be  present, 
but  in  these  it  comes  from  the  kidneys.  As  a  rule  the  condition 
clears  up  of  itself  in  a  very  few  days. 

2.  Albuinill  is  fouml  in  a  large  nund>er  of  cases  as  a  trace,  and 
in  a  smaller  number  in  nmch  larger  ciuauiities.     In  some  the  urine 
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becomes  quite  solid  on  boiling.  When  there  is  a  large  amount  it  is 
usually  associated  with  eclampsia.  This  has  been  discussed  under 
eclampsia.  It  usually  disappears  in  a  few  daySj  but  will  persist  if 
chronic  nephritis  is  present. 

3.  Sugar  is  very  constantly  found  when  the  woman  nurses.  It 
is  in  the  form  of  lactose.  The  amomit  varies,  and  it  has  been  main- 
tained that  the  quantity  and  quality  of  the  milk  may  be  judged  by 
the  amount  of  sugar  found  in  the  nrine.  Of  course,  you  may  have 
true  diabetes  in  a  puerperal  woman,  but  this  is  exceedingly  rare. 

4.  Peptones  are  said  to  be  constantly  found  during  the  puer- 
perium,  especially  after  the  first  day.  They  are  the  products  of 
involution,  and  disappear  from  the  urine  about  the  twelfth  day, 

5.  Acetone  is  fomid  when  the  ftitus  is  macerated.  It  probably 
arises  from  the  absorption  of  some  product  of  maceration.  It  is 
sometimes  found  in  cases  of  eclampsia,  and  some  observers  hav*o 
maintained  that  it  is  a  cause  of  the  fits,  but  this  is  undoubtedly  a 
mistake.  WTien  it  is  found  in  eclampsia  the  foetus  is  dead.  It  quickly 
disappears  after  delivery. 

0.  Blle-aoidB    and   Bile-plgmentB    may   be  found   in  ca 
of  catarrhal  jaundice,  and  sometimes  in  eclanipsia. 

7.  Leucln  and  Tyrosln  arc  found   in   acute   yellow   atrophy" 
of  the  liver.     Bile-acids  and    bile-pigments  will  also  be   associated 
with  them, 

8.  Pus  is  sometimes  present.  It  may  arise  in  the  bladder  or  the 
kidneys.  Cystitis  is,  unfortunately,  not  very  uncommon.  It  may 
have  been  present  during  pregnancy,  hut  it  more  frequently  arisea 
during  the  puerperium  from  want  of  proper  care  in  cases  of  retention 
of  urine.  One  cannot  be  too  careful  in  the  catheterization  of  these 
cases.  From  the  bladder  infection  readily  passes  up  the  ureters*  and 
finally  the  kidneys  may  become  involved.  The  treatment  of  cystitii 
has  already  been  alluded  to. 

In  some  cases  the  source  of  the  pus  may  be  one  or  both  kidneys. 
In  more  than  one  case  I  have  found  old  abscess  of  the  kidney  post* 
mortem  (see  p.  433),  and  under  afiections  of  the  kidneys  an  interesting 
case  has  been  given  in  which  the  pyonephrosis  was  associated  with 
a  calculus.  In  cases  of  pysemia,  metastatic  abscesses  may  form  in 
the  kidnevB. 

Seteiition  of  Urine.— This  has  already  been  mentioned.  It 
may  arise  in  a  normal  case,  especially  in  a  primipara.  but  is  much  moie 
frequent  after  difficult  labours  if  the  perineum  has  been  torn  and 
stitched.     Reflex  irritation  from  the  stitches  may  cause  it,  juft  M 
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it  £0  frequently  arises  after  an  ordinary  secondaty  repair  of  the  peri- 
neum, or  after  an  operation  for  piles. 

Ther^  is  another  factor  in  the  causation.  The  bladder  during  preg- 
nancy is  diawn  up  into  the  abdomen  and  is  considerably  stretched, 
so  that  its  tone  is  lost-  After  delivery  the  kidneys  are  usually  very 
active,  and  the  bladder  soon  begins  to  fill  up.  The  patient  often  does 
not  feel  any  desire  to  empty  it  for  some  time,  until  it  is  probably 
well  distended.  She  is  then  unable  to  do  so,  as  the  power  of  con- 
traction is  lost  to  a  considerable  extent.  For  that  reason  the  patient 
should  always  be  eiicouraged  to  urinate  a  few  hours  after  labour^ 
before  the  bladder  has  become  fully  distended. 

Fortunately,  dribbling  of  urine  or  an  overflow  begins  if  it  is  not 
relieved.  This  prevents  rupture,  but  it  may  lead  the  patient,  or  an 
unskilled  attendant,  to  believe  that  there  ia  incontinence  of  urine, 

Diafjnosis. — If  the  parient  is  unable  to  pass  any  urine  no  examina- 
tion is  necessary,  but  by  placing  your  hand  on  the  abdomen  you  can 
at  once  feel  that  it  is  distended  by  a  pyriform  tumour,  probably 
larger  than  the  uterus  ought  to  be.  It  there  is  constant  dribbling  of 
iirine,  your  hand  on  the  abdomen  should  enable  you  at  once  to  diagnose 
the  condition.  A  vaginal  examination  is  not  necessary,  nor  is  it 
advisable. 

TretUmetU. — ^Fass  a  catheter  and  diaw  the  urine  off.  The  best 
catheter  to  use  is  either  a  glass  one,  or  a  long  silver  one  which  is  solid 
beyond  the  eye,  A  gimi  elastic  one  is  often  used,  but  the  sterilizing 
of  it  is  exceedingly  difficult.  The  instrument  should  either  be  boiled 
lor  a  few  minutes,  or  else  be  steeped  for  some  minutes  in  lysol  or 
other  antiseptic  solution.  The  vulva  should  be  thoroughly  cleansed 
and  the  roeatujs  well  w^ped  with  swabs  of  cotton  or  clean  rag  wrung 
out  of  the  antiseptic.  The  catheter  should  then  be  intioduced  by 
sight,  having  the  labia  Avell  separated.  The  sleight-of-hand  business 
under  the  clothing  may  seem  clever,  but  it  cannot  be  aseptic,  and 
must  therefore  be  condemned.  It  may  be  necessary  to  repeat  the 
operation  every  six  or  eight  hours  for  a  day  or  two,  but  in  many  cases 
once  is  suificient,  A  trained  nurse  can  do  it,  but  you  will  often  have 
to  do  it  yourself.  If  the  condition  continues  for  more  than  a  few 
days,  be  on  your  guard  against  hysteria.  I  had  a  case  of  this  kind 
in  hospital.  It  was  impossible  to  pass  the  catheter  without  giving 
the  patient  chloroform.  After  doing  this  for  over  a  week  I  became 
convinced  that  hysteria  was  at  the  bottom  of  the  condition,  and  I 
refused  to  allow  the  urine  to  be  drawn  ofif.  She  then  passed  it  without 
any  difficulty.    On  the  other  hand»  I  have  seen  a  case  where  the 
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catheter  had  to  be  used  for  twelve  days,  but  that  was  after  a  difficult 
farceps  delivery.  Large  doses  of  nux  vomica,  or  of  Eastoa's  syrup, 
will  help  to  strengthen  the  rauscular  walL 

The  after-effect  of  retention  of  urine,  especially  in  a  neglected  i 
or  in  one  in  which  sepsis  lias  been  conveyed  into  the  bladder  on  the 
catheter,  is  almost  sure  to  be  cystitis.  If  it  is  promptly  treated  by 
washing  out  the  bladder  with  boracic  acid,  and  giving  the  acid  by  the 
mouth,  it  usually  yields  quickly. 

Complete    Suppression    of    TTriiie,— This    condition    ia 

sometimes  seen  in  fatal  cases  of  eclampsia,  but  it  also  occurs  in  other 
conditions.  One  of  my  cases  of  C'Eesariau  section  died  of  it*  Shortly 
after  the  operation  '5  ounces  of  urine  were  <lrawn  oR.  It  was  very 
dark  in  colour,  and  showed  evidence  of  carV>oloria.  The  peritoneal 
cavity  had  not  been  flushed  out,  but  the  gauze  sponges  used  during 
the  operation  had  been  wrung  out  of  carbolic  lotion»  An  attack  of 
bronchitis  came  on.  Next  day  0  ounces  of  urine  were  obtained.  It 
was  clear,  but  contained  albumin  and  tube-casts*  On  the  third  day 
1I|  ounces  were  obtained  in  twelve  hours,  and  in  the  next  twelve 
hours  only  2  ounces.  From  that  time  mitil  death,  over  three  days 
later,  only  1  drachm  of  urine  was  got.  The  albumin  had  lessened 
consideraldy.  The  most  active  treatment  was  employed  in  the  form 
of  various  fliuretics,  including  diuretin,  poulticing  and  cupping  ovef 
the  loins,  hot  vapour  baths,  saline  diuretic  infusion  under  the  br 
bleeding  to  10  ounces,  and  directly  transfusing  I  pint  of  normar 
saline  solution,  and  free  purgation  with  salines  and  croton-oil.  All 
was  to  no  purpose.  She  gradually  became  more  and  more  cotnAtoae^ 
and  there  was  a  tUstinet  urinous  odour  from  her  breath.  Just  before 
death  she  had  a  violent  general  convulsion  of  about  a  minute's  duration. 

At  the  post-mortem  examination  we  found  the  abdominal  and 
uterine  wounds  were  practically  healed.  Tliere  was  no  indication 
of  any  inflammator)"  action.  The  pathologist,  L>r,  R.  M.  Buchanan, 
reported  on  the  kidneys  as  follows  : 

"'The  right  is  of  normal  size  ;  its  capsule  is  shtrhtly  adherent,  and 
its  cut  surface  extremely  hyperopmic.  The  hyperscmia  is  most  marked 
in  the  pyramidal  areas,  which  contrast  with  the  pale  yellowish-red 
streaked  cortex.     There  ia  no  hydronephrosis. 

''  Lett :  The  upj>er  end  is  flattened  against  the  spleen.  Its  general 
appearance  is  similar  to  that  of  the  right." 

Microscopical  Ej-aminaiimi. — ^**  A  section  of  the  kidney  does  not 
at  first  sight  reveal  any  striking  departure  from  the  nornuil.  ijn 
clckser  examination,  however,  the  tubules  of  the  cortex  arc  seen  to 
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be  almost  uniformly  dilated.  The  lumen  of  each  tubule  is  occupied 
by  a  finely  granular  niaterial,  and  the  epithelium  appears  compressed, 
A  considerable  number  of  the  straight  tubules  are  also  liilated  and 
filled  by  the  same  material  in  a  more  coarsely  granular  form.  There 
is  no  shedding  of  the  epithebum,  and  no  tube-casts  are  visible.  The 
Malpighian  Ijodies  and  the  bloodvessels  are  normal, 

"In  the  liver  fatty  dej^eneration  is  veiy^  manifest.  There  is  also 
hjrperaemia,  involving  atrophy  of  many  hepatic  cells  in  the  central 
part  of  each  lobule.'' 

There  was  nothing  in  the  kitbiey  condition  to  accomit  for  the 
suppression,  neither  will  shock  account  for  it,  as  it  did  not  super^'ene 
until  fully  three  days  had  passed.  I  cannot  venture  upon  any 
explanation. 

The  blood  was  submitted  to  Dr.  Harris,  assistant  to  the  Professor 
of  Physiolog}'.  for  examination,  and  the  following  is  his  report : 

'M>n  March  17,  IHiKH,  I  received  from  the  Maternity  Hospital, 
Glasgow,  about  5(M)  c.c.  of  clotted  blocni  taken  by  venesection  from 
the  right  arm  of  a  woman  who  had  been  delivered  by  Caesarian  section 
on  the  13th. 

*'  I  was  told  that  the  patient  was  then  suffering  from  total  sup- 
pression of  urine,  but  as  I  was  not  informed  what  was  the  precise 
feature  of  the  blood  I  w^as  to  examine  into,  and  being  myself  more 
particularly  interested  in  the  interrelations  of  the  pigments,  I  had 
time  to  make  only  some  hurried  investigation  into  the  pigment  present 
in  the  serum. 

"As  the  clot  contracted,  a  quantity  of  transparent  serura  exuded 
from  it ;  tbis,  alkaline  in  reaction,  was  notably  yellower  than  is  normal, 
and,  as  it  contained  a  few  red  blood -corpuscles,  I  centrifugalized  it, 
obtaining  a  perfectly  limpid  golden-yellow  liquid.  Examined  with 
the  spectroscope,  this  gave  a  venr^  well-marked  absorption-band  at 
the  Fdine — />,,  at  the  green-blue  junction.  In  addition  to  this  hand 
I  was  greatly  surprised  to  find  the  two  bands  of  oxyhapmoglobin, 
showing  that  this  serum,  quite  free  though  it  w^as  from  red  blood - 
cells,  had,  nevertheless,  dissolved  out  a  bttle  HbO^  ;  the  two  bands 
at  oncB  gave  way  on  treatment  with  NH^HS  to  the  single  one  of  the 
reduced  haemoglobin. 

''  The  band  at  F  seemed  to  agree  in  position  exactly  with  the 
published  charts  of  '  speetnim  of  aerumdutein  in  serum '  (as,  e.g., 
No.  24,  Plate  TIT.,  8chafers  '  Text-book  of  Physiology/  W^^l  but 
to  be  distinctly  darker  than  the  band  due  to  the  pigment  of  normal 
serum,  regarded  by  some  as  *"  lutein,'  a  lipochrome,  but  by  M'Munn, 
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whom  I  follow,  as  urobilin  itself.  Of  course  a  baud  at  or  near  the 
green-blue  junction  always  suggests  bile*pigraent  as  much  as  it  does 
urinary  pigment,  but  there  is,  in  this  case,  a  presumption  that  the 
latter  was  present,  and  in  excessive  amount,  because — 

'' L  The  blood,  on  being  warmed,  smelt  unmistakably  of  mine; 
this,  to  me  a  new  experience,  was  very  striking,  as  the  odour  waa 
indistinguishable  from  that  of  somewhat  stale  urine. 

"2.  The  chemical  evidence  for  the  presence  of  bile-pigments  and 
bile-salts  in  the  serum  was  by  no  means  clear.  Gmelin's  reaction 
did  give  a  blue-green  colour,  but  not  the  subsequent  *  play  of  coloors  ' 
characteristic  of  bile-pigment ;  again,  Pettenkofer's  test  yielded  an 
orange-tinted  froth  rather  than  a  true  pink. 

''  3.  There  was  no  jaundice  clinically*  Now,  I  am  aware  that  the 
urine  shows  traces  of  bile-pigment  even  before  '  jaundice '  can  be 
proiiuimceJ  to  be  present,  and  also  that  the  spectroscope  can  detect 
bile-pigment  when  (imelin's  test  cannot  ;  at  the  same  time,  while 
not  precluding  a  trace  of  bilirubin  in  this  serum,  I  do  not  think  that 
bili  ruhin  accounted  for  the  greater  part  of  the  pigmentation. 

"4.  On  analysis  of  the  serum  by  (jlerrard's  ureameter,  the  urea 
was  found  to  be  0  2  per  cent.  ;  this  is  greatly  in  excess  of  its  amount 
in  normal  nerum.  This  is  further  presumption  that  products  of 
renal  excretion  were  present  here  to  an  almormal  degree. 

**  5.  The  left-sided  extension  of  the  band  at  F  more  nearly  corre- 
sponded with  the  limits  of  the  band  of  uroliilin,  as  given  in  the  majority 
of  charts,  than  with  those  of  the  band  of  bilirubin. 

*'  I  am,  unfortunately,  not  able  to  be  more  precise  in  my  report ; 
but  taking  a  broad  \aew  of  this  fatal  case,  as  it  proved,  of  anuria.  I 
beheve  we  had  here  in  the  serum  excess  of  the  metabolites  which  the 
kidneys  should  have  separated,  notably  the  urea  and  the  pigment, 
which  latter  is.  in  all  probability,  normally  present  in  the  plasntSJ 
(and  therefore  in  the  serum)  of  circulating  blood,  being  mairdy  deii\ 
from  the  katabolism  of  HbO^  in  the  liver,  whence  the  iron-free  pigment 
psfi^s  on  into  the  blood,  quitting  the  Hver  as  a  kind  of  "  inter 
secretion/  This  material  being,  however,  an  internal  secretion 
is  not  beneficial  to  the  body,  ia  normally  eliminated  by  the  renal 
epithelium." 

C(i^e  of  Suppression  of  Urine  afUr  a  Normal  Labour. — The  patient, 
a  primipara,  aged  nineteen,  was  dehvered  of  a  live  female  child,  by 
naluxal  efforts,  after  a  labour  of  twelve  hours'  duration.  On  admiaaton 
a  catheter  was  passed,  but  the  bladder  was  empty. 

During  the  first  few  days  of  the  puer|>erium  a  considerable  quantity 
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of  uiiiie  was  voided,  but  it  was  not  examined,  as  it  was  contaminated 
with  lochia.  The  patient  did  not  complain  of  anything,  but  she  had 
a  gra^nsh  appearance,  ami  looked  decidedly  ill.  An  examination  of 
the  heart,  lungs^  and  pelvic  organs  gave  a  negative  restdt.  A  catheter 
was  passed  on  the  sixth  day  of  the  puerperium,  and  about  |  ounee^ 
of  urine  was  obtained.  It  showed  a  deposit  of  over  one- third  albumin 
on  boiling,  and  the  sediment  contained  great  numbers  of  granular 
tube*casts.  Previous  to  the  passing  of  the  catheter  the  urine  had 
been  freely  excreted,  but  from  that  time  onwards  there  was  complete 
suppression,  mth  the  exception  of  2  drachms  obtained  three  davs 
later. 

Every  effort  was  oiade  to  relieve  the  system  by  diun^iics,  euppiug 
over  the  kidneys,  hot  packs,  purgation,  pilocarpine,  and  amy]  nitrite, 
but  without  avaiL  She  died  on  the  fourth  day  of  suppression. 
Towards  the  end  the  bieath  had  a  distinctly  urinous  ckIoui,  and 
hiccough  and  retching  occurred*  Just  before  death  she  had  a  slight 
convulsive  seizure. 

No  post-mortem  examination  was  allowed.  The  pTcsence  *jf 
granular  tube-casts  in  the  urine  pointed  to  neplixitis  being  present, 
but  to  what  extent  the  kidneys  were  disordered  it  is  impossible  to 
say.  It  is  a  curious  coincidence  that  the  suppression  dated  from 
the  catheterization,  but  it  is  dif5icult  to  see  how  that  can  have  caused  it. 

Very  Uttle  has  been  written  on  this  subject,  and  in  most  obstetrical 
works  it  is  not  mentioned.  In  the  Jotirnai  of  Obst^irics  and  Gfjnwvdogt/ 
of  the  BrUkh  Empire  for  April,  VMyi,  Dt  McKerron,  of  Aberdeen, 
has  reported  three  cases  of  his  own  and  three  others,  one  of  Dr.  McCrea 
from  the  Canatlian  Lancet  of  1884,  one  of  Dr.  J.  T.  Williams  from 
the  Lancet  of  1880,  and  the  third  of  Dr.  F.  F.  Bond  from  the  Lancet 
of  18i>9.  Two  of  McKerrons  cases  recovered,  but  all  the  others  died. 
No  post-mortem  examinations  were  obtained.  Dr.  Boxall  has  given 
notes  of  two  more  fatal  cases  in  the  May  number  of  the  same  journal. 
In  one  of  his  a  post-mortem  examination  was  obtained.  "The 
kidneys  were  enlarged,  very  much  congested,  and  showed  evidence  of 
old-standing  disease  of  moderate  degree,  and  also  of  recent  acute 
inflammatory  softening."  In  my  case  the  pathologist  gave  a  decided 
opinion  that  there  was  nothing  in  the  kicbiey  condition  to  account 
for  the  suppression.     In  Dr.  BoxalFs  case  there  certainly  was. 

Progtwsw. — The  condition  is  an  exceedingly  grave  one.  Death 
usually  occurs  in  from  two  to  five  days  from  the  onset, 

TreatvienL^Ftee  purgation,  diuretics  by  the  mouth  and  sub- 
cutaneously,  hot  packs,  cupping,  and  poulticing  over  the  kidneys — 
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in  fact,  every  means  must  be  taken  to  establish  diuresis  and  dia- 
phoresis. For  the  latter  pilocarpine  may  be  used,  but  only  if  the 
luiifTs  are  clear.     If  t!ie  patient  has  much  pain,  do  not  give  her  opium. 

Incontinence  of  XTrlne.— After  severe  operations  this  con- 
dition may  arise-  The  sphincter  has  been  paralyzed  by  pressure, 
and  you  have  a  continuous  dribbling  of  urine,  A  modified  form 
is  sometimes  seen  in  patients  who  have  a  cough-  The  urine  is  in- 
voluntaiily  expelled  at  each  attack  of  coughing. 

The  diagnosis  of  the  condition  is  easy,  as  there  is  a  constant  flow 
of  urine.  You  must  satisfy  yourself,  first,  that  it  is  not  an  overflow 
froui  retention,  and,  second,  that  it  is  not  a  case  of  vesico- vaginal 
fistula.  In  the  first  condition  you  have  a  large  tumour  in  the  abdo- 
men, and  on  passing  a  cathetex  you  draw  off  a  large  quantity  of  urine. 
The  second  condition,  as  a  rule,  docs  not  appear  until  at  least  ten  days 
after  labour,  when  incontinence  is  hardly  hkely  to  be  present.  You 
must  bear  in  oiind.  however,  that  there  is  a  possibility  of  a  fistulous 
opening  having  been  made  into  the  bladder  during  labour.  The 
diagnosis  l>etween  the  two  comlitions  will  be  given  when  we  deal  with 
vesico- vaginal  fistulte. 

Treat me7it. — The  sphincter  usually  regains  its  tone  within  a  few 
days  {\nthout  any  special  treatment).  The  patient  should  be  kept 
as  dry  and  comfortable  as  possible.  If  the  condition  persists  more 
than  a  day  or  two,  a  tonic  treatment  ot  strychnine  and  iron  should  be 
adopted. 

Vesico^ vaginal  Fistulse.— FistulBe  are  now  not  nearly  so 
common  as  they  were  yeart?  ago.  Forceps  used  to  be  blamed  for 
causing  them,  and  undoubtedly  fistulse  did  often  follow  the  use  of 
forceps,  but  this  was  due,  not  to  the  use  of  the  instruments,  but  to 
their  not  having  been  used  soon  enough.  The  timely  use  of  the 
forceps  has  done  more  to  prevent  fistula?  than  anything  else.  They 
usually  arise  in  cases  where  the  head  has  lain  in  the  pelvis  for  a  long 
time,  thus  subjecting  the  vaginal  wall  to  prolonged  pressure.  Tht 
vitality  of  the  compressed  tissue  is  thus  lowered,  and  sloughing  occurs. 
As  the  slough  will  not  separate  in  less  than  about  ten  days,  urine  will 
not  begin  to  flow  continuously  from  the  vagina  until  the  second  week 
of  the  puerperium.  This  is  the  nde,  but  still,  there  are  exceptions  to 
it,  just  as  there  are  exceptions  to  the  rule  of  prolonged  pressure  always 
being  the  cause.  An  immediate  opening  may,  of  course,  be  made  by 
the  unskilful  use  of  an  instrument  like  the  perforator,  or  by  spicula 
of  bone  during  delivery  after  craniotomy ;  but  the  following 
illustrates  how  the  urethra  may  be  split  up  into  the  bladder,  ev©D  in 
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aij  orilinary  forceps  case.  A  primipara  was  delivered  with  forceps 
after  some  difficulty.  The  child's  head  was  extra  large,  and  the 
occiput  specially  broad  and  square.  The  perineum  was  only  slightly 
torn.  There  was  some  tearing  of  the  anterior  vaginal  wall,  but  there 
was  no  bleeding.  There  was  a  very  poor  light  in  the  room,  so  I  did 
not  attempt  to  make  a  careful  examination.  When  I  called  some 
twelve  hours  later  I  found  the  patient  lying  soaking  in  urine.  The 
bladder  was  undistended,  and  a  care  fid  examination  revealed  that 
the  urethra  was  split  in  its  upper  part,  just  at  the  point  where  it  left 
the  bladder.  The  tear  was  nearly  1  inch  long.  The  great  breadth 
ol  the  occiput  had  so  stretched  the  anterior  vaginal  wall  that  it  had 
burst,  involving  the  urethra  longitudinally.  As  it  was  impossible 
to  do  anything  in  the  patient's  bouse,  1  decided  to  wait  until  I  could 
take  her  into  hospital,  which  1  did  twelve  days  later,  A  few  days 
after  admission  I  repaired  the  tear,  and  it  healed  at  once. 

The  following  case  illustrates  how  veiy  severe  pressure,  even  though 
it  may  not  be  very  prolonged,  may  cause  a  fistula :  The  patient, 
a  primipara,  was  suffering  from  eclampsia.  She  had  a  contracted 
pelvis  with  a  true  conjugate  of  13 J  inches.  Delivery  was  effected  in 
the  Walcher  position  with  axis-traction  forceps,  A  great  deal  of 
force  was  used,  but  the  child  was  bom  alive.  About  the  twelfth  day 
of  the  puerperium  urine  began  to  come  away  from  a  large  fistida,  which 
would  admit  two  fingers.  I  think  that  the  eclamptic  condition 
probably  had  something  to  do  ^^ith  the  formation  of  tlie  fistula.  Tlie 
vitahty  of  the  skin  in  eclamptic  patients  is  so  low  that  a  hot-water 
bottle  w^hich  would  only  be  comfortably  warm  to  an  ordinary  patient 
may  cause  a  burn.  I  have  constantly  to  warn  the  nurses  against 
allowing  a  hot- water  bottle  to  touch  the  skin  in  eases  of  eclampsia. 
I  think  that  the  vaginal  mucous  membrane  is  probably  in  the  same 
condition,  and  if  that  ia  the  case  it  would  account  for  this  fistul& 
ha^'ing  formed,  although  the  pressure  lasted  only  a  very  few  minutes. 
It  must,  however,  have  been  pretty  severe,  as  the  child  was  fairly 
large. 

Dimjfums  of  a  Yesico'vagiiial  Fistida. — In  many  cases  there  will  be 
little  or  no  difficulty,  as  the  opening  can  be  easily  felt.  It  can  also 
be  seeu  when  the  perineum  is  drawn  back  with  a  speculum.  The 
bright  red  mucous  membrane  of  the  bladder  can  usually  be  observed 
protruding.  The  urine  will  be  seen  to  ttow  from  the  opening.  If  it 
were  a  case  of  incontinence  or  overflow  from  an  overdistended  bladder, 
the  urine  would  be  coming  from  the  urethra.  When  the  opening 
ia  very  minute  there  will  be  more  difficulty  in  the  diagnosis.     You 
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wiE  not  be  able  to  {eel  or  see  it,  but  if  you  fill  the  bladder  with  a 
coloured  fluid  and  expose  the  anterior  vaginal  wall  by  means  of  a 
specidura,  the  coloured  fluid  will  be  seen  trickling  through  the  opening. 
The  fluid  should  be  aseptic.     Boiled  milk  is  one  oE  the  best  to  use. 

Treatment. — If  the  opening  is  sraall,  it  may  close  of  itself,  but  this 
cannot  be  counted  on.  If  it  is  one  which  has  formed  during  the 
labour,  it  should  be  stitched  at  once.  When  it  forms  in  the  ordinary 
way,  time  must  be  allowed  for  the  surrounding  tissues  to  become 
healthy,  so  that  the  operation  cannot  be  done  until  well  on  towards 
the  end  of  the  puer]>erium.  In  the  first  case,  referied  toon  p.  410^  I 
did  the  operation  on  the  fourteenth  day  of  the  puerpeiium,  but  there 
the  edges  of  the  wound  were  healthy,  as  there  had  been  no  sloughing. 
In  the  second  case  it  was  not  done  until  about  the  sixth  week. 

The  surrounding  parts  are  often  in  a  very  septic  condition,  so  the 
patient  must  be  prepared  for  some  days  by  having  the  external  parts 
shaved  and  cleansed,  and  the  vagina  and  bladder  well  douched  with 
boracic  lotion.  For  the  operation  special  instruments  have 
devised,  such  as  vcr)'  long-handled  bistouries,  straight  and  angled 
right  and  left,  and  long-toothed  forceps.  An  ordinary  narrow-bladedl 
bistoury,  a  pair  of  sharp-pointed  scissors,  dissecting  forceps,  and  a 
few  [lairs  of  ordinary  artery  forceps,  a  bladder  sound,  a  needle-holder, 
and  small  curved  needles,  a  good  duck-bill  speculum,  a  douche  and  a 
catheter,  are  all  that  you  require.  Silver  wire  sutures  were  formerly 
much  used,  but  horse -hair  or  fine  silkwonn-gut  ones  are  better.  With 
the  patient  in  the  lithotomy  position,  the  anterior  vaginal  wall  is 
fully  exposed  to  view  by  a  broad  duck-bitl  speculum.  Some  operators 
prefer  to  have  the  patient  in  the  Sims'  position,  and  others  in  thej 
genu-pectoral.  The  soimd  is  passed  into  the  bladder,  and  the  edgesi 
of  the  wound  are  then  to  be  pared  all  round,  special  care  being  exer- 
cised at  the  angles.  The  haemorrhage  can  be  controlled  by  a  stream 
of  hot  water.  Only  the  mucous  membrane  of  the  vagina  is  to  be 
pared.  The  sutures  should  then  be  passed,  in  such  a  way  as  not  to 
inchule  the  nmcous  membrane  of  the  bladder.  Thev  should  go  down 
to  it,  but  not  through  it.  They  must  be  put  close  together,  and 
special  care  must  be  taken  at  the  angles  of  the  wound.  When  they 
are  tied,  the  bladder  should  be  filled  with  coloured  fluid  to  see  if  it 
is  quite  tight.  If  it  leaks,  mo-re  stitches  must  be  iiiserted.  A  reten- 
tion catheter  is  recommended  by  some,  but  it  is  not  necessary,  and 
may  irritate  the  bladder  and  do  harm.  The  urine  should  be  drawn 
off  in  from  four  to  six  hours,  and  as  soon  as  the  patient  can  pass  it 
herself  allow  her  to  do  so.     The  stitches  may  be  removed  in  ten  or 
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twelve  days.  To  facilitate  theii  removal  they  should  be  left  long. 
The  bladdei  should  then  be  again  tested  \vith  coloured  fluid.  If 
there  is  any  leakage,  the  t^^inus  may  be  closed  at  once,  provided  the 
parts  are  quite  healthy,  but,  as  a  rule,  you  will  have  to  delay  oper- 
ating for  a  week  or  two. 

The  operation  is  not  entirely  free-  from  risks.  If  the  mucous  meiu- 
hrane  of  the  bladder  is  pared  it  may  bleed  profusely,  and,  again,  if 
the  stitches  are  passed  through  it,  serious  bleeding  may  occar  into  the 
ca\nty  after  the  opening  is  closed.  If  the  figtula  is  a  large  one— 
i.t\,  broad  i!i  the  transverse  direction — one  or  both  ureters  may  be 
caught  in  the  stitches  at  the  point  where  they  penetrate  the  bladder 
wall  obliquely.  If  such  an  accident  occurs,  the  patient  will  soon 
begin  to  complain  of  severe  renal  pain  and  to  show  ur^emic  symptoms. 
In  that  case  the  stitches  must  be  removed  at  once. 

Sometimes  you  may  get  a  better  result  by  a  tlap-splittiTig  opera- 
tion— i.e.^  by  separating  between  the  vagiual  and  vesical  mucous 
membrane  all  rountL  This  is  especially  the  case  if  the  fistula  is  large, 
as  yon  do  not  then  require  to  remove  any  tissue. 

In  very  extensive  ftstulie  where  the  base  of  the  bladder  is  almost 
entirely  destroyed,  the  body  of  the  uterus  may  be  utilized  to  close 
the  opening,  as  practised  by  Frcund.  He  oj^ened  Douglas's  pouch 
and  drew  the  retroilexed  uterus  into  the  vagina,  and  scraped  on  both 
aides  until  it  bled.  This  rawed  surface  was  sutured  to  the  freshened 
edges  of  the  tistula,  so  as  to  close  the  gap.  To  allow  of  the  escape 
of  menstrual  blood,  he  then  removed  a  wedge  from  the  fundus  uteri. 
Sometimes  the  cervix  has  been  stitched  into  the  opening  to  close  it. 
Menstruation  will  then  occur  through  the  bladder.  In  women  beyond 
tlie  menopause  the  vagina  may  be  closed  entirely,  the  urethra,  of 
course,  being  left  free. 

TeBlco-ntero-vagllial  PlstulfiB-— These  open  close  against 
the  cervix,  which  frequently  lias  its  anterior  Up  partially  or  completely 
destroyed.  They  are  caused  either  by  extensive  sloughing,  or,  more 
frequently,  by  a  tear  of  the  cer\nx  extending  into  the  vaginal  vault 
and  bladder.  Sucb  an  accident  may  happen  in  attempting  to  deliver 
through  an  undilated  cervix.  When  due  to  a  tear,  partial  healing 
takes  place  in  the  lower  part  of  the  cervix,  but  an  opening  remains 
into  the  cervical  canal  and  another  into  the  vagina. 

Treaim^nt. — ^Wheu  due  to  tears  they  may  heal  spontaneously, 
especially  if  touched  with  silver  nitrate.  WTien  an  operation  is 
retjuired,  an  incision  should  be  made  in  the  anterior  fornix,  and  the 
cervix  and  bladder  separated  until  you  get  above  the  fistula,  taking 
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care  not  to  open  into  the  peritoneal  eav-ity.     The  edges  of  the  fistula 
ghould  then  be  pared  down  to  the  vesical  mucous  membrane,  and^ 
the  gap  closed  by  sutures,  as  in  the  ordinary  vesico- vaginal  variety. 
You  may  use  buried  sutures  of  catgut,  and  then  close  the  opening  in 
the  vaginal  vault,  or  use  silk-vvorm-gut  ones,  and  leave  the  vagic 
incisioii  to  ^anulate. 

Tesico-uterme  Ptstulse.— These  are  caused  in  the  same  way,^ 
either  by  tearing  or  sloughing.  If  the  opening  is  small,  the  patient 
will  prt>bably  pass  some  urine  naturally,  and  this  may  lead  to  the 
erroneous  conclusion  that  the  fistula  communicates  with  one  of  the 
ureters,  and  not  with  the  bladder.  This  point  is  eaaily  settled  bj 
injecting  milk  into  the  bladder.  If  it  is  a  vesical  fistula,  the  milk 
will  run  out  of  the  cervix,  and  if  it  is  ureteral  none  will  appear. 

Treatment, — ^The  operation  is  exactly  the  same  as  that  descrih 
for  vesico-utero- vaginal  fistulae*  Yoa  should  close  the  cer\'ical 
opening  if  you  intend  to  close  the  incision  in  the  vaginal  vault,  othei- 
vdse  you  may  leave  it  to  granulate. 

Uretero-Tfaglnal  PlstulSB.— In  these  the  opening  is  between ' 
a    ureter    and    the    vagina.     It    will    be    high    up    in    the    vaginal 
fornix.     The  urine  will  be  observed  to  trickle  from  a  small  raised 
papilla.     A  probe  can  be  passed  into  it.     If  the  bladder  is  filled  with 
milk  it  will  not  discolour  the  urine  discharged  from  the  sinus. 

Treatment, — An  attempt  should  be  made  to  repair  the  opening  by 
rawing  the  edges  and  stitching  it,  but  before  doing  this  it  is  necessaiyj 
to  make  stire  that  the  part  of  the  ureter  between  the  fistula  and  tl 
bladder  is  patent.     This  can  be  done  by  passing  a  probe  down  war 
into  the  bladder  or  upwards  from  the  bladder.     If  it  is  blocked,  no* 
attempt  should  be  made  to  close  the  fistula  from  the  vagina.     If  you 
fail  to  close  it  from  the  vagina,  or  if  the  lower  part  is  impervious,  you 
may  implant  the  ureter  into  the  bladder.     To  do  this  an  abdomiii 
secrion  will  be  necessary.    The  ureter  must  be  di\'ided  at  the  tistulft^ 
and  the  end  of  it  freed  sufficiently  to  allow  of  its  attachment  to  the 
bladtlf'T.     A  small  opening  is  then  made  in  the  bladder  wall,  and  the 
end  of  the  ureter  drawn  into  it  by  means  of  a  kuig  slender  pair  or 
forceps,  which  have  been  passed  up  by  the  uretlira  and  through  thtf 
ojjening.     It  is  then  stitched  in  position. 

In  the  event  of  tliis  failing,  extirpation  of  the  kidney  will  have  U> 
be  seriously  considered,  but  this  should  only  be  undertaken  as  a  last 
resort. 
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COMPLICATIONS  OF  THE  PUERPEEmM— C^mfmii«t« 

Recto- vaginnl  Fi^tul-F— Ontr.^l  Tear  of  the  Periue\im  — Prolajkscd  and  Inflamed 
Ha?fuoiThoid?5 — FiHHure  of  the  Anus — Injuries  to  the  Vagina — Uterine  Com- 
plications — Laceration  of  the  Cervijt— ^Caaea — ^Inversion  of  the  I' terns — 
Cases — Displacements  of  the  Uterus — Prolapse^Retro-diisplaceaienta. 

Recto-vaginal  Fistula. 

These  are  more  fxeqneEtly  caused  by  direct  t^aTiiig  than  are  the 
vesical  ones.  When  the  perimnini  is  completely  .torn  the  rectum  is 
involved,  and  the  tear  may  extend  for  a  considerable  distance  up  its 
anterior  wall.  Tears  of  the  vaginal  wall  are  often  present  without 
the  rectum  being  involved,  unless  the  perineum  has  gone  too.  I 
have  often  found  deep  tears  which  have  passed  down  by  the  side  of 
the  rectum,  and  not  into  it.  The  su^rrounding  loose  cellular  tissue 
tears  much  more  readily  than  the  muscular  tube,  so  the  rectum  often 
escapes.  If  the  fistula  is  caused  by  pressure,  it  will  be  some  days 
before  the  slough  separates,  just  as  with  the  vesical.  The  opening 
may  be  in  any  part  of  the  vaginal  wall.  The  entire  posterior  wall, 
including  the  perineum,  may  be  destroyed,  thus  forming  a  cloaca. 

If  the  opening  is  large,  fa3ces  will  be  passed  by  the  vagina,  but 
if  it  is  small,  tlatus  alone  may  pass.  The  flatus  is  usually  passed 
with  a  peculiar  bubbling  or  hissing  soimd,  and  as  the  patient  has  no 
control  over  it,  she  is  often  greatly  embarrassed  by  it  occurring  at 
undesirable  times.     It  may  cause  her  great  distress  of  mind. 

The  diagnosis  is  usually  easy,  unleaa  the  opening  is  very  minute. 
The  opening  can  be  both  felt  and  seen, 

TreatiiietU, — When  there  is  any  tearing  of  the  vaginal  walls  during 
labour  they  should  at  once  be  carefully  3titche<l.  WTien  the  perineum 
and  posterior  vaginal  wall  are  torn  into  the  rectimi,  the  parts  should 
be  thoroughly  cleansed  and  repaired-  The  rectal  wall  should  tirst 
be  closed  with  catgut  sutures  passed  from  the  bowel  and  tied  inside, 
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Then,  when  the  bowel  is  closed,  the  vaginal  wall  and  perineum  should 
be  closed  also.  Silkworm-gut  sutures  are  the  best  for  the  perineum, 
aud  they  should  be  passed  deeply  in.  Proxided  that  sepsis  does  not 
supervene,  the  parts  will  heal  completely. 

The  bowels  should  be  moved  on  the  third  day  by  c«stor*oil,  and 
tliey  should  not  be  allowed  to  become  constipated. 

Small  hstula?  will  occasionally  heal  spontaneously  if  kept  clean, 
but  a  plastic  operation  will  ueually  be  required. 

Operatimi, — When  sloughing  has  ceased  and  the  surrounding  parts 
are  healthy*  the  patient  should  l)e  prepared  by  ha\ing  the  bowels 
well  cleared,  and  the  vagina  douclied  with  a  non-poisonous  antiseptic 
for  several  da\s  before  the  operation.  If  the  fistula  is  high  up,  it 
can  be  exposed  Ijy  dra\ring  the  perineum  back  when  the  patient  10 
in  the  lithotomy  position.  The  edges  should  be  pared  and  the  recto- 
vaginal septum  spUt  \^ith  a  blunt  dissector  for  from  J  to  h  inch  all 
romid.  This  enables  you  to  bring  the  rectal  part  and  the  vaginal 
part  together  with  separate  sutures.  The  rectal  part  is  closed  by 
internipted  catgut  sutures  passed  through  the  submucous  tissue,  but 
not  inchnling  the  mucous  membrane.  They  are  tied  and  cut  ofi 
short,  and  buried  by  the  next  row  of  sutures  which  close  the  vagiE 
part.  The  rectal  sutures  are  sometimes  passed  from  the  bowel  and 
tied  inside  the  bowel.  Silkworm  gut  may  be  used  for  the  vaginal 
Butures:  they  should  be  removed  in  about  ten  days.  The  boweU 
may  be  left  undisturbed  for  a  week,  and  then  cleared  by  an  olive-oil^ 
injection. 

When  the  fistula  is  close  to  the  sj^hincter,  the  best  way  is  to  cut 
through  the  remains?  of  the  perineum  and  then  split  up  the  recto- 
vaginal septum,  as  in  doing  a  Tait's  operation  on  the  perineum.  The 
rectal  wall  should  first  be  closed  ^^th  catgut  sutures,  passed 
witliin  the  bowel,  tied  and  cut  short.  The  vaginal  wall  is  treats 
in  the  same  way*  The  operation  is  then  finished  like  an  ordinary 
repair  of  the  perineum,  by  passing  from  four  to  six  deep  silkwontt^ 
gut  sutures.  Before  t^dng  these  the  raw  surface  should  be  very  care»' 
fully  cleansed  with  1  to  L\(MKJ  perchloride  of  mercury  solution,  for 
fear  it  may  liave  been  contaminated  from  the  rectum. 

Central  Tear  of  the  Perineum.— The  presenting  part  oi 

the   child   occasionally  passes  through   the  centre  of  the   perineum. 
In  most  cases  the  tes^T  extends  forwards  into  the  \iilva,  making 
complete  lupture,  hut  occasionally  this  does  not  occur,  and  a  OBUt 
rupture  is  left, 
The  following  case  ia  the  only  one  I  have  ever  seen  : 
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Fourteen  years  ago  this  patient  was  attended  m  her  first  confinement 
by  two  students  from  the  Maternity  Hospital.  The  patient  says  that 
the  tear  occurred  then»  but  the  students,  if  they  observed  it,  failed  to 
report  it,  as  the  labour  is  entered  as  a  normal  one*  The  present  con- 
finement is  her  eighth.  When  the  head  was  at  the  vulva  a  band  of 
tissue  was  seen  to  be  stretched  over  it,  and  the  nurse  slipped  this 


A 


Fig*  .>iK— mlii  (  tMKAL  RrPTCRE  or  the  Pereneum. 

towftrds  the  left  side,  when  the  head  was  at  once  expelled.  The  eight 
children  have  all  been  born  through  the  abnormal  opening,  as  I  the 
normal  vulvar  cleft  has  evident iy  tie%'er  been  distended. 

At  her  first  labour  the  head  evidently  came  through  the  centre  of 
the  perineimi,  and  the  tear,  instead  of  passing  into  the  vulva,  had 
extended  forward,  completely  separating  the  right  labium  minus  along 
its  junction  with  the  labium  majiis.     The  tear  extends  as  far  forwards 
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as  the  clitoris*  The  condition  does  not  cause  the  patient  any  incon- 
venience. Until  the  parts  are  separated  you  would  hardly  notice 
anything  was  wrong. 

I  am  indebted  to  my  friend  Dr.  John  Lindsay  for  the  excellent 
drawing.  Besides  doing  the  dramng,  Dr.  Lindsay  has  furnished  me 
with  the  following  extract  from  an  article  on  "^  Generation; '  in  Harvey's 
works,  which  is  very  interesting,  although  we  cannot  subscribe  to  his 
conclusion  as  to  the  cause  : 

'*  A  white  mare  of  great  beauty  had  been  presented  to  Her  Serene 
Highness  the  Queen,  and  in  order  that  its  symmetry  and  usefulness 
might  not  be  impaired  by  foal -bearing,  the  grooms,  as  is  the  custom » 
had  infibulated  tlie  animal  with  iron  rings.  This  mare  (by  what  chance 
I  know  not,  nor  could  the  grooms  inform  me)  was  got  with  foal,  and 
at  length,  when  no  one  suspected  anything  of  the  kind,  she  foaled  in 
the  nightj  and  a  Hvhig  foal  was  found  the  next  "morning  by  the  mother's 
side.  WTien  I  heard  of  the  circumstances  I  went  immediately  to  the 
place,  and  found  the  sides  of  the  vulva  still  fastened  together  by  the 
rings,  but  the  whole  pudendum  on  the  left  side  so  thrust  and  torn 
away  from  the  pelvis  by  the  almost  incredible  efforts  of  the  feet  us 
that  a  gap  sufficiently  wide  was  made  to  admit  of  its  escape.  Such  is 
the  force  and  vigour  of  a  full-grown  and  healthy  foetus/' 

A  similar  condition  may  arise  from  an  ordinary  torn  perineum  whic 
heals  in  front  and  behind,  but  fails  to  unite  in  the  centre.  If  the 
opening  is  a  very  small  one  it  will  probably  close  of  itself,  especially 
if  the  edges  are  touched  with  pure  carbolic  acid,  but  if  it  does  not,  the 
front  bridge  of  tissue  should  be  cut  through,  and  an  ordinary  rej 
done  by  raAving  the  edges  and  stitching  the  parts  carefully. 

The  immediate  repair  of  a  central  tear  would  not  differ  from  that 
of  an  ordinary  tear,  except  that  you  would  probably  have  to  cut 
through  the  anterior  bridge  of  tissue  to  get  the  vaginal  tear  properly 
closed. 

Frolapsed  and  Inflamed  HsemorrlioidB.— A  very  large 
nmnber  uf  conlinement  cases  suffer  from  haemorrhoids.  The  pressuiej 
of  the  presenting  part  is  very  liable  to  cause  engorgement  and  prolaj 
of  the  lower  part  of  the  bowel.  If  the  htemorrhoids  are  much  con- 
gested, the  patient  lAnll  suffer  great  pain  from  them,  and  probably 
have  retention  of  urine. 

Treatment- — Hot  fomentations  should  he  applied  to  relieve  the  con- 
gestion, and  if  there  is  much  pain  morphia  suppositories  or  sedative 
ointments  should  be  used.  As  soon  as  the  bowels  are  thoroughly 
cleared  the  suffering  is  usually  reheved. 
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FlBsure  of  the  Anus.— The  rectal  mucous  membrane  ia  very 

often  fissured  during  the  passage  of  the  head.  In  the  majority  of 
cases  the  fissures  heal  without  causing  any  trouble,  but  occasionally 
a  very  painful  condition  is  left  behind.  As  a  rule  the  patient  does 
not  complain  of  the  pain  until  some  time  after  the  confinement.  \i 
she  has  pain  she  probably  considers  it  arises  in  the  vagina,  and  she 
expects  it  to  come  right  shortly.  Occasionally,  however,  the  suffering 
id  so  great  within  a  day  or  two  after  the  confinement  that  the  patient 
complains  bitterly  of  it.  I  have  seen  one  n>arked  case  of  this.  The 
fissure  was  so  painful  that  large  doses  of  morphia  failed  to  give  relief, 
and  I  had  to  chloroform  the  patient  and  stretch  the  rectal  sphincter 
thoroughly.     This  was  effectual. 

TreuhnetU. — Put  the  patient  deeply  under  chloroform,  and  thoroughly 
stretch  the  sphincter  so  as  to  paralyze  it.  Cutting  through  the  base 
of  the  fissure  is  an  older  method  of  treatment,  but  I  think  the  stretching 
is  better,  provided  always  it  be  thoroughly  done. 

Injuries  to  the  Vagllia.— Fistula? and  lacerations  have  already 
been  dealt  with.  In  most  cases  of  labour  there  is  more  or  leas  injury 
to  the  vagina.  It  may  be  either  in  the  upper  part  of  the  canal  or  m 
the  vulva.  Lacerations  about  the  vestibule,  though  small,  may  give 
rise  to  considerable  knnorrhage.  The  plexus  of  veins  which  lies 
there  is  very  apt  to  be  varicose,  and  if  it  is  opened  into  the  bleeding 
will  be  profuse.  In  such  a  case  stitching  is  necessary'.  I  have  seen 
several  cases  in  which  stitching  was  required.  If  the  tear  is  near  the 
urethra,  care  must  be  taken  not  to  include  it  in  a  stitcli. 

Although  the  vagina  may  not  be  lacerated,  the  mucous  membrane 
may  be  injured  by  the  pressure  of  the  presenting  part.  If  the  parts 
are  kept  perfectly  aseptic,  no  bad  results  will  follow,  but  if  septic 
organisms  gain  a  footing  a  puerperal  tdcer  will  form.  It  will  present 
a  grayish,  sloughing  base  i\'ith  an  inflamed  margin.  There  will  be  a 
profuse  foul  discharge,  and  the  temperature  and  pulse  ^nll  rise. 

The  treatment  consists  in  thoroughly  cleansing  the  part,  and  appH-ing 
pure  carbolic  acid  to  the  ulcer,  and  then  dusting  it  with  iodoform 
powder.  Vaginal  douching  in  such  a  case  may  do  harm  by  carr}dng 
some  of  the  putrid  material  into  the  uterus.  To  allow  of  free  drainage, 
the  upper  end  of  the  bed  should  be  raised  or  the  patient  propped  up. 
One  application  of  carbolic  will  usually  be  sufficient,  but  the  ulcer 
should  be  kept  clean  and  have  iodoform  applied  daily  until  it  heals. 
The  slough  will  separate  in  a  few  days  and  leave  a  clean,  healthy 
surface. 

Uterine    CompUcatloilS.— Some  of  these— viz.,  after-pains, 
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Bubinvolutioii,     superinvolutioii,    and    fistulae — have    already    been 
referred  to  (diapters  XIIL  and  XXXIII.) 

Zgaceration  of  the  Cerrtx*— This  is  an  accident  which  is 
apt  to  lia|)iieri  in  tuiy  case  in  wliich  delivery  is  effected  before  the  os 
is  fully  dilated.  In  treating  ot  haemorrhage,  cases  have  been  referred 
to.  Wlule  it  is  apt  to  happen  in  cases  artiiicially  delivered,  it  also 
occurs  in  natural  deliveries.  If  you  were  to  examine  all  your  cases, 
you  would  find  more  or  less  tearing  of  the  cervix  in  a  large  number 
of  them,  especially  among  primiparae.  With  even  a  fairly  large 
bilateral  teai  tliere  may  not  be  much  bleeding,  but  if  the  uterine 
artery,  or  a  large  branch  of  it,  be  torn,  the  haemorrhage  %vill  be  very 
severe,  and  may  even  prove  fatal.  If  the  tear  extends  beyond  the 
oer\4x,  the  uterine  artery  is  very  liable  to  he  torn.  A  small  tear  in 
the  cervux  in  a  case  of  placenta  pra?via  may  cause  excessive  post- 
partum hannorrhage.  These  casen  have  been  referred  to  in  dealing 
mth  placenta  pmnia. 

The  immediate  risk  from  a  tear  of  the  cervix  is  lurniorrhage,  while 
the  remoter  risk  is  the  greater  liabihty  to  septic  absori^»ti«»n. 

The  diatffiosi's  can  easily  be  made  by  touch,  and  also  by  drawing 
down  the  cernx  and  inspecting  it.  In  a  case  of  post-partum  haemor- 
rhage, if  the  uterus  is  well  retracted,  one  should  at  once  suspect 
laceration  of  the  cer\dx. 

Trmtmvnt. — In  slight  cases  natural  repair  will  occur  during  the 
puerperiuni,  but  if  the  tear  is  deep,  if  it  is  not  stitched,  the  cervix 
will  remain  permanently  fissured  and  probably  require  a  secondarj^ 
repair.  When  the  tear  is  large,  even  if  there  is  no  haemorrhage*  it 
should  be  stitched  at  once.  The  parts  are  so  dilated  that  it  is  quite 
easy  to  do  tliis.  By  drawing  down  both  lips  the  cervix  can  be  exposal 
and  the  stitches  easily  passed  with  a  curved  needle.  Catgxit,  which 
will  not  absorb  under  a  week,  makes  a  ver\^  suitable  suture.  The 
Htitches  must  be  tied  tight,  as  the  tissues  will  be  cpdematous. 

The  three  follov^ing  cases  may  be  taken  as  illustrative  : 

Case  I.^A  primipara.  after  a  natural  labour,  was  found  to  havsj 
something  protruding  from  the  vulva.     (Jn  examining  this,  the  hou 
surgeon  discovered  that  it  was  the  anterior  lip,  and  tliat  there  was  an 
extensive  bilateral  tear  in  the  cer\ix.     There  was  no  liieeding.     I  put 
five  or  six  stitches  in  each  side.     At  the  end  of  the  puerperiuni  healim; 
was  complete. 

Case  II. — In  a  case  of  induction  of  labour  in  a  contracted  j>elvi» 
delivery  had  to  be  effected  v^ith  forceps.  The  cervix  was  lacerated 
towards  the  left  side.     Considerable  bleeding  continued  during  the 
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douching,  so  the  laceration  was  stitched  witli  chromic  acid  catgut. 
This  completely  stopped  the  bleeding.  When  the  patient  left  the 
hospital  the  cervix  was  healed,  but  the  stitches  had  not  al>SL»rbed. 
I  removed  them  six  weeks  later,  and  they  were  as  sound  as  when  put 
in,  I  have  since  delivered  this  patient  of  another  Eve  child  by  induc- 
tion with  forceps  without  tearing  the  cervix, 

Ua-Se  IIL — This  patient  had  an  exceedingly  pendulous  aMomen. 
The  cervix  had  evidently  been  badly  torn  in  one  of  her  former  labours. 
The  anterior  hp  was  ver>^  oedematous,  and  protruded  at  the  vulva. 
The  child,  which  weighed  11 J  pounds,  was  rlelivered  alive  with  axis- 
traction  forceps,  but  with  the  utmost  difficulty.  The  uterus  retracted 
well  after  the  placenta  was  expelled,  but  eoi>io\i.s  l>leeding  continued, 
evidently  from  the  cervix.  1  at  once  plugged  the  uterus  and  cervix 
with  iodoform  gauze,  and  the  vagina  with  aseptic  wool.  This  con- 
trolled the  ha?morrhage  completely.  On  removing  the  plug  next  day 
there  was  no  bleeding.  In  this  case  plugging  was  preferable  to 
stitching,  as  there  was  no  single  fresh  laceration  of  the  cervix. 

In  a  few  rare  cases,  a  ring  of  the  cer%ix  is  torrj  off  by  the  advancing 
head.  I  have  never  seen  a  case  of  this  Idud.  but  Hirst  recortls  two. 
Extreme  rigidity  of  the  lower  part  of  the  cervix — ia'.,  of  the  part 
immediately  round  the  os  externum — seems  to  be  the  cause.  In 
Hirst's  cases  there  was  no  excessive  bleeding,  and  the  patients  did 
well.  If  bleeding  does  occur,  the  bleeding-points  should  be  caught* 
and  tied  if  possible,  and,  failing  this,  the  uterus  and  vagina  should  be 
very  finuly  plugged. 

Inversion  of  the  Utenis*— This  usually  happens  during,  or 
shortly  after,  the  end  of  the  third  stage  ot  labour,  but  it  may  occur 
later  during  the  puer^jerium.  Fortunately  it  is  a  rare  occurrence- 
In  51,290  cases  in  the  Glasgow  Maternity  Hospital  it  only  occurred 
three  times,  and  of  these  two  recovered.  In  the  fatal  case  there  was 
the  further  complication  of  placenta  pran-ia.  The  accident  occurred 
in  the  hands  of  a  midwife,  and  as  the  patient  did  not  die  for  six  days. 
sepsis  was  probably  the  cause  of  death.  The  following  two  cases  are 
tlie  only  ones  I  have  seen  : 

Case  I, — ^^Mrs.  (\,  aged  twent}'*two,  2'para,  was  attended  by  a 
midwife.  The  labour  had  begun  about  1  a.m.,  and  the  child  had 
been  born  at  4.30  a.m.  About  twenty  minutes  after  the  birth  of 
the  child  a  strong  expulsive  pain  had  brought  something  away.  The 
midwife  said  that  she  had  not  pressed  on  the  fundm*  or  pulled  on  the 
cord.  When  the  mass  appeared  at  the  vulva  she  lifted  the  placenta 
off,  as  it  was  not  attached  to  the  inverted  uterus.    There  was  no 
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great  bleeding,  but  the  patient  became  frightfully  collapsed*  I  saw 
her  half  an  hour  later,  and  found  her  just  breathing  her  last.  The 
inverted  uterus  lay  between  her  thighs  completely  outside  the  vulva^ 
90  the  vagina  was  inverted  as  well  as  the  uterus.  There  had  not 
been  much  haemorrhage.  Death  had  evidently  been  caused  by  shock. 
There  was  nothing  to  account  for  the  inversion.  The  patient  had 
apparently  been  <|uite  healthy,  and  had  been  going  about  as  usual  on 
the  evening  before  the  labour  came  on.  The  labour  had  been  quite 
natural,  and  I  am  pretty  confident  the  midwife  had  not  made  traction 
on  the  cord.  The  cord  was  an  ordinary^  length.  80  far  as  I  could 
make  out,  the  placenta  had  been  attached  to  the  fundus.  From  the 
midwife's  description  of  the  third  stage,  the  uterus  seems  to  have 
remained  in  a  state  of  inertia  for  nearly  tw^enty  minutes,  and  then 
to  have  suddenly  contracted  very  violently.  She  said  there  was  only 
one  expulsive  pain.  Possibly  the  weight  of  the  placentA  att-ached 
to  the  fundus  of  the  relaxed  uterus  had  caused  the  fundus  to  sag 
down,  and  when  the  contraction  had  come  on  the  placenta  and  fundtiB 
had  been  caught,  and  the  inversion  completed.  The  violence  of  the 
contraction  had  probably  inverted  the  vagina  and  separated  the 
placenta  at  the  same  time. 

Case  11. — Mrs.  P.,  aged  tw*enty-one,  2-para. 

This  patient's  first  pregnancy  had  ended  at  the  seventh  month  in 
a  premature  labour  with  a  still-boni  child.  When  three  months 
pregnant  the  second  time  she  had  been  threatened  with  an  abortion. 
During  the  later  months  of  the  pregnancy  she  had  suffered  from 
profuse  leucorrhceal  discharge,  so  bad  at  times  that  it  used  **  to  drop 
on  the  floor/'  WTien  labour  began  the  membranes  ruptured.  Some 
hiiurs  later,  when  Dr.  (/hristie,  her  medical  attendant,  saw  her,  the 
OS  was  the  size  of  a  shilling.  Some  eight  hours  later,  when  the  ot 
was  fully  dilated,  the  pains  began  to  w^eaken,  so  he  administered 
chloroform  and  delivered  with  forceps.  The  delivery  was  easy,  but 
the  perinemn  ruptured.  The  child  was  alive.  During  the  third 
stage  Dr.  Christie  kept  his  hand  on  the  fundus,  but  did  not  press 
firmly  upon  it.  The  placenta  was  soon  expelled,  but  the  membranes 
w^ere  attached  to  a  body  which  also  appeared  at  the  vtdva.  and  which 
Dr.  Christie  at  once  recognised  to  be  the  inverted  uterus.  He  quickly 
stripped  the  membranes  off  and  pushed  the  body  back  into  the  vagina, 
compressing  it  t^  stop  the  haemorrhage.  The  patient  at  once  slioweil 
signs  of  extreme  collapse.     Brandy  was  promptly  administered. 

When  I  reached  the  patient,  about  an  hour  later,  she  was  viiry 
collapsed,  but  had  rallied  slightly.     She  had  lost  a  good  deal,  bat 
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not  an  alarming  auaount  of  blood.  Her  pulse  was  barely  perceptible 
at  the  wrist.  She  complained  bitterly  of  a  terrible  bearing-down 
pain.  She  was  at  once  given  -V  grain  af  strychnine,  and  Dr.  Sinclair, 
who  was  also  present,  gave  her  a  normal  saline  infusion  of  2  pints 
under  the  right  breast,  while  Dr.  Christie  administered  chlorofoim 
and  I  reinverted  the  uterus.  It  was  completely  inverted.  With  my 
fingers  in  a  cone  shape  I  pressed  the  centre  of  the  fundus  up,  and  as 
soon  as  she  went  deeply  under  the  cbloroform  I  felt  the  constricting 
ring  yield,  and  the  remainder  of  the  reinversion  was  rpiickly  accom- 
plished with  the  closed  fist.  I  then  stripped  off  and  removed  several 
pieces  of  adherent  membranes  and  gave  a  copious  l^^sol  douche.  Two 
stitches  were  put  into  the  perineum.  A  h^-podermic  of  ether  was 
given,  and  frequent  doses  of  brandy  by  the  mouth.  The  pain  dis- 
appeared entirely  after  the  uterus  was  reinverted.  Twelve  hours 
later  she  had  rallied  considerably^  On  the  fourth  day  her  tempera- 
ture rose  to  103^  F.,  but  an  intra-uterine  douche  of  lysol  quickly 
brought  it  down  to  normal.  Beyond  suffering  from  retention  of  urine 
for  five  days,  she  had  no  further  trouble. 

In  this  case  there  was  no  question  of  traction  upon  the  cord,  or 
undue  pressure  from  above.  It  looks  as  if  the  inversion  had  been 
caused  by  the  firmly  adherent  membranes  dragging  the  fundus  down 
as  the  placenta  was  expelled.  The  placenta  had  apparently  not  been 
adherent. 

Causes*— In  spontaneous  cases  there  is  probably  at  first  complete 
inertia  of  the  uterus.  The  placenta  remains  attached  (it  may  be 
adherent),  and  from  its  weight,  especially  if  it  be  attached  near  the 
fundus,  it  drags  down  the  uterine  walL  When  a  contraction  comes 
on,  if  the  inverted  portion  is  caught,  the  process  will  be  continued 
until  the  body  of  the  uterus  is  forced  into  the  vagina.  If  the  vagina 
also  is  inverted  the  body  will  protrude  at  the  v^lva.  The  most  fre- 
quent cause  of  inversion  is  either  traction  on  the  cord,  or  pressure 
on  the  fundus  from  above.  In  such  cases  inertia  must  l>e  present, 
or  the  uterine  wall  could  neither  be  pulled  nor  pushed  down.  If  the 
uterus  were  at  all  retracted,  the  cord  would  break,  or  the  placenta 
tear  off.  before  inversion  could  be  caused.  It  is  occasionally  caused 
during  the  puerperium  by  severe  straining  at  stool. 

Si/m pff7ms.^T\wve  is  a  sudden  indication  of  profound  shock,  accom- 
panied by  some  hiemcrrhage.  This  will  probably  have  been  preceded 
by  a  strong  expulsive  paio. 

DiagnosiH, — If  the  hand  is  placed  on  the  abdomen  no  uterine 
tumour  can  be  felt,  and  if  the  abdominal  wall  is  at  ar  lax,  a  groove 
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is  felt  where  the  utems  should  be.  A  vaginal  t^xaniination  will  at 
once  reveal  a  mass  in  the  vagina  or  protruding  from  it.  The  placenta, 
if  not  pre\'iously  expelled,  vnW  still  be  attached  or  lying  on  the  mas 
Care  must  be  taken  not  to  mistake  a  fibroid  polypus  for  the  uter 
If  the  protniding  mass  is  a  polypus  you  should  still  be  able  to  feel 
the  uterine  tumour  in  the  abdomen,  and  to  pass  a  sound  into  the 
ca%dty  of  the  uterus  by  the  side  of  the  mass- 

Prognods. — It  is  a  very  grave  condition.  The  patient  may  die 
from  shock  or  haemorrhage  in  a  very  short  time,  and  if  the  inversion 
is  not  quickly  reheved  she  may  die  from  exhaustion,  from  repeated 
hemorrhage,  or  from  sepsis. 

TreatmefU. — ^If  the  inversion  is  only  partial,  spontaneous  reduction 
may  occur,  but  we  must  not  reckon  on  this.  Reduction  should  be 
attempted  at  once.  In  the  majority  of  cases,  if  the  attempt  is  made 
within  a  few  hours,  success  will  follow.  After  forty-eight  hours  the 
ehances  are  that  you  will  not  succeed,  antl  it  is  then  probably  better 
to  wait  until  involution  has  taken  place,  unless  sepsis  has  set  in,  wheo 
the  utenis  should  be  removed. 

If  the  placenta  is  still  adherent,  some  advise  that  it  should  be  left, 
but  I  think  it  should  be  peeled  off.  The  uterus  should  first  be  thoroughly 
cleansed.  If  the  operation  is  done  immediately,  chloroform  may  not 
be  necessary,  but  if  a  few  hours  have  passed  it  should  be  administered. 
Taxis  should  be  applied  by  the  hand,  and  not  with  instnunents.  The 
central  taxis,  as  first  described  by  Mcdintock,  is  the  one  most  fre- 
quently used  ill  recent  cases.  The  closed  fist  is  steadily  pushed 
against  the  fundus  until  the  uterus  is  reinverted,  and  the  hand  is 
kept  inside  the  organ  until  retraction  has  taken  place.  A  second 
method  is  to  grasp  the  uterua  in  the  hand,  and  while  compressing, 
push  it  upwards  and  forv^^ards  in  the  pelvic  axis*  Another  method 
ia  to  grasp  the  body  in  the  same  way,  and  then  press  firmly  upwaitU 
with  the  thumb  on  the  anterior  part  of  the  mass.  Whichever  method 
is  used,  care  must  be  taken  to  press  in  the  axis  of  the  pelvis,  or  the 
uterus  may  simply  be  driven  against  the  promontory  of  the  saerum^ 
If  some  time  has  elapsed  manual  taxis  will  probably  fail.  Vag 
tampons  sometimes  succeed.  Pinard  considers  Champetier  de  Ribes' 
hag  possesses  advantages  over  all  other  plans.  The  bag  is  filled  ii 
the  vagina,  and  by  its  pressure  it  gradually  rein  verts  the  organ. 

When  the  reinversion  is  accomplished  an  antiseptic  intra-uterine 
douche  must  be  giver  at  once.  To  combat  shock  the  patient  shouki 
be  freely  stimulated  and  a  large  saline  infusion  administered. 

If  the  circulation  has  been  interfered  with,  gangrene  of  the  utrmii 
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will  occur,  and  in  such  cases,  and  in  those  which  are  very  septic,  total 
extirpation  by  the  vaginal  route  should  be  done  at  once. 

In  cases  where  you  fail  by  taxiti  or  by  elastic  pressure  involution 
should  be  allowed  to  occur  before  making  further  attempts.  The 
tendency  of  the  present  day  is  to  deal  with  these  cases  by  abdominal 
section,  or  anterior  colpohysterotomy.  By  the  abdominal  route  the 
cervical  ring  may  be  dilat-ed,  or,  if  this  is  impossible,  the  posterio'* 
uterine  wall  may  be  incised  longitudinally^  and  then  stitcbed  after 
reposition  has  been  effected.  If  reposition  is  found  impossible* 
hysterectomy  should  be  performed. 


Displacements  of  the  Uterus. 

Prolapse  of  the  Uterus, —The  commonest  displacement  ia 
prolapse.  It  is  liable  to  occur  if  a  patient  rises  before  the  uterus  has 
invokited  into  the  pelvis.  The  hgaments  have  not  had  time  to  come 
back  to  their  normal  state,  and  the  weight  of  the  organ  causes  the 
prolapse.  It  is  specially  liable  to  occur  if  the  perineum  has  been 
torn  and  not  properly  repaired.  In  some  c^ses,  however,  the  perineum 
may  remain  intact,  and  yet  there  may  he  considerable  injury  to  the 
]>elvic  fascia,  which  will  allow^  the  uterus  to  descend.  The  following 
case  illustrates  this.  I  delivered  a  primipara  by  axis-traction  forceps 
of  a  very  large  child.  It  was  a  persistent  occipito-posterior  position, 
but  the  perineum  was  not  torn.  She  did  not  rise  until  involution 
was  complete,  and  after  being  up  for  a  few  days,  she  had  an  attack 
of  rheumatism,  which  confined  her  to  bed  for  six  w^eeks.  When  she 
began  to  move  about  after  this  the  uterus  prolapsed,  so  that  the  cervix 
appeared  at  the  \Tilva. 

The  treatment  in  these  cases  is  to  support  the  uterus  with  a  ring 
pe:^sarv,  and  make  the  patient  rest  as  much  as  possible.  The  great 
preventative  is  not  to  allow  a  woman  to  get  up  until  the  utenis  has 
involuted  into  the  pelvis. 

aetro-displacements.— In  the  early  stage  of  prolapse  there 
is  more  or  less  posterior  displacement  of  the  fundus,  but  this  not 
infreiinently  occurs  without  any  prolapse.  Pads  under  the  abdominal 
binder  are  said  to  predispose  to  this,  but  as  they  are  only  used  in  the 
first  day  or  two  of  the  puerperium,  when  the  utenis  is  above  the  pro- 
montory, and  cannot  be  displaced  backwards,  I  camiot  see  how  they 
can  possibly  have  any  effect.  If  they  are  used  after  the  fundus  has 
fallen  below  the  promontory,  they  may  then  certainly  be  injurious. 
Overdistention  of  the  bladder  wdll  be  very  apt  to  cause  displacement. 
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The  chief  factor  is  undoubtedly  the  relaxed  condition  of  the  ligaments, 
especially  the  round  ligaments.  After  an  attack  of  para-  or  peri- 
metritis, it  may  arise  from  the  contraction  of  adhesions  drawing  the 
fimdus  back. 

The  treatment  is  to  replace  the  uterus,  and  keep  it  in  position  by 
means  of  a  suitable  pessary.  If  an  inflammatory  condition  is  present, 
it  must  first  be  dealt  with. 

If  the  patient  has  suffered  from  a  displacement  previous  to  or 
during  the  early  part  of  the  pregnancy,  a  Hodge  or  Albert  Smith  pes- 
sary should  be  inserted  as  soon  as  the  uterus  has  involuted  into  the 
pelvis. 


CHAPTER  XXXV 

COMPLICATIONS  OF  THE  PUEEPERmM^^(m//ifiW'rf 

Conditions  of  the  Uterus  and  Adnexa  arbiiig  from  JSeptio  Absorption— How  the 
Orgtinisms  gain  an  EntTanc<> — Septicaemia — PyaQmia^i5apriemia — Pelvic 
Oil u litis  or  Parametritis — Pelvic  Peritonitis  or  Perimetritis — Cases  of 
Sepsis. 

CON^DITIONS    OF    THE    UtERUS    AND    AdNEXA    ARISING 

FROM  Septic  Absorption. 

This  subject  is  a  xery  wide  one,  but  I  shall  endeavour  ki  deal  with 
it  Sks  coneiaely  as  possible.  One  caa  hardly  say  that  the  pathology  of 
this  condition  has  been  thoroughly  worked  out.  Much  still  remains 
to  be  done,  but  the  science  of  bacteriology  has  thrown  a  great  deal 
of  Ught  on  the  subject,  and  has  revealed  to  us  many  things  which  were 
unknown  to  our  predecessors.  We  now  know  that  micro-organisms 
are  at  the  bottom  of  all  septic  mischief,  and  that,  as  a  rule,  they  or 
their  products  gain  an  entrance  into  the  woman's  system  during 
the  labour  or  shortly  after  it.  In  a  lew  rare  cases  they  are  present 
in  the  system  before  labour.     I  shall  illustrate  this  by  a  number  of  cases. 

The  term  ''puerperal  fever '•  is  a  ven.'  misleading  one.  and  it  should 
be  banished  from  our  nomenclature.  As  Semmelweis  long  ago 
pointed  out,  the  condition  is  simplv  that  of  blood-poisoning  occurring 
in  a  puerperal  woman.  The  only  effect  the  puerperal  condition  has 
on  the  disease  is  to  render  it  more  virulent.  The  patient's  blood  is  very 
hydiiinnic,  and  the  organs  of  absorption  and  excretion  are  fidly 
taxed  to  dispose  of  the  products  of  involution,  so  it  is  easy  to  under- 
stand why  blood-poisoning  is  so  apt  to  be  serious. 

Various  organisms  have  been  identified  in  the  discharges — e.g.,  the 
streptococcus,  the  staphylococcus,  the  colon  bacillus,  the  gonococcus, 
the  Ba4-iUu^  pi/oci/anem,  the  Bacillus  la^tidus,  the  pneumococcus,  the 
Klebs-Loffler  bacillus,  and  the  tetanus  bacillus.  The  streptococci 
are  probably  the  ones  moat  frequently  found*  but  in  many  cases 
the  infection  is  a  mixed  one.     These  organisms  act  directly  on  the 
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system,  and  give  rise  to  septicaemia  or  pyaemia.  On  the  other  hand, 
sapraeniia,  which  may  be  looked  upon  as  a  milder  form  of  sepsis, 
although  in  some  cases  it  may  be  fatal,  is  caused,  not  by  direct  invasion 
of  the  tissues  by  organisms,  but  by  the  absorption  of  theix  products — 
I.e.,  of  ptomaines.  These  ptomaines  are  produced  by  the  action  of 
saprophytic  organisms  on  the  dead  animal  tissues  which  are  present 
in  the  birth  canal.  , 

As  has  already  been  stated,  vaginal  bacteria  proper  have  the  power 
of  destroying  even  the  most  virulent  of  these  organisms,  but  their 
power  is  hmited,  and  if  the  invading  organisms  are  too  numerous  or 
too  powerful,  the  \'ictor}^  must  go  to  the  stronger. 

How  the  Orffauisms  gain  an  Entrance .^In  the  gr^at 

majority  of  cases  the  germs  are  conveyed  into  the  genital  canal  by 
the  examining  fingers  or  instruments,  at  the  time  of  labour  or  during 
the  puerperium,  and  gain  an  entrance  through  the  lymphatics  in 
septicsemia.  The  external  genitals  and  perineum  must  swarm  with 
all  sorts  of  organisms »  and  if  these  parts  are  not  thoroughly  cleansed,  it 
is  impossible  to  guard  against  introducing  some  of  the  organisms  when 
making  an  examination  or  applying  instruments.  However  careful 
one  may  be  in  sterilizing  one's  hands  and  instruments,  if  care  is  not 
also  exercised  in  cleansing  the  external  parts,  orgaidsms  are  sure  to 
be  introduced*  The  truth  of  this  has  been  demonstrated  to  rae 
over  and  over  again  in  my  hospital  work.  WTien  we  admit  a  f»atient 
who  has  been  examined  outside  in  the  usual  way  without  having  had 
the  external  genitals  cleansed,  we  almost  invariably  find  the  tem- 
perature rises  slightly  in  most,  and  considerably  in  some.  The  follow- 
ing case  ^411  illustrate  this  : 

A  priniipara,  with  a  conjugate  vera  of  slightly  under  2|  inch( 
was  admitted  to  the  Maternity  Hospital  in  labour.  The  membranes 
were  unruptured,  and  the  child  alive.  It  was  clearly  a  case  for 
Caesarian  section,  but  I  learned  that  she  had  been  examined  several 
times  by  diferent  men  before  she  was  sent  in,  and  as  evidently  no 
care  had  been  taken  to  cleanse  the  external  genitals,  I  decided  not 
to  do  a  section.  Craniotomy  was  performed  with  the  most  rigid 
antiseptic  precautions,  and  although  there  was  no  laceration  of  the 
parts,  she  developed  acute  sepsis  within  two  days.  Had  I  don©  a 
section  she  would  have  been  dead  within  forty-eight  hours. 

Sepsis  may  be  conveyed  through  the  vidvar  napkins  or  the  domestic 
sponge,  which  old  women  are  so  fond  of  using  to  cleanse  the  patient 
with.  Many  patients  have  been  infected  by  the  douche  when  giTen 
with  an  old  enema  syringe. 
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Infection  fjom  drains  may  iindoabtedly  arise,  as  the  following 
case  well  illujtrates :  The  patient,  a  primipara,  was  delivered  by  a 
nurse  after  an  easy  natural  labour*  The  room  she  lay  in  was  on  the 
ground-floor  of  a  tenement,  where  a  new  system  of  water-closets 
was  being  built.  A  few  hours  after  delivery  the  workmen  opened 
the  drain  which  ran  through  the  entry.  Within  three  hours  the 
patient  had  a  violent  rigor,  and  when  I  saw  her  shortly  afterwards 
her  temperature  was  105°  F.  She  was  removed  to  the  Fever  Hospital 
as  soon  as  possible,  but  she  died  of  septicBBuiia  a  few  days  later.  The 
opened  drain  was  opposite  the  door  of  the  house  in  a  narrow  entry, 
and  within  a  few  feet  of  her  bed  (see  also  case  of  phlegmasia  alba 
dolens,  p.  453). 

The  retention  of  any  part  of  the  secundines  will  predispose  to  sepsis, 
as  the  air  swarms  with  saprophytic  organisms,  ever  on  the  watch  for 
a  suitable  nidus. 

It  has  recently  been  maintained  that  pathogenic  organisms  may 
be  retained  in  the  interstices  of  the  endometrium  during  pregnancy, 
and  set  up  sepsis  after  labour.  I  have  never  seen  a  case  of  this  kind, 
but  I  have  seen  several  where  old  abscesses  were  undoubtedly  the 
sources  of  infection.     These  abnormal  cases  will  be  described  later. 

Puerperal    Septic»iiila.— 5>»/>«o/m.— As    a    rule,   nothing 

wrong  is  noticed  during  the  first  twenty-four  hours  after  labour. 
During  the  second  or  third  day  of  the  piierperiuni,  or  it  may  be  later, 
the  patient  has  a  rigor,  and  the  pulse  and  temperature  rise.  The 
chances  are  that  you  will  be  told  that  the  patient  has  had  a  chill. 
To  the  lay  mind  this  explains  the  matter.  The  patient  may  have 
been  exposed  to  a  draught,  or  her  room  allowed  to  get  too  cold,  but 
will  this  be  the  cause  of  the  seiicure  ?  There  is  no  doubt  that  exposure 
to  cold  or  a  draught,  by  lowering  the  vitality,  will  predispose  to  sepsis, 
but  it  cannot  arise  unless  the  organisms  are  already  there,  ready  to 
begin  their  fell  work.  In  the  same  way  I  believe  wojty  and  anxiety, 
or  great  mental  excitement,  will  predispose  a  woman  to  septic  invasion. 
With  the  general  disturbance  we  have  also  local  manifestationa. 
The  lochia  become  scanty  or  are  suppressed,  the  vagina  grows  hot 
and  tender,  and  there  is  considerable  tenderness  over  the  uterus. 
Involution  ceases,  and  the  uterus  may  even  become  larger  than  it 
was,  and  lose  its  feel  of  firmness.  The  milk  secretion  is  checked. 
The  patient's  tongue  becomes  furred,  and  she  suffers  from  headache. 
Vomiting  may  occur,  and  in  many  cases  diarrhoea  sets  in.  The 
abdomen  often  becomes  tender  and  distended,  showing  that  general 
peritonitis  has  set  in.     A  scarlatinal  rash  sometimes  appears  over  the 
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wrifits  and  elbows.  The  temperature  and  pulse  will  remain  very 
high.  The  pulse  is  a  better  index  of  the  patient's  condition  than  the 
temperature.  In  some  cases  the  temperature  may  remain  low,  even 
subnormal,  and  yet  the  pulse  be  very  high*  Such  a  case  is  likely  to 
prove  fatal.  The  patient  will  often  be  restless  and  delirious,  but  you 
occasionally  see  a  case  where  the  woman,  although »  from  her  general 
appearance,  manifestly  very  ill,  yet  maintains  that  she  is  feeling 
quite  well.     Such  a  case  generally  ends  fatally. 

In  some  cases  septic  pneumonia  will  be  set  up,  and  the  heart  is 
likely  to  be  afifected.     In  others  insanity  may  develop. 

The  disease  may  prove  fatal  in  a  day  or  two,  but  it  sometimes  lasts 
for  as  long  as  three  weeks. 

Diagnosia. — As  a  rule,  the  condition  can  be  only  too  easily  recog- 
nised by  the  high  temperature,  quick  pulse,  rigors,  pain  in  the  abdo- 
men, and  change  in  the  lochial  discharge,  etc.  The  onset  of  any  of 
the  exanthemata  may  mislead  one,  01  these,  enteric  fever  used  to 
be  the  most  difficult  to  diagnose,  as  its  symptoms  are  almost  identical 
with  those  of  acute  septioeemia,  but,  thanks  to  the  Widal  method  of 
examining  the  serum,  we  are  now  able  to  settle  the  diagnosis  early. 

Prognosis. — The  condition  is  an  exceedingly  grave  one. 

Treatment. — Prevention  is  always   better  than  cure^   and  in  thiaj 
case  it  is  markedly  so.     There  are  a  few  cases  in  which  the  diaeaaaf 
cannot  be  prevented,  but  in  the  great  majority  there  is  no  doubt 
that  preventative  meaauies  will  jirove  effective. 

In  the  first  place,  the  aurroundings  of  the  patient  should  be  in  a 
sanitary  condition,  and  the  labour  should  be  conducted  on  aseptic 
principles,  with  as  few  vaginal  examinations  as  possible.  The  labour 
must  not  be  allowed  to  linger  on  mitil  the  woman  is  completely 
exhausted,  and  care  must  be  taken  to  have  the  uterus  completely 
emptied.  During  the  puerfjerium  perfect  cleanliness  must  be  insisted 
upon.  If  proper  precautions  are  taken  there  is  little  risk  of  thtj 
disease.  When  it  does  arise,  we  have  to  deal  with  a  constitutional 
as  well  as  a  Wal  condition,  and  we  must,  therefore,  adopt  consti- 
tutional as  well  as  local  treatment. 

The  first  thing  to  do  is  to  get  the  bowels  well  cleared.    A  full  doaej 
of  c4ilomel,  followed  by  a  saline  or  an  enema,  does  well.     For  the  high 
temperature   quinine   is,   in   my   opinion,   the   best   antipyretic.     It 
should  be  given  in  full  doses,  say  10  grains,*  followed  by  5  grainad 
every  four  hours.     If  the  patient  suffers  from  much  pain,  5  grains  oi ' 

♦  I  hftve  recently  been  trying  1  grain  of  calomel  with  each  dose  of  qainioa 
until  the  palit«nt  has  ha4  three  or  fonr  doBes,     This  combtnatioa  docs  very  well*  i 
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Dover's  powder  ahould  be  coDibiiied  vdth  each  dose  of  quinine.  If 
the  pulse  is  quick,  free  stimulation  will  be  necessar}\  Strychnine 
given  hypoderniically  makes  the  best  cardiac  stimulant,  and  it  shonld 
be  used  freely  when  the  heart  shows  any  signs  of  Hagging.  In  bad 
cases  good  old  brandy  or  whisky  should  be  given  freely,  not  in  tea- 
spoonful,  but  in  one  to  two  tablespoonful  doses  ever}^  hour  or  two* 
The  patient  must  be  given  as  much  fluid  nourishment  as  she  can  take, 
in  the  form  of  milk,  soups,  beef  extracts,  etc. 

Local  Treatment. — The  uterus  must  be  very  thoroughly  douched 
out,  and  any  portions  of  membranes,  placenta,  or  deeidua  should  be 
carefully  removed  with  the  finger.  Curetting  is  not  ad\'i8able.  Any 
antiseptio  may  be  used  in  the  douche,  but  perchloride  of  mercury 
(1  in  2,000)  is  the  best.  The  douching  should  be  finished  with  boiled 
water  to  wash  out  as  much  as  possible  of  the  albuminate  of  mercury, 
which  deposits  on  the  endometrium.  Poisoning  has  occurred,  but  I 
have  never  seen  a  case.  The  temperature  often  rises  alter  the  douche 
is  given,  and  a  rigor  frequently  occurs.  If  the  douching  has  done  any 
good,  the  temperature  should  fall  in  a  few  hours.  If  necessary, 
intra-uteriue  douching  should  be  repeated  daily,  and,  in  addition, 
the  nurse  may  give  a  vaginal  douche  later  in  the  day.  Poultices  or 
stupes  over  the  uterus  have  a  soothing  effect. 

The  infusion  of  a  pint  or  two  of  normal  saline  solution  is  usually 
very  beneficial  to  the  patient.  It  dilutes  the  poison  and  also  assists 
its  elimination.  The  infusion  may  be  repeated  several  times  if 
necessary. 

Aa  regards  the  use  of  antistreptococcic  aerum  there  is  considerable 
difference  of  opinion.  In  pure  streptococcic  infection  it  is  useful, 
but  in  mixed  infection,  as  in  the  majority  oi  cases,  it  is  questionable 
if  it  will  do  much  good.  If  possible,  a  culture  should  be  made  from 
the  interior  of  the  uterus  before  resorting  to  the  use  of  the  serum, 
but  tliis  cannot  always  be  done.  In  some  cases  I  have  seen  very 
remarkable  improvement  following  its  use,  while  in  others  it  has  had 
no  effect. 

Total  extirpation  of  the  uterus  has  been  stroiigly  recommended  by 
some,  but  the  results  have  not  been  very  brilliant.  By  removing 
the  uterus  you  remove  the  source  of  infection,  but  the  general  system 
has  become  so  poisoned  that  the  patient  is  apt  to  sink  from  the 
operation. 

FySBmia.  —  This  condition  is  caused  by  the  same  micro- 
organisms as  cause  acute  sepsis.  The  infection  usually  takes  place 
through  the  clots  in  the  uterine  sinuses,  and  spreads  through  the 
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general  cireuLatiou  as  these  clots  break  down.  It  may  also  arise 
from  neglected  sapraemia.  To  all  intents  and  purposes  it  is  a  chrome 
fomi  of  8eptic8Bmia. 

Si/m/)to}7is. — It  differs  trora  septicaemia  in  that  it  does  not,  as 
nde,  arise  until  the  second  week  of  the  puerperium.     The  course  of 
the  pneq3eriiim  may  have  been  quite  nonnal  up  to,  say,  the  t-entk  , 
day,  or  there  may  have  been  some  febrile  disturbance  from  saprsemia*] 
The  patient  is  seized  with  a  severe  rigor,  and  the  temperature 
to  104"^  or  10*J°  F.,  with  a  correspondingly  quick  pulse-rate.     In  aJ 
few  hours  the  temperature  falls,  and  may  come  down  to  normal^  and] 
the  patient  may  seem  all  right,  but  in  twelve  or  twenty-font  hour 
other  rigors  follow  at  short  intervals,  and  the  temperature  variea^ 
between  100°  and  105^  or  106°  F.     Each  rigor  indicates  a  fresh  infection 
in  some  part  of  the  body. 

In  from  three  days  to  a  week  or  so  the  points  of  infection  become ' 
apparent  by  metastatic  abscesses  forming.  These  may  appear  in 
nearly  any  part  of  the  body.  They  may  apj>ear  in  superficial  part-s, 
as  subcutaneously,  or  in  the  joints,  or  in  the  deeper  parts,  as  the 
liver,  lungs,  kidney,  and  brain.  If  the  abscesses  occur  in  a  position 
where  they  can  be  promptly  opened,  the  patient,  if  she  does  not  diei 
of  exhaustion  from  prolonged  suppuration,  may  recover,  but  if  they 
are  in  deep  organs,  or  if  a  septic  pneumonia,  pericarditis,  endocarditis^ 
or  peritonitis  is  set  up,  she  will  probably  die. 

Diagnosis.— RigoTs,  with  an  oscillating  temperature,  occurring  late 
in  the  puerj^eriimij  make  the  diagnosis  easy.  It  may  be  mistaken  for 
enteric  fever,  or  vice  versa,  but  the  Widal  reaction  soon  settles  the 
point.     The  occurrence  of  the  abscesses  would,  of  course,  be  definite. 

Profffiosis. —  It  is  a  very  grave  condition,  but  if  the  abscesses  are 
superficial,  the  chances  are  in  the  patient's  favour. 

Treatment. — Support  the  patient's  strength  by  the  free  use  of 
alcohol  and  plenty  of  easily  digested  food.  Quinine,  strychnine, 
and  large  doses  of  iron  are  useful.  As  regards  douching,  it  will  do 
more  harm  than  good,  except  where  there  is  a  septic  endometritis. 
In  such  a  case  the  utenia  should  be  thoroughly  washed  out  and  curetted, 
and  then  plugged  with  iodoform  gauze.  Wherever  absceaaes  foim 
they  shoiJd  be  evacuated  and  thoroughly  drained.  If  they  form  in  a 
joint,  open  them  as  soon  as  possible,  to  prevent  destruction  of  the  joint. 

Antistreptococcic  serum  has  been  used  in  these  cases  with 
aucc**s.s,  and  in  bad  cases  it  should  certainly  have  a  trial. 

SaprSBmia.— This  condition  arises  from  the  absorption  of  the 
products  of  decomi>osition— t.f ,,  of  ptomaines.    Saprophytic  organL 


COMPLICATIONS  OF  THE  PUERPERWM 


423 


are  always  present  in  the  atmosphere,  and  gain  entrance  to  the  vagina 
in  every  case,  but  they  can  do  no  mischief  unless  there  is  a  fair  amount 
of  dead  tissue  for  them  to  act  upon.  There  must  always  be  some  dead 
tissue  to  come  away  from  the  uterus  as  the  remains  of  the  deciduee 
and  clots  from  the  uterine  sinuses  are  cast  off,  but  with  free  drainage 
these  are  not  allowed  to  lie  in  the  vagina,  and,  therefore,  the  sapro- 
phytes do  not  get  time  to  act  upon  them.  Under  ordinary  conditions 
the  normal  vaginal  bacteria,  if  they  have  not  been  disturbed  by 
injudicious  douching,  may  be  counted  on  to  deal  with  the  saprophytes. 

Si/mptotns, — About  the  third  day  of  the  puerperium  the  tempera- 
ture rises  to  101'^  or  102*^  F.,  and  the  pulse  quickens  proportionately. 
The  patient  may  not  feel  very  much  out  of  sorts,  but  the  lochial 
discharge  \*ill  be  found  to  be  fostid.  If  she  is  promptly  treated  she 
may  be  all  right  next  day,  but  if  matters  are  left  to  take  their  course, 
the  temperature  will  gradually  rise  higher,  rigors  will  occur,  and  the 
patient  will  become  very  ill.  By  this  time  the  organisms  will  have 
made  their  way  up  from  the  vagina  into  the  uterus  to  the  dead  tissue 
of  the  endometrium  and  the  clots  in  the  sinuses,  and  a  septic  endo- 
metritis will  be  set  up.  These  orgamsms,  which  at  first  were  only  able 
to  act  on  dead  tissues,  are  said  to  change  into  more  virulent  forms, 
and  at  lack  the  living  tissues.  The  lochia  will  be  very  foul  and  profuse, 
thus  differing  from  the  lochia  of  septicaemia,  which  is  scanty  and  not 
foetid.  The  septic  condition  may  further  spread  through  any  lacera- 
tion of  the  cervnx  into  the  broad  ligament  of  one  or  both  sides,  and  set 
up  a  cellulitis,  or  through  the  Fallopian  tubes  and  set  up  a  perimetritis, 
which  may  go  on  to  a  general  peritonitis  and  prove  fatal.  Another 
result  may  be  a  general  pysemia. 

Duiff^fwsw, — Fcfitid  loc^hial  discharge  is  the  distinguishing  feature 
of  saprsemia, 

Profpiosis, — If  promptly  treated,  the  patient  should  always  recover. 
If  it  is  neglected  she  may  die,  and  even  if  she  recovers,  there  will 
.probably  be  some  bad  effects  in  the  form  of  subinvolution,  adhe- 
sions, etc.,  left  behind. 

Prophf/ladic  Treoimeni. — Conduct  the  third  stage  of  labour  so  as 
to  prevent  the  entrance  of  air  to  the  vagina,  and  to  ensure  that  the 
uterus  is  thoroughly  emptied  and  well  retracted  before  applying  the 
binder.  Also,  ensure  thorough  drainage  by  ordering  the  patient,  if 
she  possibly  cAn,  to  micturate  and  defalcate  in  a  sitting  posture.  On 
the  first  indication  of  symptoms  give  a  vaginal  antiseptic  douche, 
and  also  wash  out  the  uterus,  but  before  passing  the  nozzle  into  the 
uterus  be  sure  that  you  have  very  thoroughly  washed  out  the  vagina, 
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otherwise  you  may  carry  infection  into  the  uterus.  I  prefer 
out  the  uteras  as  well  as  the  vagina  for  the  reason  that  if  only  a 
vaginal  douche  is  given,  the  first  flow  of  the  douche  may  have  forced 
some  of  the  organisms  up  into  the  cervix,  and,  besides,  one  can  never 
be  sore  that  they  have  not  ab-eady  invaded  the  uterus,  especially  if 
there  is  anything  retained  in  it.  It  is  well  always  to  make  a  careful 
examination  to  see  if  there  is  any  membrane,  etc.,  protruding  from 
the  cervix.  If  there  is,  remove  it.  I  Iiave  more  than  once  found  a 
piece  of  membrane,  the  removal  of  which  has  been  followed  by  an 
immediate  fall  of  the  temperature.  Where  the  interior  of  the  uterus 
is  affected,  after  a  copious  douche  has  been  given,  a  thorough  applica- 
tion of  iodine  by  means  of  cotton  wool  is  a  most  use  fid  method  of 
treatment.  I  use  equal  parts  of  the  tincture  and  hniment  of  iodine. 
The  tincture  alone  is  not  strong  enough.  The  interior  of  the  uterus 
should  first  be  mped  dry  with  w^ool  swabs.  Curetting  is  not  advis- 
able. The  patient's  bowels  should  be  freely  cleared  by  an  active 
purge.  A  few  doses  of  quinine  are  also  ver)^  useful,  as  you  get  not 
only  the  antipyretic  and  tonic  action,  but  also  an  action  upon  the 
uterus,  which  causes  expulsion  of  any  dead  matter  lying  in  it.  Free 
drainage  should  be  ensured  by  raising  the  head  of  the  bed  or  propping 
the  patient  up.  Free  purgation,  while  reheving  the  system  of  some 
of  the  poison,  also  assists  drainage,  especially  if  the  patient  is  allowed 
to  sit  up  to  stool.  The  importance  of  free  drainage  of  the  vagina  and 
uterus  was  impressed  upon  me  a  good  many  years  ago  in  one  of  my 
cases  in  the  outdoor  department  of  the  Maternity  Hospital.  The 
patient  had  a  very  adherent  placenta  with  a  macerated  foetus.  She  \ 
lost  a  great  deal  of  blood-  The  result  was  that  bad  saprsemia  began, 
and  she  refused  to  allow  douching.  On  the  evening  of  the  second  day 
of  the  attack,  when  her  temperature  was  103°  F.,  I  found  her  sitting 
at  the  fireside.  She  said  she  would  not  recover  if  she  stayed  in  bed. - 
Next  morning  her  temperature  was  normab  and  she  made  a  good! 
recovery.  The  uterus  had  emptied  itself,  and  the  source  of  infection 
had  been  removed  by  her  assuming  the  erect  posture.  Of  courae,  it 
would  be  a  mistake  to  order  a  patient  suffering  from  sapnemia  to  get 
out  of  her  bed,  but  it  is  almost  as  bad  a  mistake  to  keep  her  lying:^ 
perfectly  flat  on  her  back. 

In  saprai'mic  cases,  if  the  vagina  haa  been  much  bruised  or  lacerated,, 
a  puerperal  ulcer  is  apt  to  form.  This  has  already  been  dealt  with 
on  p.  409, 

Pelvic  Cellulitis  or  Parametritis  •—This  condition  has 
already  been  mentioned   in   connection  with  sapraemia*     It  is   the 
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result  oi  absorption  through  a  laceration  in  the  cendx.  As  the  left 
side  of  the  cervix  is  more  commonly  torn  than  the  right,  a  left-sided 
cellulitis  is  more  frequent  than  a  right-sided  one.  There  is  more  or 
less  cellular  tissue  along  all  the  ligaments  of  the  uterus,  but  the  chief 
masses  lie  between  the  folds  of  the  broad  ligaments  of  either  side. 
While  the  seat  of  the  mflanimation  is  usually  at  the  side  of  the  uterus, 
it  may  be  in  the  front  or  behind.  One  or  both  sides  may  be  affected. 
A  hard  mass  becomes  deposited,  and  pushes  the  uterus  towards  the 
opposite  side  of  the  pehds.  There  is  great  tenderness  in  the  x>art. 
In  most  cases  resolution  slowly  occurs-  There  will  generally  be  some 
contraction  of  the  ligaments  left  behind,  and  these  will  cause  displace- 
ment of  the  uterus.  In  a  number  of  cases,  however^  suppuration 
occurs  in  the  mass,  and  a  pelvic  abscess  results.  The  abscess  may 
burst  internally,  in  which  case  the  result  will  be  fatal  but  the  pus 
more  frequently  makes  its  way  to  the  exterior  through  the  vagina, 
bowel,  or  bladder.  It  may  also  come  to  the  surface  in  various  posi- 
tions, as  above  Poupart's  ligament,  in  the  thigh,  in  the  back,  etc, 

Sijmptmm. — Aa  it  is  always  the  result  of  septic  absorption,  you 
have  indications  of  sepsis  by  high  temperatui-e,  quick  pulse,  and  rigors^ 
with  severe  pain  in  the  pelvic  region.  At  first  there  m\\  be  heat  and 
tenderness  in  the  vagina,  but  very  soon  a  hard,  tender  mass  will  be 
felt  pushing  the  uterus  aside.  The  patient  will  he  with  the  leg  of  the 
affected  side  drawn  up,  as  this  will  give  her  most  ease.  When  suppura- 
tion occurs  there  will  Ire  repeated  severe  rigors. 

Diagnosis.— Indica.tion  of  sepsis,  and  in  a  very  short  time  a  hard 
mass  to  be  felt  in  the  peh^s. 

Pelvic  Peritonitis  or  Perimetritis.  —This  arises  in  much 
the  same  kind  of  cases,  but  instead  of  the  inflammation  being  con- 
fined to  one  part  of  the  pelvic  tissue,  it  involves  the  whole  pelvic  peri- 
toneum. The  infection  has  spread  through  the  tubes.  It  may  not 
confine  itself  to  the  peKnc  peritonemn,  but  may  spread  through  the 
peritoneal  cavity  and  set  up  general  peritonitis. 

The  SymjMms  are  much  the  same  as  with  cellulitis,  but  the  pain  is 
over  the  whole  pelvis,  and  not  confined  to  one  side.  WTien  the 
efiusion  has  taken  place  the  whole  pelvis  will  be  found  to  be  full  of  a 
firm  mass  all  round  the  uterus.  It  feels  much  the  same  as  if  plaster 
of  Paris  had  been  poured  into  the  pelvic  cavity  and  allowed  to  set 
round  the  uterus.    The  patient  will  lie  with  both  legs  drawn  up. 

Absorption  generally  occurs,  but  adhesions  are  often  left  behind, 
and  as  these  contract  they  may  pull  the  uterus  out  of  its  normal 
position,  and  be  a  great  source  of  trouble.     In  some  cases,  however, 
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suppuration  occurs,  and  the  abscess  discliarges  itself  in  the  same  way 
as  a  cellulitic  abscess  does. 

Diagnosis. — There  are  the  same  indications  as  vdih  cellxiUtis,  oaly 
the  pain  in  the  pelvis  is  more  general.  When  the  eifusion  is  present, 
the  whole  pelvis  wil!  be  found  to  be  full  of  a  hard  mass,  fixing  the 
uterus  in  position. 

Prognosis.— ^i)t\i  with  cellulitis  and  peritonitis  the  prognosis  is  good 
as  regards  hfe,  but  troublesome  adhesions  are  frequently  left  behind^ 

TrexUment.—'The  treatment  of  both  conditions  is  the  same.  With 
thorough  aseptic  precautions  these  cases  should  not  occur,  but 
when  they  do  occur  both  general  and  local  treatment  must  be 
adopted.  The  patient's  strength  must  be  kept  up  by  means  of 
nourishing  diet  and  stimulants.  The  bowels  must  be  thoroughly 
cleared,  and  to  relieve  the  pain  hot  stupes  or  bran  poultices  should  be 
applied  over  the  pelvic  region*  Morphia  suppositories  may  be  neoee* 
sary.  For  the  fever  quinine  is  useful  W^hen  the  acute  st^ge  ia  over, 
hot  vaginal  douches  should  be  given,  and  ichthyol  and  glycerine 
tampons  inserted  to  promote  absorption.  If  suppuration  occurSt 
the  abscess  should  be  opened  and  thoroughly  drained  through  the 
vagina,  or  where^-er  it  is  pointing.  The  vaginal  route  should,  as  a 
rule,  be  selected,  as  this  will  be  the  lowest  point. 

A  hydrosalpinx,  a  pyosalpinx,  or  an  abscess  of  the  ovary  may 
result.  With  either  of  these  the  best  treatment  is  to  remove  it  by 
abdominal  section.  The  vaginal  route  is  not  very  suitable,  as  there 
are  likely  to  be  many  adhesions. 


Cases  of  Brfsis. 

CAfiE  V—Sepiicwmia,  treated  by  AfdUitepocoeme  Serum— Recoverif, 
— ^E.  R.,  unmarried,  priraipara,  aged  twenty-one,  admitted  in  labour 
with  the  breech  presenting.  The  pelvis  was  contracted.  The  labour 
progressed  naturally  for  some  hours,  and  then  the  patient  had  an 
epileptic  seizure  which  lasted  for  a  few  minutes.  She  was  given 
chloroform,  and  delivery  effected  with  some  difficulty  by  traction. 
The  child  was  still-bom.  The  perineum  and  posterior  vaginal  wall 
were  lacerated.  Two  stitches  were  put  in  the  vagina  and  three  in 
the  perineum. 

Next  day  the  patient  had  two  more  fits.  In  the  second  one  she 
shouted  loudly.  The  urine  was  found  to  contain  a  small  quantity 
of  albumin  and  blood,  and  some  granular  tube-casts.  She  was  given 
chloral  and  bromide  to  control  the  fits. 
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Until  the  third  day  her  teniperature  was  satisfactory,  but  it  then 
rose  to  104°  F,  The  lochia  were  fcEtid,  and  the  posterior  vaginal  wall 
was  covered  with  a  grayish  slough.  The  sutures  had  given  way  in 
it  and  the  perineum.  The  patient  was  listless  and  stupid,  but  com- 
plained of  little  beyond  a  headache.  Her  tongue  was  foul,  but  her 
bowels  were  regular,     ;Vn  intra-uterine  douche  was  given. 

On  the  fifth  day  the  uterus  was  curetted,  and  the  teniperature  fell 
from  lOS^"^  to  97-2'^  F.  There  was  considerable  hsemorrhage.  Next 
day  the  teniperature  rose  to  104"^  F..  and  the  patient  began  to  com- 
plain of  pain  in  the  abdomen,  especially  on  palpation.  The  fundus 
was  at  the  level  of  the  umbilicus,  and  towards  the  right.  She  had 
a  alight  epileptiform  seizure  on  the  sixth  day,  and  was  very  much 
excited  afterwards. 

She  was  removed  to  the  Fever  Hospital  on  the  eighth  day  of  the 
puerperium.     On  admission  there  her  temperature  was  103-t)'^  F. 

Next  day  she  was  restless  and  "heady."  There  was  a  copious 
fcBtid  vaginal  discharge.  Her  temperature  was  105°  F.  Forty  c.c. 
of  antistreptococcic  senira  were  injected  between  the  scapulae.  Next 
day  there  was  no  improvement.  She  was  restless  and  delirious,  but 
by  the  following  day  the  temperature  had  fallen  considerably  and  the 
pulse  glowed  down.  For  three  days  the  temperature  remained  normal, 
and  it  then  suddenly  rose  to  104- fi*^  F.  She  made  no  complaint,  and 
seemed  quite  comfortable.  For  a  week  the  temperature  fluctuated 
between  101"^  and  lOfi*^  F.,  and  it  then  became  normal,  and  remained 
so.  She  occasionally  complained  of  headache  during  the  pyrexia* 
but  of  nothing  else. 

She  was  dismissed  quite  well  twenty -five  days  after  admission 
to  the  Fever  Hospital.  Besides  the  antistreptococcic  senmi,she  was 
given  vaginal  douches  of  creolin,  and  iron,  stimulants,  and  sedatives 
as  required. 

The  antistreptococcic  serum  seems  to  have  had  a  beneficial  effect  in 
this  case. 

Case  IL — Seplkwmm,  treated  by  Afiiislreptococcic  Serum — Fatal, — 
N.  B.,  unmarried,  priniipara,  aged  twenty -two. 

The  head  presented  L.O.A.,  and  the  labour  ended  by  natural  efforts, 
but  a  portion  of  the  membranes  was  adherent,  and  had  to  be  removed 
by  the  hand.  There  was  a  brisk  post-partum  haemorrhage,  which 
was  checked  by  a  hot  douche.  The  temperature  was  100°  F.  at  the 
time  of  delivery,  and  it  steadily  rose  to  102°  F.  on  the  second  day, 
103-6°  F.  on  the  third  day,  104  ^  F.  on  the  fourth  day,  and  105-6''  F. 
on  the  fifth  day.    The  uterus  was  douched  out  on  the  second  day. 
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On  the  fourth  day  tlie  posterior  vaginal  wall  was  covered  with  & 
grayish  slough.  Quinine  reduced  the  temperature  about  3°^  but  it 
quickly  rose  again  to  105*"  F, 

She  was  sent  to  the  Fever  Hospital  on  the  sixth  day.  Her  tempera- 
ture on  admission  there  was  105*4°  F.,  and  her  pulse  very  weak  and 
quick.  The  fundus  was  about  two- thirds  distance  between  the  pubia 
and  the  umbilicus,  and  verj^  tender*  She  was  very  prostrate.  Forty  ex. 
of  antistreptococcic  serum  were  injected  between  the  scApulse.  Six 
hours  after  injection  the  temperature  bad  fallen  to  101-4'^  F.,  but  it 
sooa  rose  again  to  105^  F.  Next  day  the  uterus  was  curetted,  but  no 
debris  found  in  it.  Twenty  ex.  of  the  serum  were  injected,  and  the 
temperature  quickly  fell  to  nonnah  Next  morning  the  temperature 
was  normal^  and  she  felt  comfortablej  but  at  noon  she  had  a  rigor 
lasting  fifteen  minutes,  and  the  temperature  rose  to  105-2^  F.  at  2  p.m. 
Her  pulse  was  180,  and  very  soft.  She  was  very  prostrate  ami 
delirious. 

Two  days  later  there  was  no  improvement,  and  40  c.c.  of  serum 
were  administered.  The  temperature  fell  to  K)t>'2*^  F..  but  she 
remained  restless  and  delirious,  and  complained  of  headache.  She 
died  on  the  following  day,  eleven  days  after  delivery. 

Besides  having  the  senmi  administered,  she  was  curetted,  douched, 
freely  stimulated,  and  had  opium  as  required.  The  serum  certainly 
reduced  the  temperature,  but  it  did  not  prevent  a  fatal  issue. 

Case  Ul.^Septicmnia  and  Pymnm — Recovery. — Mrs.  G,,  l-paia, 
aged  twenty-nine,  was  sent  into  the  Maternity  Hospital  by  a  medical 
man  on  account  of  the  pelvis  being  contracted.  She  was  in  labour, 
but  had  not  reached  full  time.  The  diagonal  conjugate  mea^mied 
4  inches.  The  head  presented  transversely,  with  the  occiput  to  the 
right,  and  the  posterior  parietal  bone  lower  than  the  anterior.  8h« 
was  delivered  by  version.  The  after-coming  head  was  somewhat 
difficult  to  get  through,  and  there  was  a  marked  depression  in  the  left 
parietal  region.  The  child  was  alive,  but  suffered  from  right-sided 
convulsions  for  several  days.  These  then  ceased,  and  tlie  depre-asioii 
disappeared.  There  was  pretty  severe  post-partum  haemorrhage 
before  the  placenta  came  away,  so  it  was  removed  by  hand.  The 
perineum  was  partially  torn,  and  required  stitching.  An  intra-aterine 
douche  was  given. 

A  few  hours  after  delivery  the  patient  had  a  rigor,  and  the  tempera- 
ture  rose  to  103-4°  F.  and  the  pulse  to  100.  Next  day  the  temperature 
fell  to  91^2''  F.  and  the  pulse  t-o  1)6,  Fron:i  that  time  until  the  sixth 
day  of  the  puerperiumj  w^hen  she  was  removed  to  the  Fever  Hospital, 
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the  temperature  varied  between  100^'  and  104"  F.  The  lochial  dis- 
charge was  foetid*  The  uterus  was  douched  aut  daily,  and  on  the 
third  day  a  blunt  tlushing  cunitte  was  used.  An  emulsion  ol  ic»doform 
was  injected  into  the  uterus  after  douching.  On  the  fifth  day  she  had 
profuse  diarrhcea,  and  the  conjunctivaB  showed  a  distinct  icteric  tinge. 
She  \YSLS  removed  to  the  Fever  Hospital  on  the  sixth  day  of  the  puer* 
periuni. 

On  admission  to  the  Fever  Hospital  her  temperature  was  i02-4^  F. 
She  was  amemic  and  sallow.  She  did  not  complain  of  any  pain.  The 
uterus  was  felt  just  above  the  pubis,  and  was  not  tender.  The  os  was 
patulous,  and  there  was  a  slight  foul  discharge.  Next  day  she  was 
distinctly  jaundiced,  and  the  stools  were  clay -coloured.  For  several 
days  the  tempeiature  gradually  fell,  ajid  then  became  irregular.  The 
flnffimia  was  now  so  marked  that  it  was  pernicious  in  appearance. 
There  was  stiU  a  foul  discharge  from  the  uterus. 

On  the  nineteenth  day  of  the  puerj)erium  she  had  a  severe 
rigor,  and  her  temperature  rose  to  104"^  F.  For  the  next  six 
days  she  had  a  rigor,  generally  in  the  evening,  and  a  fortnight 
later  there  was  marked  general  swelling  and  ccdema  of  the  right 
leg,  with  tenderness  and  bulging  in  the  right  flank.  In  a  fortnight 
the  opdema  of  the  leg  had  diminished  and  the  bulging  in  the  flank 
quite  disappeared. 

A  month  later  she  was  dismissed  from  the  hospital,  still  with  some 
slight  swelEng  of  the  right  leg. 

The  treatment  adopte<l  throughout  was  douching,  and  slie  was 
freely  stimulated  and  given  arsenic. 

The  onset  in  this  case  was  so  soon  after  delivery  that  she  must 
have  been  infected  before  adndssion.  The  case  was  apparently  one 
beginning  with  acute  septicaemia  and  ending  in  pyaemia.  Although 
she  had  repeated  rigors,  no  metastatic  abscesses  formed.  The  aniemla. 
arising  primarily  from  the  post-partnm  hsemnrrhage,  undoubtedly 
prolonged  the  course  of  the  disease,  and  it  is  suqjrising  that  the  patient 
recovered. 

Case    IV. — Pelvic   CellulUu,  e}iditig   in  Suppuratwn — Fatal. — The 

following  case  of  cellulitis  is  rather  an  unusual  one,  from  the  rapidity 

of  its  onset,  and  from  the  fatal  issue  with  the  fonuation  of  pus  within 

five  days  of  delivery  : 

I  J,  G.,  unmarried,    1-para,   aged   nineteen,   was  admitted  to  the 

I         Maternity  Hospital  on  January  7  in  labour.     She  was  suffering  from 

a  cough,  with  considerable  bronchial  catarrh.    The  head  presented  in 

I        the  third  position.     After  she  had  been  twenty-eight  hours  in  labour 
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forceps  were  applied,  and  the  child  deUvered  with  the  occiput 
tenor.  The  child  was  still -bom.  There  was  conaiderable  laceration 
of  the  cerv'ix,  vagina,  and  perineum.  An  antiseptic  intra^nt^rine 
douche  was  given  immediately  after  delivery*  The  day  following 
delivery  the  temperature  rose  to  103^  F.,  and  the  pulse  to  130.  In  the 
evening  the  temperature  fell  to  994°  F.  Next  day  the  temperature 
rose  again  to  103"^  F.  The  lochia  were  very  foul.  An  intra-uterine 
douche  was  given.  Next  day  she  was  transferred  to  the  Fever  Hospital. 
Her  temperature  was  then  104^^'  F.,  and  she  looked  very  ilU  8he  com- 
plained of  pain  in  the  abdomen.  The  abdomen  was  tumid,  and  there 
was  a  firm  mass  in  its  lower  part,  tender  on  pressure.  The  edges  of 
the  perineum  w^ere  gangrenous  and  foul -smelling.  The  c€r\dx  was 
lacerated  and  sloughing,  and  there  was  sAm  considerable  sloughing 
of  the  vaginal  mucous  membrane.  The  vagina  was  douched  and  a 
large  blood-clot  brought  away.  The  patient  was  very  restless,  and  com- 
plained of  pain  in  her  hmbs.  Brawixy  patches  of  reddened  skin  were 
seen  over  the  lelt  internal  condyle  of  the  humerus  and  the  extensor 
surface  of  the  right  arm. 

She  was  treated  with  vaginal  irrigation  (1  in  40  carbolic),  morphia 
and  atropine  hypodermically  for  the  pain,  and  stimulants.  Two 
days  later  a  septic  rash  appeared  on  the  abdomen,  which  had  become 
distended.  She  died  that  evening.  Her  temperature  ranged  betwewi 
lOr  F,  and  105^  F, 

At  the  post-mortem  examination  the  uterus  was  found  large,  til 
Fallopian  tubes  and  ovaries  healthy.  There  was  an  extensive  peUic 
celluhtis  which  had  gone  on  to  suppuration.  The  placental  aite  WM 
soft  and  unhealthy-looking.  The  uterine  mucous  membrane  was 
ulcerated  and  broken  dowm  at  several  points.  The  cervix  was  mudk 
lacerated. 

Case  V» — Pelvic  Celhdilis,  etidiiig  in  Suppuration — Recovtrtf.^ 
Mrs.  P.,  a  multipara,  aged  twenty -five,  was  delivered  of  a  premature 
still-bom  child  by  a  midwife.  Two  days  later  the  tempera  tore  rose, 
and  she  began  to  complain  of  severe  pain  in  the  left  side  of  the  pelvis. 
The  lochial  discharge  was  foetid,  and  there  was  great  tendemeas  and 
heat  to  the  left  side  of  the  uterus,  I  washed  out  the  vagina  and  uterud 
carefully  with  perchloride  of  mercury,  and  put  her  on  quinine.  By 
next  day  a  distinct  mass  could  be  made  out  in  the  lett  fornix,  and  it 
soon  rose  above  Poupart's  ligament.  A  few  days  later  rigors  c^nn* 
menced,  and  she  had  repeated  attacks.  Her  temperature  remained 
high,  reaching  105^^  F.  at  times.  I  could  not  detect  any  so(teiuii| 
in  the  mass,  but  from  the  repeated  rigors  it  was  quite  evident  that  there 
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was  deep-seated  suppuration,  and  I  determined  to  make  an  exploratory 
incision  from  the  vagina.  As  the  friends  were  anxious  for  a  con- 
sidtation,  she  was  seen  by  a  considtant,  who  advised  against  an 
exploratory  incision.  The  patient  was  then  removed  to  one  of  the 
infirmaries.  Three  weeks  later  she  was  discharged  from  there,  and 
two  days  afterwards  a  large  abscess  ruptured  into  the  vagina.  The 
sinus  was  enlarged  and  healing  soon  occurred. 


CHAPTER  XXXVI 

COMPLICATIONS  OF  THE  FUBRPERUJU—OtfjUmttefi 

Septic  Cases  of  Unuaual  Origin — Fatal  Sepsis  from  a  Poboaed  Finger — .\ii  Old 
Retnj-renal  Abscess — An  Old  Retro-ete<ial  Abscess — An  Old  Double  Pyo- 
salpinx— A  Case  of  Gonorrboeal  Rheumatism— Erysipelas  of  the  Faoo 
Puerperal  Septioa;mia — Ante-partum  Septicemia  ^Tetanus — Caae. 

Septic  Cases  of  Unusual  Origin* 

As  I  have  already  stated,  septic  iufection  generally  occurs  in  some 
part  of  the  birth  canal,  but  the  following  cases  prove  that  this  Lj  not 
the  invariable  rule.  I  have  already  detailed  a  case  where  the  source 
of  infection  was  iindQubt43dly  a  drain,  but  in  that  case  the  infection 
probably  entered  the  system  through  the  usual  channeL 

Case  I. — F(U(d  Sepsis,  omjinaiitig  frmn  a  Poisoiied  Finger. — The 
patient,  a  multipara,  aged  thirty-five,  expected  her  confinement 
about  the  end  of  November.  On  November  4,  while  scnibbing  the 
floor,  she  ran  a  large  splinter  into  the  middle  finger  of  her  right  liand. 
She  drew  it  out  and  went  on  wth  her  scrubbing.  iShe  paid  no  attention 
to  the  finger  until  two  days  later,  when  it  began  to  pain  her*  She 
then  applied  poultices  to  it.  On  the  8th  I  saw  her,  and  found  her 
suffering  from  a  poisoned  finger.  It  waa  very  tender,  and  there  was 
eome  redncBS  along  the  lymphatics  of  the  arm.  The  axillary  glands 
were  tender.  The  finger  was  freely  incised,  and  hot  boracic  poiUtiees 
applied.  This  relieved  the  local  con^iition.  The  redness  along  the 
lymphatics  disappeared,  and  also  the  tenderness  of  the  axillary  glands. 
On  the  morning  of  the  10th  movements  ceased,  and  on  the  Uth 
labour  came  on.  A  still-born  child  was  delivered  at  6  a.m.  aft«r  a 
very  quick  labour.  The  second  stage  only  lasted  about  three  minutes. 
Her  temperature  was  then  104-8°  F.,  and  the  pulse  130,  Two  hours 
later  the  temperature  was  the  same.  8he  was  then  given  quinine 
and  Dover's  powder,  and  by  evening  the  temperature  had  fallen  to 
lOO-fi'^  F,  and  the  pulse  to  1(X).     There  was  now  some  distention  of  the 
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abdomen,  and  sickness  had  come  on.  She  did  not  ret-ch,  but  every 
now  and  again  mouthfuls  of  dirty,  bile-stained  fluid  welled  up.  Evi- 
dently regurgitant  peristalsis  had  set  in.  All  efforts  to  check  this, 
or  to  get  the  Ijowels  moved,  failed.  On  the  12th  her  temperature  had 
again  risen  to  103°  F.,  and  her  pulse  became  very  bad,  I  gave  her 
an  injection  of  antistreptococcic  serum,  but  it  did  no  good.  She  died 
about  fifty -three  hours  after  delivery,  8he  was  quite  conscious  until 
near  the  end,  but,  a  few  hours  before  death,  became  very  violent,  and 
could  only  be  kept  in  bed  with  difficulty. 

By  the  time  she  was  dehvered,  the  finger  was  in  a  very  satisfactoiy 
condition.  8he  could  bend  it  without  pain.  If  she  had  not  been 
pregnant,  I  think  she  would  have  been  all  right  in  a  few  days.  The 
blood  condition  in  |>regnancy  seems  very  much  to  lessen  the  resistance 
against  septic  mischief.  That,  at  least,  is  my  interpretation  of  the 
ciise.  If  that  is  true,  it  is  a  very  strong  argument  in  favour  of  the 
most  rigid  asepsis  in  midwifery  work. 

The  poison  seems  to  have  been  fatal  to  the  foetus.  It  could  not 
help  being  seriously  affected  through  the  placenta!  circulation,  and 
no  doubt  its  powers  to  resist  such  a  virulent  poison  w*ould  be  very 
feeble. 

Case  II. — An  Old  Rdro-rena!'  Abscess — fn^fi/.— The  patient,  a 
I Q- para,  aged  thirty- nine,  suffered  from  an  inroinplete  abortion. 
The  uterus  was  cleared  out  under  chlorofonn.  She  had  lost  a  good 
deal  of  blood,  and  was  somewhat  collapsed.  Her  temperature  was 
lOP  F.  on  admission,  but  soon  fell,  and  remained  normal  until  the 
sixth  day,  when  it  rose  to  100-2°  F.,  and  she  was  reported  to  have 
pus  in  her  urine.  \t  this  time  there  was  no  tenderness  over  the 
uterus,  but  she  complained  of  pain  in  the  region  of  the  right  kidney. 
She  was  so  stout  that  nothing  definite  could  be  made  out  by 
palpation.  She  stated  that  she  had  never  had  any  pain  in  the  kidney 
region  until  the  abortion. 

As  the  lochia  had  become  offensive  I  examined  her  carefully,  and 
discovered  a  small  sinus  to  the  right  and  behind  the  cervix.  On 
dilating  this,  a  few  ounces  of  very  foetid  pus  came  a#fey.  The  sinus 
led  upwards  and  backw^ards  towards  the  brim  of  the  pelvis.  It  was 
evident  there  was  an  abscess  cavity  above  the  brim  of  the  pelvis, 
but,  as  the  patient  was  now  in  a  very  precarious  condition.  I  did  not 
think  she  could  stand  a  serious  operation.  The  sinus  was  washed  out, 
and  a  strip  of  iodoform  gauze  inserted,  in  the  hopes  that  free  drainage 
would  occur. 

Next  day  she  was  very  ill  and  vomited  several  times.     Her  tempera- 
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ture  was  only  101"^  F.,  but  her  pulse  was  running.  There  was  some 
distention  of  the  abdomen.  The  gauze  was  removed  from  the  sinus 
and  a  vaginal  douche  given.  She  now  began  to  complain  of  pain  at 
the  base  of  the  left  lung,  and  evidence  of  pleuro -pneumonia  was  found. 
She  gradually  sank  and  died  next  day. 

At  the  ptMit-murtem  examination  evidence  was  found  of  recent  and 
old  peritonitis,  especially  at  the  right  side  of  the  abdomen,  and  them 
was  a  considerable  amount  of  pus  free  in  the  lower  part.  On  drawing 
the  bowels  up,  a  large  retro -peritoneal  abscess  was  toimd.  The  niain 
cavity  lay  behind  the  right  kidney,  but  only  the  upper  end  of  the 
kidney  had  been  in  contact  with  it.  The  kidney  was  healthy.  The 
pus  had  made  its  way  down  retro-peritoneally,  behind  the  c«cum 
and  over  the  brim  of  the  pelvis  near  the  ureter,  and  then  into  the 
vagina  by  the  side  of  the  cerv^ix.  The  caecum  and  appendix  were 
healthy.  Pus  had  also  burrowed  up  behind  the  liver  and  through  the 
diaphragm.  The  exact  point  of  ruptuje  into  the  peritoneal  cavity 
could  not  be  ascertained.  There  was  a  large  mass  of  old  curdy  pud 
in  the  main  cavity.  The  abscess  had  evidently  been  an  old  tuber* 
cular  one,  but  it  was  not  connected  in  any  way  with  diseased  bone. 
There  was  nothing  to  point  to  what  had  caused  it. 

The  interior  of  the  uterus  was  perfectly  healthy. 

As  already  stated,  the  patient  had  assured  us  that  she  had  never 
had  any  pain  in  the  region  of  the  kidney  previous  to  the  abortion,  and 
her  husband  afterwards  told  us  he  had  never  known  her  to  complaiji 
of  any,  Another  remarkable  feature  was  the  well-nourished  condi- 
tion of  her  body.  The  abdominal  wall  had  about  an  inch  and  a  batf 
oi  fat  on  it. 

From  the  appearance  of  the  parts,  the  abscess  must  have  been  tbert 
a  long  time.     The  abortion  had  probably  lighted  up  th«>  action  and 
caused  it  to  burrow  in  different  dii'ections.    I  cannot  say  when  it  burit  _ 
into  the  peritoneal  cavity,  as  there  was  no  sudden  rise  of  temperatufe  ■ 
pointing  to  this,  but  I  think  it  burst  through  the  diaphragm  the  day 
before  she  died. 

If  this  abscess  had  been  discovered  in  time  and  promptly  openBd 
from  behind,  the  patient  might  have  been  saved.  I  hazarded  tli» 
opinion  that  there  was  an  abscess  behind  her  kidney  when  she  com- 
plained of  pain  in  that  region ;  but  as  it  was  impossible  to  palpate 
it,  and  as  at  that  time  there  was  nothing  in  her  condition  to  justify 
an  exploratory  incision,  I  did  not  make  one.  When  the  sinus  ojiened 
into  the  vagina  the  patient  was  so  ill  that  I  did  not  think  she  could 
stand  an  operation.     As  it  had  probably  burst  into  the  peritoneal 
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cavity  at  the  sarae  time,  I  do  not  think  any  good  could  have  resulted 
then  trom  opening  it  from  behind. 

Case  \l\.--An  Old  Re/rO'Cceccd  Abscess— Fafal.— Mrs.  C,  aged 
thirty-four,  *5-para,  was  admitted  to  the  Glasgow  Maternity  Hospital 
on  account  of  having  had  repeated  hfeniorrhages  for  eleven  days. 
She  said  that  she  had  menstruated  slightly  about  a  month  before, 
and  previous  to  that  had  been  quite  regular*  For  the  last  month  she 
had  noticed  that  she  was  rapidly  getting  stouter.  The  bleeding  of 
which  she  complained  had  occurred  at  night  when  she  w^as  in  bed. 
The  first  attack  had  lasted  for  nine  hours,  and  had  been  severe. 

She  was  weak  and  anemic.  On  palpating  the  abdomen  a  central 
abdominal  tumour  was  felt  extending  upwards  for  7|  inches  above 
the  pubes.  It  was  I4  inches  across  in  its  widest  portion.  The  tumour 
was  soft  and  elastic,  and  did  not  contract.  No  ftetal  parts  could  be 
made  out,  nor  could  a  loetal  heart  be  heard,  but  there  was  a  distinct 
uterine  souffle.  A  vaginal  examination  revealed  that  the  cervix  was 
soft,  and  that  the  tumouj*  was  evidently  the  enlarged  uterus.  At 
the  junction  of  the  cervix  and  body  of  the  uterus  a  distinct  groove 
could  be  felt.  At  the  time  we  could  not  understand  what  this  meant, 
but  the  subsequent  post-mortem  examination  showed  that  it  had 
been  the  track  of  the  sinus  felt  through  the  mucous  membrane  of  the 
fornix. 

The  tUagnosis  presented  considerable  difficulty.  She  was  evidently 
pregnant,  but,  according  to  her  menstrual  history,  she  had  only 
missed  one  period,  although  the  one  before  that  had  been  ver>'  scanty, 
80  that  at  the  most  she  could  not  be  more  than  two  months  gone, 
unless  she  had  been  menstruating  regularly  w^hile  pregnant.  From 
the  size  of  the  uterus  she  ou^ht  to  have  been  nearly  seven  months 
pregnant.  I  was  inclined  to  think  I  had  to  deal  with  a  hydatid  mole, 
but  could  get  no  iiidication  of  any  vesicles  having  been  passed. 

8he  was  given  small  doses  of  ergot,  Btrychnine,  and  iron,  and  kept 
xmder  ob9er\"ation.  On  the  fourth  day  after  admission  there  was  a 
slight  discharge  of  blood,  and  I  then  determined  to  dilate  the  cervix 
and  explore  the  uterus.  On  passing  the  finger  into  the  uterine  cavity 
I  found  the  lower  part  full  of  black  clot,  but  I  could  not  reach  an 
o\Tmi.  As  the  cervix  was  rigid,  a  Barnes'  bag  was  inserted  and  left 
in  for  some  hours.  Dilatation  was  then  completed,  and  the  ovum 
found  in  the  upper  part  of  the  ca\4ty  attached  to  the  fundus.  A  four 
and  a  half  months  foetus  was  removed,  and  the  placenta  and  mem- 
branes cleared  out.  The  placenta  showed  no  evidence  of  hccmorrhage. 
The  uterus  was  washed  out,  and  it  contracted  welL    The  anterior 
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wall  of  the  cervical  canal  waa  found  to  have  been  lacerated,  but  fi 
the  tear  did  not  extend  into  the  vagina,  and  there  was  no  bleeding, 
it  was  not  specially  treated. 

The  patient  did  not  seem  to  suffer  from  shock,  and  her  pulse  WEft 
no  weaker  than  it  had  been.  Her  temperature  was  100^  F-  at  the 
time  of  delivery. 

She  did  very  well  for  two  days,  and  then  vomiting  commenced. 
Her  temperature  never  rose  above  102"  F.,  but  she  gradually  grew 
weaker  and  died  four  days  after  delivery.  There  never  was  any  dis- 
tention of  the  abdomen,  nor  were  there  any  indications  pointing  to 
septicaemia. 

The  post-mortem  examination  revealed  that  there  bad  been  old 
peritonitis.  The  caput  cepcum  was  bound  down  by  old  adhesions, 
anti  on  Ireeing  it  and  dramng  it  up,  a  large  old  abscess  cavity  w*a« 
found.  The  vermiform  appendix  was  quite  free.  The  ca\nty  was 
empty.  It  extended  up  as  high  as  the  crest  of  the  ilium,  downwanis 
and  inwards  over  the  right  side  of  the  bladder,  by  means  of  several 
sinuses.  Purulent  in&ltration  of  the  cellular  tissue  extended  down 
as  far  as  Poupart's  ligament  and  round  the  right  side  of  the  pelvis. 
On  removing  the  pelvic  contents,  and  opening  up  the  uterus  and 
cervix,  the  tear  in  the  anterior  wall  of  the  cervix  was  found  to  lead 
into  the  sinus.  The  sinus  had  extended  down  the  cervLx,  and  opened 
just  within  the  external  os  by  a  very  small  opening.  It  also  appe.&red 
to  have  opened  into  the  upper  part  of  the  cer\"ical  canal.  The  internal 
surface  of  the  uterus  waa  covered  with  a  grayish  purulent  exudation. 
No  bacteria  were  found  in  the  blood  of  the  jugular  vein  on  micro^opic 
examination. 

The  cause  of  death  seemed  to  have  been  exhaustion,  as  there  wm$ 
no  evidence  of  septicEemia.  Strictly  speaking,  this  case  should  do! 
be  classed  as  one  of  septic}emia,  but  the  presence  of  the  old  a^>sceaa 
makes  it  so  similar  to  the  last  one  that  1  have  coupled  the  hrn 
together. 

The  discovery  of  the  abscess  was  a  complete  surprise  to  me»  a» 
nothing  in  the  patient's  history  had  pointed  to  \U  presence.  No  pii§ 
had  been  discharged  during  her  stay  in  hospital,  neither  did  she  tell 
us  of  ever  having  had  any  discharge  except  of  profuse  '*  whites '"  mx 
months  after  her  third  confinement,  when  she  had  suffered  from 
'*  inflaomiation  of  the  womb/'  but  that  was  years  before.  One  can 
hardly  imagine  that  the  abscess  could  have  formed  then,  as  her  fourth 
and  fifth  confinements  had  Ijeen  (juite  normal.  It  is  curious  that  so 
large  an  abscess  could  have  discharged   itself  without  the  patientU 
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knowledge.  The  opening  was  very  small,  and,  as  it  was  within  the 
external  os,  the  pus  would  tend  to  ooze  away  slowly.  The  position 
of  the  opening  accounts  for  our  not  seeing  it  when  the  cervix  was  being 
dilated.  The  reason  why  the  anterior  wall  of  the  cervix  had  torn 
was  made  piabi  at  the  post-mortem  examination.  The  thin  partition 
between  the  cervical  canal  and  the  sinus  had  given  way. 

A  careful  cxaniLnation  ol  the  tear  would  have  led  to  the  discovery 
of  the  sinus  dming  life,  but  nothing  would  have  been  gained,  as  no 
operation  would  have  been  of  any  avail. 

The  reason  why  no  haemorrhage  occurred  during  the  day,  while 
the  patient  was  up,  was,  I  think,  due  to  the  fact  that  the  sinus  so 
weakened  the  cervical  wall  at  its  upper  part  that  the  weight  of  the 
uterus  caused  an  acute  bend  at  the  junction  of  the  body  and  cer\^x, 
and  thus  closed  the  cervical  canal.* 

I  have  seen  two  other  cases  of  old  pelvic  abscesses  in  the  hospital, 
in  the  practice  of  colleagiics,  within  recent  years.  The  condition, 
therefore,  cannot  be  termed  exceedingly  rare.  In  two  of  these  four 
cases  there  was  absolutely  no  evidence  of  the  presence  of  an  abscess, 
and  in  none  of  the  cases  was  there  any  history  obtained  pointing  to 
such  a  serious  complication. 

Case  IV. — An  Old  Double  Pyo-salpinx— Fatal, — Mrs.  McN.,  aged 
twenty,  2-para,  was  delivered  by  forceps,  as  the  second  stage  was 
somewhat  prolonged.  The  first  and  second  stages  of  labour  had 
lasted  twenty-fouj  hours.  The  perineum  was  partially  torn,  and 
required  three  sutures.     The  child  was  alive,  and  weighed  7 J  pounds. 

The  patient  show^ed  an  unusual  amount  of  pigmentation  of  the 
face.  A  number  of  copper* coloured  scars  were  noticed  about  the 
buttocks,  and  she  gave  a  histor\"  of  having  had  ulcers  two  years 
before.     Syphilis  was  strongly  suspected. 

On  the  third  day  of  the  puerperium  the  temperature,  which  had 
until  then  been  normal,  rose  to  101°  F.,  and  the  pulse  to  130.  On 
the  fourth  day  tlie  temperature  rose  to  102^  F,  Ao  intra-uterine 
douche  was  given,  but  everything  seemed  perfectly  sweet.  Quinine 
was  given,  and  the  temperature  fell  to  lOO"^  F.  next  morning,  but  rose 
to  102^  F.  in  the  evening.  Another  douche  was  given,  but  the  uterus 
seemed  perfectly  healthy.  The  abdomen  was  now  distended  and 
painful,  and  as  there  had  been  persistent  diarrhoea  for  three  days  we 

♦  Cases  of  concenled  accidental  hicmorrhftge  in  the  early  months  of  pref^nancy 
are  rare,  but  1  have  seen  ihret*  others.  In  all  of  them  the  uterus  was  fully 
double  the  rizb  it  ought  to  have  been.  In  one  only  wm  there  a  history  of  an 
injury*     J  was  able  to  definitely  diagnoBe  the  last  two  before  exploring  the  uterus. 
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suspected  enteric  fever.  There  were  no  rose  spots,  enlargenient  M 
the  spleen,  or  epistaxis.  The  blood  gave  a  doubtful  Widal  reaction, 
A  second  specimen,  taken  two  days  later,  gave  a  decided  negative 
reaction.  The  severe  diarrhcca  persisted.  The  temperature  varied 
between  KXf  F.  and  WM'  F.,  and  the  pulse  from  100  to  i;30.  Tin 
pulse  grew  gradually  weaker  in  spite  of  free  stimulation,  and  th< 
patient  died  on  the  ninth  day  of  the  puerperium.  Just  before  death! 
the  temperature  rose  to  104'  F. 

The  cause  of  death  had  evidently  been  septic  peritonitis,     I  fell 
pretty  conBdent  that  the  source  of  iniection  would  not  be  found  i: 
the   vagina   or   uterus.     The   lochia   had   remained   sweet,    and    lb< 
perineum  had  healed.      No  pelvic  swelling  could  be  made  out  per 
vaginnnK   and  the  distention  of  the   abdomen   prevented   one    from 
making  out  anv'thing  bimanual ly.     By  means  of  the  pust-mor 
examination,  I  was  enabled  to  verify  my  opinion, 

The  abdomen  was  much  distended  and  somewhat  discoloured, 
opening  it  a  quantity  of  thick,   opaque,  sanguineous  fluid  esca; 
carrying  numerous  flakes  of  curdy  pus  with  it.    This  came  from  thi 
lower  part  of  the  abdomen,  chiefly  from  the  right  side.     A  consideralil 
amount  was  removed  and  the  parts  were  examined-     The  appendi: 
was  found  fairly  healthy,  save  for  some  old  adhesions ;  the  bowel 
generally  were  distended,  injected,  and  slightly  glued  together.     T 
right  Fallopian  tube  was  swollen,  injected,  and  a  quantity  of  purulenl 
necrotic  material  was  found  at  the  ostium.    The  ovary  was  soft  and 
gelatinous,  and  came  away  easily  ;  it  seemed  to  Iiave  formed  tie 
posterior  wall  of  a  large  pyo-salpinx.     The  left  tube  and  ovary  were 
in  exactly  the  same  state.     The  interior  of  the  uterus  was  perfectly] 
healthy  in  appearance. 

There  is  no  doubt  that  this  was  a  case  of  old  double  pyo-salpini. 
The  abscesses  were  certainly  not  of  recent  origin.  If  they  were  botli 
present  before  impregnation,  the  question  is  how  did  the  ovum  find 
its  way  into  the  uterus.  The  ovaries  were  so  destroyed  that  it  was 
impossible  to  decide  from  which  the  ovum  had  come.  The  tube  of  ■ 
that  ovary,  at  least,  must  have  been  free  of  pus  to  allow  of  the  o%Tiin 
passing. 

If  we  had  been  able  to  exclude  enteric  fever  when  the  serum  w»s 
first  examined,  I  would  have  opened  the  abdomen,  and  might 
have  saved  the  patient,  but  by  the  time  a  decided  negative 
reaction  was  got  the  patient  was  moribund. 

A  short  time  previous  I  had  seen  an  almost  identical  case  in 
Bultation  in  the  countr5%    The  child  had  been  bom  before  the  do 
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arrival,  and  there  had  been  no  vagina!  examination.  Profuse  diarrhcea 
set  in,  with  a  rise  of  temperature.  There  was  no  palpable  tumour, 
but  there  was  some  tenderness  at  the  side  of  the  uterus.  I  at  once 
suggested  to  the  doctor  that  1  thought  the  source  of  infection  was 
from  the  tube,  and  he  then  told  me  that  he  had  treated  the  husband 
for  gonorrhoE-a  two  years  before.  The  Widal  reaction  was  negative. 
She  improved  for  a  little,  but  died  about  ten  days  later.  If  she  had 
been  in  a  place  where  an  operation  was  feasible  I  would  have  opened 
the  abdomen.  There  was  no  post-mortem  examination,  but  in  the 
light  of  the  second  case  I  am  firnily  convinced  that  my  diagnosis  was 
correct. 

C.4SE  Y.—A  Case  of  Gonorrka'ol  Rkeumatmn—FataL^UxB.  C, 
aged  thirty-one,  l*para,  eight  months  pregnant.  For  the  past  three 
years  this  patient  had  suffered  from  extreme  nerv^ousness  and  occa- 
sional attacks  of  pHit  nitil,  following  on  the  sudden  death  of  her  two 
children  from  malignant  measles.  Her  third  confinement  had  been 
quite  normal.  During  the  present  pregnancy  she  had  suffered  a 
good  deal  from  nervousness,  but  her  health  had  otherwise  been  fairly 
good. 

On  June  23  she  was  going  about  as  usual,  until  about  10  p.m., 
when  she  was  seized  with  severe  pain  in  the  right  knee  and  heel  when 
going  upstairs.  When  I  saw  her  at  11.30  p.m.  she  was  screaming 
with  the  pain.  There  was  no  swelling  of  the  parts,  but  a  point  to 
the  inner  and  outer  side  of  the  knee  was  excessively  tender.  Her 
pulse  was  120,  and  temperature  9Sf  F.  She  was  given  J  grain  morphia 
hypodermically,  and  15  grains  sodium  salicyl  every  four  hours,  and 
hot  fomentations  were  apphed.  Anodyne  applications  and  blisters 
to  the  knee  were  tried  afterwards,  but  large  doses  of  morpliia  alone 
relieved  the  pain. 

On  the  eighth  day  after  the  seizure  labour  came  on.  By  this  time 
there  was  some  swelling  of  the  knee,  but  nothing  marked.  As  yet 
her  temperature  had  never  risen  above  100°  F.  I  delivered  her  with 
forceps  of  a  live  female  child,  and  while  she  was  under  chloroform  I 
punctured  the  knee-joint  with  a  hypodermic,  and  got  a  little  sero- 
pus  from  the  inner  side.  A  few  hours  later  I  opened  the  joint  freely 
and  collected  some  of  the  fluid  in  sterilized  tubes.  There  was  very 
little  pus  in  the  fluid,  A  large  drainage-tube  was  passed  through  the 
joint.  In  the  evening  her  temperature  rose  to  nearly  104*^  F.,  and 
her  pulse  to  140. 

On  the  third  day  after  deliver}'  a  punctate  rash  developed  over 
both  wrists,  and  she  began  to  complain  of  severe  pain  in  the  right 
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one.  She  had  now  become  quite  maniacal,  and  for  twenty-four 
hours  was  kept  in  bed  with  difficulty.  There  was  no  distention  of  the 
abdomen  nor  pain  over  the  uterus,  and  the  lochia  remained  sweet. 
The  temperature  fell  to  normal  on  the  fourth  day,  but  soon  rose 
again.  The  patient  died  on  the  sixth  day  after  delivery.  She  had 
been  treated  with  large  doses  of  quinine  and  morphia  twice  a  day, 
but  nothing  seemed  to  do  her  any  good. 

At  firat  I  was  inclined  to  look  upon  the  case  as  one  of  hysteria, 
knowing  the  nervous  state  of  the  patient,  but  I  ver>^  soon  came  to 
the  conclusion  that  I  had  to  deal  with  rheumatism  of  a  gonorrhoea! 
origin,  and  this  diagnosis  was  confirmed,  as  the  cliild  developed  typical 
ophthalmia  in  one  eye  on  the  third  day  of  its  life.  Pus  from  the  eye 
showed  diplococci,  evidently  gonococci.  An  examination  of  the  fluid 
from  the  knee-joint  revealed  staphylococci,  but  no  atrepto-  or  gono- 
cocci. Undoubtedly  there  was  mixed  infection  in  this  case.  The 
child  survived,  and  it  atter^vards  developed  congenital  syphilis,  so 
that  the  infection  was  a  very  mixed  one.  This  patient  had  never 
shown  any  indications  of  venereal  disease,  and  all  her  former  children 
had  been  quite  irce  from  any  taint,  so  she  must  have  been  infected 
subsequently  to  her  third  confinement. 

Case  VL — Erysipelas  of  Face  and  Ptierperal  Septicctmia — J 
cavery.—l  was  asked  by  a  sanitary  officer  to  see  a  priniipara, 
thirty-three,  suffering  from  erj^sipelas  of  the  face,  in  order  to  decide 
whether  or  not  she  should  be  removed  to  the  erysipelas  wrfrda  of  the 
fever  hospital.  I  found  that  she  was  in  labour.  The  os  was  the 
size  of  a  florin  and  the  membranes  were  ruptured.  The  pelvis  waa 
contracted  (flat  rickety),  with  a  diagonal  conjugate  of  barely  4  inches, 
I  did  not  consider  it  ad\isable  to  remove  her  to  an  erysipelas 
ward. 

When  the  os  was  dilated  more  fully  some  hours  later,  she  wasj 
delivered  with  forceps  with  difficulty.  The  cliild  could  not  be  resua*' 
citated.  The  perineum  was  slightly  torn,  and  required  two  stitches. 
Next  day  she  was  very  well,  with  a  normal  temperature,  and  pulse 
of  112.  The  face  was  still  much  swollen.  On  the  third  day  of  the 
puerperium  the  temperature  rose  to  101^  F.,  and  the  pulse  to  120. 
The  uterus  was  douched  out  with  corrosive  sublimate.  The  lochiaj 
had  now  become  foul,  the  abdomen  was  becoming  distended,  an 
there  was  some  diarrhoea.  Next  day  she  was  worse,  so  I  notified  the 
case  as  one  of  puerperal  sepsis,  and  ordered  her  removal  to  the  lover 
hospital. 

Six  days  later  I  was  asked  to  see  the  woman  to  take  the  stitch 
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out  of  the  perineuni,  and  I  then  learned  that  she  had  relused  to  go 
to  the  fever  hospital.  I  found  that  she  had  had  profuse  diarrhoea 
aii  that  time,  and  it  was  still  present.  She  was  very  weak,  but  the 
abdominal  tenderneas  had  disappeared,  and  the  temperature  fallen 
to  nearly  normal.  She  had  had  no  treatment  but  copious  supplies 
of  whisky.  I  took  the  stitches  out  of  the  perineum,  and  found  it  had 
not  healed.  The  lochia  were  very  foetid.  The  erj^sipelas  had  dis- 
appeared frotn  the  face.  A  few  days  later  she  was  removed  to  the 
I  fever  hospital,  where  she  ultimately  recovered,  and  has  since  been 
delivered  of  another  child  in  the  Maternity  Hospital. 

That  she  recovered  has  always  seemed  to  me  a  marvel,  considering 
the  hi  thy  house  she  was  in,  and  that  she  lay  for  a  week  without  any 
treatment.     The  uterus  was  no  doubt  infected  by  the  erysipelas. 

In  this  connection  I  may  refer  t^  a  case  of  septicaemia,  where  the 
infection  was  conveyed  to  the  patient  by  a  nurse  who  had  just  come 
from  attending  a  case  which  had  erysipelas.  The  nurse  was  not  to 
blame,  as  she  was  unaware  of  her  first  patient  having  erysipelas.  The 
second  one  developed  violent  septictemia,  from  which  she  died  a  few 
days  later. 

I  need  hardly  say  that  if  one  is  unfortunate  enough  to  have  to  deal 
with  a  case  of  erj^sipelas  one  cannot  be  too  careful  in  sterilizing  one's 
hands,  etc.,  before  attending  a  confinement  case.  In  fact,  a  prac- 
titioner who  is  attending  much  erysipelas  should  not  do  midwifery. 

Case  VII. — Ante-partum  Septicwmia.— It  is  seldom  one  sees  a  case 
of  acute  septicaemia  before  deliver>%  where  the  infection  has  probably 
been  conveyed  into  the  system  through  the  genital  canal.  The 
following  case,  I  believe,  was  of  this  nature  : 

J.  8.,  aged  twenty-two,  1-para,  was  brought  into  the  hospital 
moribund.  She  had  been  in  labour  ior  five  days  under  the  care  of 
an  old  woman,  who  had  not  seen  anything  in  the  condition  of  the 
patient  to  alarm  her.  A  neighbour,  however,  had  insisted  on  calling 
in  a  doctor,  who  at  once  ordered  the  removal  of  the  patient  to  the 
Maternity  Hospital. 

On  admission  the  patient  was  cold  and  pulseless,  but  her  mind  was 
quite  clear.  Her  lips  and  tongue  were  black,  and  there  were  livid 
patches  on  her  face  and  body.  There  was  a  horrible  cadaveric  odour 
from  her.  On  placing  the  hand  on  the  abdomen  distinct  friction 
could  be  felt.  The  vagina  was  in  a  frightfully  septic  condition,  and 
the  stench  from  it,  especially  during  and  after  delivery,  was  over- 
powering. The  pehds  was  slightly  contracted.  The  head  was  per- 
forated and  delivery  easily  effected.     The  foetus  was  putrid.     There 
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was  no  bleeding,  but  the  uterus  remained  quite  uncontFacted.  On 
passing  my  hand  in  I  found  the  placenta  was  adherent.  The  uterus 
felt  like  a  collapsed  football.  As  I  peeled  the  placenta  off,  the  uterus 
tended  to  invert*  There  was  no  bleeding.  A  large  saline  injection 
was  given  under  the  patient's  breast  and  hypodermics  ot  strychnine, 
but  she  died  in  a  few  miiiutes.  We  did  not  get  a  post-mortem  examina* 
tion,  as  we  were  only  too  glad  to  get  the  body  out  of  the  hospital  as 
quickly  as  possible. 

The  dirty  fingers  of  the  okl  woman  had,  I  think,  infected  the  patient 
some  days  previous  to  admission. 

Case  VIII. — Septic  PeriloniHs  aruinr^  from  an  Old  Ulcer  of  (he 
Stomach  and  a  Sub-hejmtic  Abscess. — Mrs.  McA.,  aged  twent\'-mne 
years,  5-para,  was  admitted  to  the  Glasgow  Maternity  Hospital  oa 
May  27,  1903,  Her  previous  obstetric  history  was  a  rather  striking 
one*  In  Februar}%  1890,  she  was  brought  to  the  hospital  by  her 
medical  attendant  after  he  had  failed  to  deliver  her  of  her  first  child. 
Her  pelvis  was  found  to  be  of  the  flat,  rickety  tj'pe,  with  a  true  con- 
jugate of  l}l  inches.  Dr.  Black  delivered  her  with  forceps.  The 
child  was  dead.  Her  puerperium  was  febrile,  and  she  had  a  good 
deal  of  albumin  in  her  urine.  In  1900  she  was  again  in  hospital,  under 
my  care,  and  had  a  spontaneous,  premature  labour  at  the  seventh 
month.  The  child  lived  ten  days.  In  1901  she  was  delivered  at 
home  at  full  time.  The  child  was  bom  by  the  breech,  and  was  dead* 
In  1902  she  was  again  delivered  at  home  prematurely.  The  labour 
was  spontaneous,  and  the  child  came  by  the  breech,  but  was  de^d* 
Early  in  the  present  pregnancy  (her  fifth)  she  wished  to  engage  me 
to  induce  labour  for  her  at  her  own  home,  but  I  advised  her  to  wait 
to  full  time  and  come  into  hospital  and  have  symphysiotomy  done. 
When  she  was  about  eight  months  pregnant  she  came  to  hospital  in 
labour,  and  was  at  once  admitted.  The  presentation  was  a  footling 
one.  The  dehvery  was  easy,  as  the  after-coming  head  was  easily 
pushed  through  the  pelvis  by  supra-pubic  pressure*  The  child,  a 
male,  was  ahve,  and  weighed  o  pounds. 

The  patient  was  very  well  for  two  days,  but  on  the  morning  of  the 
third  day  her  temperature  rose  to  101-2'^  F.,  and  her  pulse  to  120. 
Next  day  it  rose  to  lO-iB^'  F,,  and  her  pulse  to  136.  On  the  morning 
of  the  fifth  day  it  fell  to  99^  F.,  and  her  pulse  to  112,  but  in  the  evening 
it  again  rose  to  103-6'"  F.,  but  came  down  to  99.8'^  F.  on  the  sixth  day* 
some  hours  before  she  died.  When  her  temperature  rose  she  began 
to  complain  of  pain,  chiefly  in  the  upper  zone  of  the  abdomen.  The 
utenxa  was  large,  but  not  tender  to  pressure,  and  the  lochia  were 
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sweet .  There  was  some  distention,  and  on  palpating  the  abdomen 
she  complained  of  pain  in  the  upper  region.  On  the  fourth  day  she 
was  sick,  and  vomited  a  good  deal,  but  there  was  nothing  in  the 
vomited  material  characteristic  of  a  gastric  ulcer.  Her  urine  con- 
tained a  few  pu8  corpuscles,  but  was  otherwise  nonnaL  I  gave  her 
an  intra-uterine  douche,  but  nothing  was  washed  out  of  the  uterus. 
Curiously  enough,  the  temperature  fell  steadily  for  twelve  hours  after 
the  douching,  until  it  reached  \W'  F.  The  distention  and  tenderness 
of  the  abdomen  also  lessened,  and  the  patient  seemed  much  better 
Early  on  the  sixth  day  she  became  very  restless  and  delirious,  and  in 
a  short  time  quite  nmniacal,  and  could  only  be  quieted  by  J  grain 
of  morphia  hypodermically:     She  died  in  the  afternoon. 

The  following  is  Dr.  Carstairs  Douglas's  report  of  the  post-mortera 
examination  : 

'"  Tkor ax. ^-Mndi  encroached  upon  by  the  liver,  which  had  pushed 
the  diaphragm  up  to  rather  above  the  fourth  rib.  Neither  pleural 
sacs  contained  any  fluid  ;  both  lungs  were  slightly  oedematous  and 
showed  a  little  passive  engorgement ;  no  consolidation  in  either ; 
both  were  emphysematous  along  the  outer  margins  and  at  the  apices. 
The  heart  appeared  to  be  healthy, 

*'  ^ferfomen.— Immediately  on  opening  the  abdomen  a  large  quantity 
of  sanious  fluid  welled  up  from  xinder  and  behind  the  liver,  carrying 
with  it  thick,  curdy  flakes  of  pus.  Examination  showed  a  purulent 
exudation  above  and  over  the  liver,  and  extending  down  the  colon 
as  far  as  the  pelvis  ;  the  colon  (ascending  and  transverse)  showed 
much  hyperaBUiia  and  inflammator)^  mottling,  and  the  same  was 
noticed  on  the  peritoneum  over  the  stomach.  This  was  apparently 
recent.  The  upper  surface  showed  some  adhesions  to  the  diaphragm* 
and  below  it,  close  to  the  transverse  fissure,  were  adhesions  between 
the  liver  and  the  stomach,  enclosing  an  abscess  cavity,  from  which 
thick,  curdy  pus  welled  out.  The  stomach  wall  here  was  very  thin 
and  gelatinous,  and  there  was  a  communication  with,  the  cavity. 
IntemaUy  the  stomach  wall  was  markedly  hypenemic  at  the  point 
of  adhesion  and  around. 

""  The  kidneys  and  spleen  were  healthy.  There  were  signs  of  peri- 
tonitis over  the  coils  of  small  bowels.  The  appendix  was  healthy* 
The  right  ovary  was  cystic,  and  the  uterus  healthy. 

'*  It  would  appear  that  there  had  been  adhesions  between  the  liver 
and  the  lower  curvature  of  the  stomach,  near  the  pylonua,  and  the 
perforation  that  eventually  took  place  had  led  to  the  formation  of  a 
sub-hepatic  abscess,  but  not  to  general  peritonitis-     The  strain  of 
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delivery  probably  ruptured  the  adhesions,  and  set  up  a  more  wide- 
spread purulent  peritonitis," 

The  strain  of  labour  probably  ruptured  some  of  the  adhesions,  but 
I  do  not  think  the  abscess  cavity  was  then  opened  into,  as  the  patient's 
pulse  and  temperature  remained  normal  for  two  days  after  delivery. 
If  the  pus  had  got  into  the  peritoneal  cavity  at  the  time  of  delivery 
there  would  have  been  indications  of  this  almost  immediately.  I  am 
inclined  to  think  that  the  lessening  of  the  inter- abdominal  pressure 
by  the  emptying  of  the  uterus  allowed  of  the  pus  burrowing  its 
way  out  in  a  couple  of  days.  If  any  of  the  adhesions  had  broken 
down  J  the  process  woidd  have  been  assisted.  This,  however,  is  of 
small  consequence* 

On  subsequently  questioning  the  husband,  we  learned  that  for  a 
year  or  two  back  the  patient  had  had  pains  in  the  epigastrium  after 
taking  food,  and  had  vomited  at  times.  Towards  the  end  of  the 
present  pregnancy  these  syniptonia  had  become  worse,  and  the  patient 
had  occasionally  vomited  blood,  but  never  any  quantity.  Her  vomit 
in  the  hospital  never  contained  any  blood.  Even  with  this  informa- 
tion I  do  not  think  I  could  have  diagnosed  the  condition,  and  if  I 
had,  an  operation  would  have  done  no  good. 

The  case  is  an  extremely  interesting  one,  and  bears  out  the  im- 
portance of  having  a  post-mortem  examination.  It  also  shows  that 
an  obstetrician  must  never  forget  that  there  are  many  other  organs  in 
the  body  besides  the  uterus,  and  that  he  must  not  concentrate  his 
attention  upon  it  alone  when  anything  goes  wrong  with  his  patient. 
I  was  quite  convinced  that  the  interior  of  the  uterus  was  healthy, 
but  I  could  not  make  out  the  source  of  infection. 

Tetanus, — This  is  a  very  rare  complication  of  the  puerperium, 
and,  when  it  does  occur,  it  is  likely  to  be  fat-al.  The  disease  is  due  to 
infection  from  the  tetanus  bacillus,  which  may  gain  entrance  to  the 
system  through  the  birth-canal  in  dust-laden  air,  or  more  probably 
through  the  medium  of  unclean  fingers  or  instnmients*  The  infection 
may  also  gain  entrance  through  a  wound  in  any  part,  of  the  body. 

The  symptoms  are  exactly  tlte  same  as  in  an  ordinarj^  caso  of 
tetanus.  They  may  begin  to  manifest  themselves  any  time  during  the 
imerijerium,  but  not  usually  later  than  the  second  week.  At  first 
there  may  be  merely  a  certain  amount  of  stiffness  about  the  jaws  and 
neck,  but  this  soon  becomes  more  marked,  and  the  other  miiscles 
oi  the  body  become  affected.  The  disease  may  run  its  course,  tisuAlly 
to  a  fatal  issue,  within  a  few  days,  but  it  may  last  much  longer.  The 
fever  may  be  high  throughout,  or  just  before  death,  but  in  some  cases 
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it  may  be  quite  moderate,  or  entirely  wanting.  In  some  cases  there 
is  a  mixed  infection,  and  then  the  fever  may  be  high,  irrespective  of 
the  tetanus. 

Diugiiosis. — Rigidity  of  the  jaws  and  retraction  of  the  head  are 
usually  the  earliest  indications.  When  the  trunk  muscles  are  affected 
the  condition  cannot  be  mistaken,  but  occasionallyj  in  the  early  stages, 
it  has  been  mistaken  for  hysteria. 

Prognosis. — It  is  exceedingly  dangerous.  About  IK)  per  cent,  of 
the  patients  die.  This  is  much  the  aame  as  in  surgical  cases,  so  the 
puerperal  coiiflition  does  not  seem  to  influence  one  way  or  the  other. 

Ttetitmenl. — The  uterus  and  vagina  should  be  very  thoroughly 
disinfected  with  perchloride  of  mercury  douches.  Ctdora!  and  bromide 
should  be  given  in  large  doses,  or  the  antitetanic  serum  used.  In  the 
only  case  which  I  have  seen  the  latter  was  used  freely,  but  it  seenial 
to  make  matters  worse.  Hirst  mentions  a  similar  experience.  The 
patient  should  be  very  freely  stimulated. 

Case.- -Mrs.  K.,  aged  twenty,  primipara.  Patient  had  been  in 
labour  for  twenty- four  hours,  under  the  care  of  a  midwife  and  a 
doctor.  The  latter  had  attempted  to  deliver  with  forceps  without 
CHCl.^.  On  examination,  the  abdomen  was  found  to  be  pendulous, 
the  bladder  somewhat  distended,  but  no  Bandrs  ring.  The  os  was 
dilated.  Patient  had  no  pains.  There  was  considerable  oedema  of 
the  vulva  and  bruising  of  the  vagina,  and  the  cervix  had  also  been 
torn.  The  conjugata  vera  was  made  out  to  be  '3|  inches.  As  no 
foetal  heart  sounds  could  be  heard,  craniotomy  was  done.  The  child, 
minus  the  brain,  weighed  8  pounds-  There  was  some  albumin  in  the 
urine.  Patient's  progress  was  at  first  very  satisfactory,  although  the 
temperature  was  somewhat  raised.  An  intra-uterine  douche  was 
given  on  several  occasions,  but  nothing  abnormal  came  from  the 
uterus.  But  seven  days  after  delivery  she  began  to  complain  of  stiff- 
ness in  the  muscles  of  the  jaw.  Next  morning  she  was  unable  t-o  open 
her  mouth,  and  she  made  great  complaint  of  pain  and  stiffness  in  the 
muscles  of  the  jaw  and  neck.  By  mid- day  the  head  was  retracted, 
and  both  eyebrows  raised.  She  was  unable  to  swallow.  8 he  com- 
plained  of  acute  pain  in  the  back  of  the  neck  and  stemo-mastoids. 
In  the  afternoon  she  was  worse,  restless  and  fretful,  and  the  head  was 
more  markedly  retracted. 

Seventy  c.c,  of  Pasteur's  antitetanic  serum  were  injected  into  the 
right  flank  in  two  separate  doses.  Patient  slept  thereafter,  with  shorts 
intervals  of  wakefulness,  and  complained  on  wakening  of  severe  pain 
in  the  back  of  the  neck. 
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At  1.15  a.m.  on  the  ninth  day  she  had  a  severe  respiratory  spasm, 
aflEecting  chiefly  the  muscles  of  the  larynx.  The  movements  of  respira- 
tion kept  up,  but  almost  no  air  entered  the  lungs.  She  recovered 
from  this  in  fifteen  minutes,  but  ten  minutes  later  had  another  spasm, 
so  severe  that  she  became  asphyxiated.  Movements  of  respiration 
ceased,  she  became  relaxed,  pupils  dilated,  and  the  pulse  was  almost 
imperceptible.  Artificial  respiration  was  performed  for  a  few  minutes, 
when  she  began  to  breathe  again  naturally.  She  had  numerous 
further  spasms,  which  were  relieved  by  chloroform  inhalations,  but 
she  became  gradually  more  and  more  exhausted,  the  head  becoming 
more  extremely  retracted.  She  died  cyanosed  at  1.10  p.m.  Respira- 
tions ceased  before  the  heart  stopped  beating.  She  had  in  all  twelve 
spasms,  which  latterly  afiected  the  muscles  of  the  back  as  far  as  the 
lumbar  region.  Throughout  the  attack  there  was  no  rigidity  of  the 
abdominal  muscles. 

No  post-mortem  examination  could  be  obtained. 

The  infection  had  undoubtedly  been  conveyed  to  this  patient 
before  her  admission  to  hospital.  She  had  a  partially  cicatrized  wound 
on  one  of  her  hands,  and  it  is  just  possible  that  this  was  the  seat  of 
infection.    The  serum  seemed  to  aggravate  her  condition. 
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COMPLICATIONS  OF  THE  TXlERFERim/L—Cwitinual 

fijieaies  of  the  Cdrdio-vaacular  System — ^Syncope — Shock — Embalisin — Cases — 
Phlebitiji — Phlegmasia  Alba  Dolens — Cases ^ — Mammary  Complications — 
Calactocelc — Complicationfl  of  tbe  Nervous  System  ^Paralysis — Eclampaia 
and  Chorea — Im^anity. 

Diseases  of  the  Cardio-vascular  System, 

The  subject  of  cardiac  disease  has  been  already  so  fully  treated  in 
dealing  with  pregnancy  and  labour  that  very  little  need  be  added. 
Cardiac  disease  seldom  arises  during  the  puerperiuin,  except  in  eon* 
nectioji  with  sepsis,  as  an  acute  pericarditis,  or  malignant  endocarditis, 
which  inevitably  tenninates  fatally.  In  the  majority  of  cases  of 
cardiac  disease,  if  the  patient  passes  safely  through  the  strain  ol 
labour,  she  will  recover^  but  death  may  occur  from  rardiac  failure 
within  a  few  hours  of  the  end  of  labour  (see  Case  VL,  p.  31^). 

S3^noop6* — This  is  common  after  severe  hapmorrhage,  but  it 
occasionally  arises  in  cases  where  there  has  been  no  hBE^morrhage,  and 
where  the  heart  is  apparently  healthy,  as  no  murmurs  can  be  detected. 
The  heart  is  probably  fatty  and  dilated,  especially  on  its  right  side. 
The  patient  suddeidy  collapses  after  delivery,  and  shows  all  the 
indications  of  severe  shock.  She  may  die  if  prompt  measures  are 
not  adopted  to  stimulate  her. 

The  two  following  cases  occurred  in  the  hospital  within  a  day  or 
two  of  each  other.  The  first,  an  unmarried  primipara,  was  delivered 
by  natural  elTorts  after  a  labour  of  a  few  hours.  The  placenta  and 
membranes  were  adherent,  and  were  removed  under  chloroform. 
There  was  no  post-partum  haemorrhage,  and  yet,  when  the  patient 
came  out  of  the  chloroform,  she  exhibited  such  profound  collapse  that 
she  looked  as  if  she  were  dying.  Her  pulse  became  almost  imper- 
ceptible. She  was  freely  stimulated  by  strychnine  h3^podermica!ly, 
and  whisky  by  the  mouth,  and  was  surrounded  with  hot- water  bottles. 
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For  several  daya  her  pulse  remained  very  rapid  and  feeble,  but  she 
made  a  good  recovery. 

In  the  second  case  there  was  a  alight  amount  of  post-partum  h^eraor- 
rhage,  but  not  sufficient  to  account  for  the  alarming  prostration  which 
came  on  after  an  easy  labour.  It  looked  as  if  there  had  been  an 
internal  hemorrhage  from  a  ruptured  varicose  vein  in  the  broad  liga- 
ment. The  patient  was  freely  stimidated  and  given  a  saline  injection, 
and  she  gradually  rallied,  but  the  pulae  was  very  feeble  for  some  time* 
A  careful  examination  failed  to  reveal  any  evidence  of  an  internal 
hflemorrhage,  either  into  the  peritoneal  cavity  or  the  broad  Hgament. 

SbOGk. — After  severe  or  prolonged  labours  there  is  generally 
a  considerable  amount  of  collapse  from  shock. 

This  should  be  treated  by  warmth  and  free  stimulation.     Strych- 
nine is  by  far  the  best  stimulant  in  these  cases,  and  it  should  be  given 
freely  hypodermically.     8ahne  infusions  of  one  or  more  pints  are  skla^K 
most  useful.  ^^H 

EmboliEin. — Embolism  of  the  lung  may  arise  any  time  during 
the  puerjjerium,  but  it  sometimes  happens  at  the  time  of  labour.  It 
is  liable  to  occur  in  cAses  of  thrombosis  of  the  veins  of  the  legs,  as  in 
phlegmasia  alba  dolens,  but  it  may  occur  in  a  case  where  the  puer- 
periutn  is  apparently  following  a  normal  course.  In  the  latter  instance 
the  clot  seems  to  come  from  one  of  the  uterine  sinuses,  or  from  one  of 
the  veins  in  the  broad  ligament.  In  my  Csesarian  section  cases  I 
have  always  been  struck  by  the  almost  invariable  varicosity  of  the 
veins  of  the  broad  ligament.  Clotting  must  often  occur  in  them,  and 
it  is  easy  to  understand  how  a  bit  of  one  of  these  clots  may  readily  be 
detached.  The  entrance  of  air  into  the  circulation  will  cause  much 
the  same  condition. 

Signs  and  St/mptoms, — The  patient,  who  may  have  been  feeling 
quite  well,  is  suddenly  seized  with  dyspnoea  and  a  feeling  of  impendi 
death  by  suffocation.  She  will  sit  up  in  bed  and  throw  the  cloth 
oflE  in  her  endeavours  to  gain  breath.  The  attack  will  probably  prove 
fatal  in  a  few  minutes,  before  anything  can  be  done  to  relieve  her. 
If  she  does  not  die  in  a  few  minutes  there  will  be  some  hope  of  sa\Tng 
her. 

TTealmenf. — If  a  patient  suffers  from  thrombosis  in  any  of  her  veins 
she  should  be  warned  to  keep  at  rest,  and  massaging  the  limbs  should 
not  be  allowed.  When  embolism  happens,  the  patient  should  at  once 
be  propped  up  in  bed  and  given  stimulant  as  freely  as  possible,  in  the 
form  of  sal  volatile,  whisky,  or  brandy.  If  oxygen  were  at  hand  it 
could  be  used,  and  would  probably  do  good.     If  the  patient  survi^ 


CO.\f PLICATIONS  OF  THE  PUERPERIUM 


449 


the  first  onset  she  should  be  kept  perfectly  quiet,  and  be  treated  with 
large  doses  of  carbonate  of  ammonia,  perhaps  combined  with  iodide 
later  on,  to  cause  absorption. 

Case  L — A  multipara,  with  a  very  rigid  cervLx,  began  to  show 
indications  of  exhaustion,  after  being  in  labour  for  a  considerable 
time.  The  membranes  had  ruptured  early.  Under  chloroforni,  I 
dilated  the  cervix  manually,  and  delivered  with  forceps*  There  was 
a  free  post-partum  hiBmorrbage,  which  was  checked  by  au  intra- 
uterine douche.  The  patient  began  to  complain  of  difficulty  of  breath- 
ing, and  said  she  felt  as  if  her  chest  was  encircled  by  an  iron  band. 
Her  pulse  became  very  rapid  and  weak,  and  I  thought  she  was  dying. 
8he  was  lying  on  her  left  side,  and  she  begged  me  to  turn  her  on  to 
her  right  side.  I  did  so,  and  as  her  head  touched  the  pillow  she  gave 
a  very  deep  inspiration,  and  said  at  once,  ''  I  am  all  right.''  Hh^ 
breathed  quite  naturally  after  that,  and  had  no  further  trouble.  I 
never  could  find  any  indication  of  an  infarction  in  the  lung  after- 
wards. This  may  not  have  been  a  case  of  embolism,  but  cbnically 
the  symptoms  were  identicaL  If  there  was  an  embolus,  I  do  not  know 
what  became  of  it  afterwards.  The  condition  may  possibly  have 
been  caused  by  the  entrance  of  air  into  the  circulation.  The  change 
in  her  condition  was  very  marvellous  and  sudden.  The  gasping, 
struggling  breathing  ended  in  one  long  inspiration  and  feeling  of 
instantaneous  relief. 

Case  IL — A  multipara,  delivered  in  connection  with  the  outdoor 
department  of  the  Maternity  Hospital,  suffered  from  phlebitis  in  one 
of  her  legs.  There  was  no  phlegmasia,  but  there  was  slight  throm- 
bosis. She  was  ordered  to  keep  her  bed,  and  did  so.  On  the  twenty- 
second  day  of  the  puerperium,  while  lying  in  bed,  she  suddenly  sat  up, 
threw  the  clothes  off,  gasped  for  breath,  and  died  in  a  few  minutes. 
By  the  time  I  reached  the  house  she  was  dead.  A  piece  of  clot  had 
undoubtedly  separated  and  passed  on  into  the  lung.  She  was  lying 
in  bed  at  the  time,  but  had  very  probably  been  moving  her  legs,  and 
thus  caused  the  separation  of  the  clot. 

Case  IIL^Mrs.D.,  6-para,  aged  thirty-three,  was  admitted  to  the 
<flasgow  Maternity  Hospital  on  November  24,  1900,  complaining  of 
frequent  and  profuse  flooding.  8he  had  had  an  abortion  about  four 
months  before.  She  was  again  about  two  months  pregnant,  and  had 
lately  had  profuse  bleedings.  She  was  very  nervous,  and  evidently 
suffering  from  alcoholism.  The  uterus  was  enlarged,  but  the  os  was 
undilated.  There  was  very  little  bleeding.  The  vagina  was  well 
douched  and  plugged.    The  plugging  was  repeated  next  day.     After 

29 


450 


CLINICAL  OBSTETRICS 


the  aecond  plug  waa  removed,  she  was  given  chloroform  in  order  to 
clear  out  the  uterus.  Hegar's  dilators  were  used,  as  the  os  was  only 
partly  dilated.  Before  the  uterus  could  be  cleared  with  the  flushing 
curette,  she  stopped  breathing,  and  artificial  respiration  had  to  be  j>er* 
formed  for  some  time.  The  operation  was  discontinued,  and  as  there 
was  much  oozing  from  the  uterus,  the  cavity  was  plugged  with 
iodoform  gauze.  She  was  freely  stimulated  by  enemata  ;  and  hypo- 
dermic injections  of  ether  and  str}^chniue,  and  a  large  saline  injection 
were  given.  Next  day  1^  pints  of  saline  infaision  were  given  into  the 
abdominal  wall,  as  she  was  very  weak,  and  her  urine  was  scanty. 

As  she  was  so  weak,  no  attempt  was  made  to  clear  out  the  uterus. 
The  o\Tim  came  awav  on  the  29th,  but  there  was  still  some  decidua 
left. 

On  the  30th,  about  3.15  aju,,  she  awoke  in  a  very  breathless  con- 
dition, and  rlied  in  a  few  minutes. 

At  the  post-mortem  examination  a  large  ante-mortem  clot  was 
found  in  the  right  ventricle.  It  was  adherent  to  the  endocardiiLtii 
and  musculi  papillares,  and  extended  right  up  into  the  pulmonary 
artery.  The  heart  was  dilated  and  fatty.  No  trace  of  an  infarction 
could  be  found  in  the  lungs,  but  the  elongated  clot  had  completely 
blocked  the  artery,  even  extending  into  the  two  branches. 

The  presence  of  this  large  ante-mortem  clot  was  very  interesting, 
in  view  of  the  fact  that  superficially  there  was  a  marked  diminution 
in  the  coagulability  of  the  blood.  Her  tongue  had  bled  for  several 
hours,  from  a  slight  puncture  made  by  forceps  in  keeping  it  forwards 
There  were  also  haemorrhages  into  the  subcutaneous  tissues  at  the 
several  h}"podermic  punctures,  and  at  the  points  of  infusion.  It 
looked  almost  as  if  she  %vere  sufTering  from  a  mild  form  of  hiemophilia. 

<  ASE  IV.— See  Eclampsia.  Case  XXL,  p.  348. 

Phlebitis.— Inflaninxation  of  the  veins  of  the  legs  is  not  very 
uncommon.  It  is  usually  associated  with  varicosity.  The  patient 
comjilaius  of  pain  in  the  calf  of  the  leg  or  behind  the  knee.  Some  red- 
ness ^^-ill  be  seen,  and  the  part  will  be  tender.  If  there  is  much  inflam- 
mation, thrombosis  will  occur,  and  if  the  I)^iphatio6  become  involved. 
the  whole  limb  will  berome  swollen  and  tense,  and  the  condition  of 
phlegmasia  alba  dolens  will  arise.    The  clot^  may  suppurate. 

Treatment ^ — The  patient  must  be  kept  quiet  in  bed.  and  have  local 
sedative  applications,  such  as  lead  and  opium,  belladonna,  etc.  If 
there  is  any  clotting,  the  part  must  not  be  moved  or  handled  much* 
for  fear  of  detaching  a  piece  of  clot.  If  suppuration  occurs,  free 
incisions  must  be  made. 
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Case.  —  Phlebilu  with  Thrombosis  and  Suppuralion*  ^  J.  S,, 
2-para,  aged  thirty-three,  full  time,  natural  delivery.  The  perineum 
was  slightly  torn,  and  required  two  stitches*  On  the  third  day  of  the 
puerperium  the  tetniierature  rose  to  102-6°  F.  in  the  evening,  but 
fell  to  nearly  normal  next  morning.  For  the  next  ten  days  there  was 
an  evening  rise  to  nearly  102"^  F.  The  lochia!  discharge  was  foetid. 
The  case  was  one  of  sapnemia,  and  was  treated  by  douching.  On  the 
sixth  day  of  the  puerperiimi  the  veins  in  the  popliteal  space  and  calf 
of  the  left  leg  were  found  to  be  inflamed  and  blocked  with  clot.  There 
was  no  swelling  of  the  leg.  Glycerine  and  belladoima  was  applied, 
and  the  leg  wrapped  in  wool  and  elevated.  On  the  sixteenth  day  of 
the  puerperium,  pus  was  detected  in  the  clots.  The  temperature  had 
been  normal  for  about  four  days.  Five  incisions  were  made,  the  pus 
and  necrotic  tissue  cleared  out,  and  the  wounds  stuffed  with  iodoform 
gauze.  In  a  fortnight  the  wounds  had  healed,  and  the  patient  was 
dismissed  well. 

Phlegmasia  Alba  Solans.— In  this  condition,  in  addition 
to  phlebitis  and  thrombosis  of  the  veins  of  the  legs,  the  lymphatics 
are  involved.  The  affected  part  becomes  enormously  swollen  and 
brawny.  It  is  so  tense  that  it  pits  only  slightly  on  pressure.  The  left 
leg  is  the  one  most  frequently  attacked.  Both  legs  may  be  involved, 
but  it  u.sually  begins  in  one  first,  and  spreads  to  the  second  some  days 
later.  The  leg  below  the  knee  may  be  involved  alone,  but  it  usually 
attacks  the  tliigh  as  well,  and  may  extend  on  to  the  abdomen. 

Time  of  Otiset. — It  is  exceedingly  rare  before  delivery.  The  usual 
time  of  onset  is  in  the  second  or  third  week  of  the  puerperium,  but  it 
may  be  even  latei. 

Came. — Various  theories  have  been  advanced,  but  to  my  mind  it 
seems  clear  that  the  condition  is  due  to  sepsis.  Undoubtedly  there 
are  predisposing  causes,  such  as  the  blood  condition,  exiiaustion 
from  severe  labour,  and  hit^morrhages  ;  but  these  latter  conditions 
predispose  to  septic  absorption.  The  left  leg  is  the  one  usually 
attacked,  because  the  left,  side  of  the  cervix  is  the  more  frequently 
lacerated,  and  through  that  laceration  the  absorption  takes  place. 
Pelvic  cellulitis  is  nothing  more  or  less  than  phlegmasia  of  the  broad 
ligament,  and  it  is  invariably  septic  in  origin.  Whether  or  not  the 
organisms  which  cause  the  condition  are  identical  I  cannot  swiy,  but 
I  should  think  they  are.  It  seems  to  me  that  if  the  absorption  is  not 
very  great,  pelvic  cellulitis  results,  while  if  it  be  considerable,  phleg- 
masia alba  dolens,  or  general  sepsis,  or  both,  may  arise.  Long  ago 
Tyler  Smith  wrote  :  ''  I  believe  that  contagion  and  infection  play  a 
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very  important  part  in  the  production  of  the  disease.  I  look  oi 
woman  attacked  with  phlegmasia  dolens  as  having  made  a  fortunate 
escape  Ixora  the  greater  dangers  of  profuse  phlebitis  or  puerperal  fever." 
The  peculiar  swollen  uondition  of  the  limb  is  due  to  involvement  o{ 
the  lymphatics.  In  elephantiasis,  and  also  in  cases  of  cancer,  we  have 
an  analogous  condition  so  far  as  the  swelling  goes.  The  veina  are 
inflamed  and  blocked,  but  this  does  not  cause  the  brawny  swelling, 
as  you  may  have  a  complete  thrombosis  of  the  veins  of  the  leg  without 
any  swelling  (see  Case  IL). 

Signs  and    Sympimm. — The   patient   is   usually  first   seized    with 
severe  pain  in  the  calf  of  the  leg.     Her  temperature  rises,  and  sht* 
may  have  a  rigor.     At  first  there  is  very  little  swelling,  but  there  is 
great  tenderness,  and  the  vein  or  veins  may  fee!  hard  as  if  thrombose! . 
There  may  be  some  redness  over  them,  especially  if  they  are  auper- 
ficiai.     In  a  day  or  so  the  leg  will  begin  to  swell  and  become  brawny 
and  difficult  to  pit.     It  \\H11  be  white  and  glazed.    To  the  patient  it 
will  feel  heavy  and  dead.    The  swelhng  m.ay  be  confined   to  the  leg 
below  the  knee,  or  it  may  extend  all  the  way  up  the  thigh,  and  even  on 
to  the  lower  part  of  the  abdomen.     In  a  week  or  so  the  other  leg' may 
be  attacked.     In  a  few  days  the  constitutional  disturbances  -will  dis- 
appear ;  but  if  suppuration  begins  the  temperature  will  again  rise, 
and  there  may  be  a  recurrence  of  rigors.     If  suppuration  does  not 
occur  the  swelling  will  gradually  subside,  and  in  six  weeks  or  so  the 
leg  will  have  returned  to  nearly  its  normal  size,  but  it  will  remain  weak, 
and  very  liable  to  swell,  when  the  patient  is  on  her  feet  for  any  length 
of  time.    Throughout  the  remainder  of  her  life  the  patient  will  suffer 
more  or  less  from  this. 

Diagnosis. — The  swollen,  brawny  condition  of  the  leg  cannot  b^ 
mistaken  for  anything  else. 

Prognosis. — Most  cases  recover,  but  there  is  usually  some  weakneas 
of  the  leg  left  behijid.  One  must  always  bear  in  mind  the  grave  risk 
of  sudden  death  from  detachment  of  a  piece  of  clot,  and  take  st€p« 
to  guard  against  this. 

Treatment. — In  the  acute  stage  the  pain  must  be  combated  with 
opiates  and  sedative  applications  to  the  leg,  such  as  lead  and  opium, 
laudanum,  belladonna  and  glycerine,  etc.,  with  hot  fomentations. 
The  entire  leg  should  be  rolled  in  wool.  For  the  fever  give  quinine.  A* 
a  rule,  free  stimulation  will  be  necessa^J^  In  the  later  stages  perfect 
rest  must  still  be  enforced  ;  bandages  to  the  limbs  should  be  carefidly 
applied,  and,  when  the  danger  of  detaching  a  piece  of  clot  is  past, 
massage  should  be  employed.    Absorbent  liniments  such  as  lin,  pcif. 
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icxli,  c.  sapone  may  be  used,  When  supparation  occurs,  free  incisioe 
and  drainage  must  be  carried  out.  The  freer  the  incisions  are,  the 
tjuicker  will  be  the  healing.  When  the  patient  ia  allowed  to  get  up 
she  should  wear  an  elastic  bandage  or  stocking  for  some  time. 

The  following  two  cases  may  be  taken  as  illustrative.  The  first 
one  was  comparatively  mild,  while  the  second  was  exceedingly  grave  ; 

Case  I.^Primipara.  aged  thirty*uine  ;  presentation  L.O.A,  ;  labour 
lasted  seven  hours.  As  the  perineum  was  rigid,  delaying  the  head 
at  the  outlet,  I  applied  forceps  and  delivered  a  live  female  child.  The 
perineum  was  intact.  I  need  not  occupy  space  with  full  notes  of  the 
puerperiuin,  but  shall  give  the  facts  which  are  of  importance.  On 
the  third  day  her  temperature  rose  to  lO'V^  F.,  and  she  became  very 
ill  with  puerperal  fever.  I  felt  sure  1  had  not  infected  her.  as  I  had 
not  been  dealing  with  any  septic  ciises  for  some  time,  and  I  knew  my 
forceps  were  clean.  I  soon  noticed  her  temperature  was  usually 
104<=  f*.  in  the  mornings,  and  that  it  fell  during  the  day  from  two  to 
three  degrees.  Her  bed  was  in  the  kitchen,  and  the  sink  was  within 
a  few  feet  of  the  foot.  I  suspected  this  was  the  source  of  infection, 
and  she  told  me  she  had  frequently  found  a  bad  odour  coming  from 
this  sink.  During  the  day  the  house  was  well  ventilated,  and  the  sink 
was  also  being  continually  flushed,  so  that  very  little  sewer-gas  would 
escape  into  the  room,  and  if  it  did,  it  would  be  carried  off  in  the  ventila- 
tion. During  the  night,  however,  a  vary  different  condition  of  affairs 
existed.  Wlien  the  house  was  closed  and  warm  and  no  water  ninning, 
then  sewer-gas  would  be  sure  to  escape  into  the  room  if  the  traps  were 
imperfect.  To  test  this  theory,  I  had  a  plug  put  into  the  outlet,  and 
then  filled  the  sink  with  strong  perchtoride  of  mercury  solution,  and, 
as  I  fully  expected,  the  temperature  did  not  rise.  Wlmn  the  sink  was 
left  open  another  night  the  temperature  rose  again.  The  sanitary 
inspector  told  me  the  trap  was  too  .shallow,  and  he  had  no  doubt  gas 
could  escape.  No  arrangements  could  be  made  to  remove  the  patient. 
She  was  treated  in  the  usual  way,  with  opium  for  the  pain,  quinine  for 
the  fever,  and  large  doses  of  perchloride  of  iron  to  combat  the  septic 
condition.  8he  was  also  freely  stimulated.  I  douched  out  the  uterus 
with  1  to  2,0(K)  perchloride  of  mercur}%  in  all  eight  times.  There  never 
was  the  slightest  indication  of  mercurial  absorption,  but  I  took  my 
usual  precaution  of  ending  the  douche  with  pure  water.  By  the  end 
of  the  ninth  day  the  temperature  had  fallen  to  normal.  It  afterwards 
rose  on  two  occasions  to  104^'  F.,  but  an  intrauterine  douche  speedily 
brouglit  it  down.  On  the  eighteenth  day  she  began  to  complain  of 
pain  in  the  calf  of  the  left  leg,  and  her  temperature  rose  again  for  a 
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few  days  to  about  lOP  F.  She  had  been  troubled  with  inflamed 
veias  in  the  thigh  of  that  leg  during  pregnancy.  The  leg  became 
swollen  and  tender  to  touch,  up  to  the  knee.  Fomentations,  and 
belladonna  and  glycerine  were  applied,  and  it  was  rolled  in  cotton- 
wool, and  opium  was  given.  The  pain  continued  for  a  week,  and  then 
abated.  The  leg  below  the  knee  now  presented  the  t}^ical  white, 
brawny  appearance,  and  was  double  the  size  of  the  other.  The  thi^h 
was  very  little  aifected.  After  that  it  ran  the  usual  course,  and  th© 
leg  gradually  decreased  in  size,  until  in  six  weeks'  time  she  was  able 
to  be  up  a  little.  Since  then  she  has  had  to  wear  an  elastic  bandage, 
as  the  leg  swells  when  she  is  much  on  her  feet. 

She  was  confined  three  years  later  in  the  same  house,  and  made  a 
perfectly  normal  recovery.  A  new  trap  had  1>een  put  in,  so  there  was 
no  escape  of  sewer-gas. 

Case  II.  was  a  much  more  serious  one.     She  was  also  a  priiiiipara, 
aged  twenty -six  ;  confined  December  H,  ISIKI.     She  has  a  contracted 
pelvis,    with    the    following    measurements :    Intercristal    diameter^ 
11 J  inches;  interspinous,  lOJ  inches;  external  conjugate,  7  inches; 
diagonal,  about  4  inches  ;  true,  barely  3^  inches.     The  face  presented 
with  the  chin  to  the  left  side,  and  was  lying  free  above  the  brim  in  the 
transverse.    Dr.  Murray  Cairns  kindly  gave  chloroform.     I  failed  to 
rectify    by   bringing   the    occiput   down,    so    I    turned.     Suprapubic 
pressure  and  traction  got  the  head  through  without  very  much  delay, 
but  we  could  not  resuscitate  the  child.     The  chest  was  enomyouslv 
developed,  and  this  had  evidently  contributed  to  the  face  presentation, 
and  had  also  prevented  rectification,  as  it  interfered  with  flexion. 
The  perineum  was  not  torn.     An  intra-uterine  douche  was  given.    For 
ten  day.s  the  pueq>crium  was  normal,  wnth  no  particular  rise  of  tempera- 
ture.    On  December  24,  the  eleventh  day.  she  began  to  complain  of 
pain  below  and  to  the  inner  aide  of  the  left  knee.     She  had  several 
rigors,   and  her  temperature   and  pulse  rose.     Two  days  later  the 
temperature  was  lOl""  F.»  and  the  pulse  120.     The  leg  now  began  to 
swell,  and  the  pain  was  excessive.     Ten  days  after  the  seizure  the  pain 
lessened.     The  hg  was  now  enormously  sw^oUen  throughout  its  whole 
extent ;  the  left  labium  majus  and  the  abdominal  wall  of  the  same 
side  were  also  swolh?n,  and  there  was  hardness  above  Poupart*8  liga- 
ment.    The  parts  presented  the  typical  white,  bra%Tiy  appearance. 
She  w^as  now  seized  with  severe  pain,  first  in  the  buttock,  and  then  to 
the  inside,  and  behind  the  knee,  of  the  right  leg.     The  right  leg  did 
not  swell,  but  in  a  day  or  two  the  long  saphenous  vein,  from  below 
the  knee  up  to  mthin  a  few  inches  of  Poupart's  ligament,  vras  com- 
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pletely  blocked  with  clot*  The  short  saphenous  vem  was  also  blocked 
in  its  upper  part.  For  about  8  inchea  along  the  inside  of  this  knee  and 
up  the  thigh  there  was  a  band  of  redness  over  the  long  saphenous. 
During  this  tinie  she  was  very  weak,  and  her  temperatuTe  kept  from 
101°  to  102°  F.  She  began  to  cough  a  good  deal,  and  her  breathing 
was  very  laboured-  It  looked  as  if  the  pidraonary  circulation  were 
becoming  end>arrassed.  Rales  could  be  heard  over  the  front  of  the 
chest,  but  I  ilid  not  risk  raising  her  to  examine  the  back  of  the  lungs. 
In  a  few  days  the  pain  in  this  leg  decreased,  the  teniperatuxe  fell,  and 
the  breathing  became  freer.  She  was  now  unable  to  move  either  leg, 
but  lay  with  them  flexed  at  the  knees  and  supported  on  pillows.  She 
mentioned  that  every  time  she  took  a  drink  she  felt  a  sensation  in  the 
legs,  as  if  the  blood  were  forcing  its  way  along  the  veins*  The  treat- 
ment had  consisted  of  the  free  use  of  morphia  for  the  pain,  quinine  for 
the  fever,  and  painting  of  the  painful  parts  with  belladoima  and 
glycerine.  She  was  freely  stimulated  mth  whisky,  and  the  legs  were 
kept  enveloped  in  wool.  In  spite  of  frequent  orders  to  the  contrary » 
her  attendant  allowed  her  to  get  wet,  and  two  sinall  bedsores  formed 
on  the  buttocks.  I  had  her  placed  on  an  air-bed,  and  these  sores  did 
not  give  any  trouble.  I  superintended  the  moving  of  her  on  to  the 
air-bed  to  prevent  any  rough  handling,  for  fear  of  detaching  a  bit  of 
clot.  Fortunately,  she  escaped  this  serious  accident.  Flannel  rollers 
were  put  on  the  tegs. 

On  January'  25,  18%,  a  month  after  the  seizure,  the  left  leg  had 
decreased  considerably  in  size  ;  but  I  found  abscesses  had  formed  in 
two  places  inside  and  below  the  knee,  where  she  had  first  felt  the  pain. 
These  were  freely  opened  and  stufied  with  iodoform  gauze. 

On  February  4  a  large  abscess  had  formed  in  the  back  of  the  thigh 
of  the  same  leg.  Tliis  was  also  freely  opened.  Just  below  Poupart'a 
ligament  of  the  same  leg  another  abscess  was  beginning  to  form,  and 
the  clots  in  the  veins  of  the  right  leg  were  beginning  to  break  down. 

On  February  11  Dr.  G.  Balfour  Marshall  kindly  gave  chloroform, 
and  I  laid  the  long  saphenous  vein  of  the  right  leg  open  from  the 
inside  of  the  knee  for  fully  6  inches  up  the  tliigh.  I  also  made  a  free 
incision  into  the  upper  part  of  the  short  saphenous,  and  two  more, 
lower  down  in  the  calf.  The  necrotic  tissue  was  scraped  out.  and  the 
cavities  stuifed  with  iodoform  gauze.  In  the  left  leg  I  made  a  free 
incision  below  Poupart's  ligament,  and  drew  a  tube  down  the  course 
of  the  femoral  vein  along  Hunters  canal,  to  the  opening  in  the  back 
of  the  thigh.  I  also  opened  an  abscess  in  the  left  breast,  and  another 
in  the  left  arm  close  to  the  axilla.    The  pus  from  all  these  abscesses 
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was  of  a  greenish  colour,  and  had  no  odour.     No  other  abeceaees  were 
apparent  at  this  tin  e. 

8he  began  to  improve  rapidly,  and  tlie  abscesses  in  both  legs  below 
the  knees  and  those  in  the  breast  and  arm  healed  satisfactorily. 

March  11. — Dr.  Marshall  again  gave  chlorofonn,  and  I  opened  a 
large  abscess  in  the  right  biittt>ck,  which  had  shown  its  presence 
within  the  last  week.  1  also  opened  another,  in  the  middle  of  the 
inner  side  of  the  right  thigh.  The  pus  was  burrowing  under  the 
fascia  lata  of  the  left  thigh,  so  I  made  an  opening  on  the  outer  aide 
of  the  tliigh,  and  drew  a  large  tube  from  the  top  opening,  and  also 
one  right  across  the  thigh  to  the  opening  behind.  I  also  opened  a 
large  one  in  the  left  axilla.  After  this  she  improved  rapidly,  and  in 
a  fortnight  there  was  httle  or  no  discharge.  By  April  9  the  wounds 
had  healed,  and  she  was  able  to  sit  up,  but  could  not  walk  without 
assistance.     The  left  leg  was  back  to  its  normal  size. 

April  20, — She  is  able  to  walk  a  little.  Although  she  has  never 
complained  of  any  pain  in  the  pelvis,  there  has  been  some  hardnesa 
and  tenderness  along  the  left  side  of  the  brim.  On  making  a  fjer 
vaginnm  examination  to-day  the  cer\ix  is  felt  low  down.  The  external 
OS  admits  the  tip  of  the  finger,  and  is  slightly  lacerated  towards  the 
left  aide.  There  has  evidently  l>een  considerable  laceration  towards 
the  left,  indicated  by  a  cicatrix.  The  left  broad  ligament  has  a  large 
mass  of  cellulitis  in  it,  and  the  left  utero-sacral  ligament  is  in  the 
same  condition.  The  uterus  is  fixed  and  retroflexed.  The  right  side 
of  the  pelvis  is  free. 

Mai^  13. — The  hot  douche  has  been  used  regularly.  The  swelling 
in  the  broad  ligament  has  disappeared.  The  utents  is  still  retroflexed 
and  fixed.     She  is  able  to  go  about,  and  is  gaining  flesh  rapidly. 

1  !md  lost  sight  of  this  patient  for  some  years,  but  she  has  been  in 
the  hospital  twice  in  the  year  1904  with  a  three-months'  abortion 
in  Januar}\  and  a  seventh -month  premature  labour  in  November. 
She  says  she  has  had  four  other  abortions. 

In  the  first  case  there  is  nothing  particular  to  be  noted,  except  that, 
like  the  second,  she  was  a  primipara.  which  is  very  uncommon,  Tht* 
time  of  onset  in  both  cases  was  the  usual  one — viz.,  the  third  and  secjond 
weeks.  In  neither  had  there  been  a  marked  loss  of  blood,  which  i* 
80  frequently  the  case.  The  cause  in  both  cases  I  beUeve  to  have 
been  septic  absorption.  In  the  first  we  had  the  antecedent  puerperal 
fever.  The  phlegmasia  seems  to  have  been  the  last  effect  of  the  septic 
mischief — its  expiring  effort,  so  to  speak — and  in  that  way  it  was  a 
comparatively  mild  attack.    The  great  bulk  of  the  poiaon  had  ex* 
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hausted  itself  during  the  puerperal  fever.  In  the  second  case  the 
origin  was  the  same,  I  have  no  doubt,  judging  from  the  course  it.  ran. 
It  was  a  ver}^  much  more  serious  case^  because  the  poison  concentrated 
itself  in  this  one  direction. 

This  second  case  presents  some  features  worth  considering.  The 
left  leg  was  afEected  in  the  usual  way — i,e.,  it  began  with  pain  in  the 
calf,  thrombosis,  and  then  great  sweUing — in  fact,  it  was  a  typical, 
severe  case.  Next  the  right  leg  was  seized  with  severe  pain,  first  in 
the  buttock,  and  then  in  the  calf,  and  the  veins  became  even  more 
thrombosed  than  in  the  left  leg  ;  but  there  was  this  diflference,  to 
which  I  \\ish  specially  to  draw  attention,  that  this  right  leg  did  not 
i:ewell  in  the  least — in  fact,  it  became  w^asted.  This  fact  goes  to  prove, 
what  has  often  been  held,  that  thrombosis  of  the  veins  alone  does  not 
cause  phlegmasia,  but  that  the  lymphatics  must  also  be  involved. 
The  condition  of  the  peKis,  I  think,  explains  why  the  left  leg  was 
affected.  The  left  side  of  the  cervix  was  lacerated  by  the  occiput 
as  it  came  down  after  turning,  and  through  that  laceration  the  septic 
abanrption  took  place,  and  blocked  the  lymphatics  and  glands  of  that 
side.  There  was  no  laceration  of  the  right  aide,  so  the  lymphatics 
there  escaped.  It  has  long  been  recognised  that  the  left  leg  is  the 
one  usually  affected,  on  account  of  the  left  si*le  of  the  ceT\nx  being 
more  frequently  injured  than  the  right.  This  fact  goes  to  prove  that 
it  is  essentially  a  disease  of  the  lymphatics. 

Complications  of  the  Bespiratory  System.— Bron- 
chial rntarrh  and  sUght  brnnchitic  attacks  are  not  uncommon  in  the 
puerperium.  If  the  cough  is  troublesome,  it  causes  a  good  deal  of 
abdominal  pain,  and  should  be  relieved  by  a  sedative  mixture. 

FhtMsis. — This  is  only  seen  in  patients  w^ho  have  developed  the 
disease  prior  to  the  pregnancy.  After  deliver)^  the  condition  is  usually 
aggravated,  and,  if  it  has  been  at  all  advanced,  a  fatal  issue  may  be 
looked  for  in  a  comparatively  short  time. 

Pneumonia.^ In  some  cases,  as  in  Case  I.,  this  disease  does  not 
seem  to  be  intiuenced  by  the  puerperal  condition,  but  in  others,  as  in 
Case  IL,  it  is  a  most  serious  complication. 

Case  L— Mrs.  McG.,  aged  twenty -eight,  8-para,  full  time,  was 
admitted  in  labour  suffering  from  pleuro-pneumonia  of  the  left  base. 
Two  days  before  admission  she  had  begun  to  complain  of  pain  in  the 
left  side  of  the  chest  and  feverishness. 

On  adnussion,  the  temperature  waa  103°  F.,  the  face  was  tiushed, 
the  breathing  hurried,  the  cough  annoying,  and  the  sputum  rusty 
and  tenacious.     At  the  base  of  the  left  lung  the  movements  were 
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restricted,  duIneBB  was  manifested,  and  there  was  distinct  friction 
with  tubular  breathing  and  crepitations  half  way  up  the  lun^.  The 
child  was  bom  aUve  twenty-four  hours  after  admission.  Next  day 
the  friction  had  disappeared,  and  there  was  evidence  of  a  considerable 
amount  of  eflfusion.  The  whole  of  the  left  lung  became  involved* 
and  rales  could  be  heard  at  the  base  of  the  right,  but  no  dulness. 
Herpes  appeared  on  the  lips  and  nose. 

The  disease  ran  a  normal  course,  with  the  crisis  on  the  eighth  day, 
after  which  she  convalesced  steadily. 

One  could  not  say  that  the  puerperal  condition  had  in  any  way 
influenced  the  disease. 

Case  IL — Mrs.  G.,  aged  twenty,  1-para,  full  time,  was  admitted 
in  the  first  stage  of  labour.  On  palpating  the  abdomen,  the  child 
was  found  to  be  lying  in  the  first  vertex  position,  but  the  head  was 
free  above  the  brim.  The  pelvis  was  a  normal  size,  and  the  os  would 
admit  one  finger.  The  ftetal  heart  was  audible.  The  temperature 
was  101°  F.,  the  pulse  ILS,  Moist  rales  and  tubular  breathing  were 
heard  at  the  left  base,  but  there  was  no  dulne-as. 

The  patient  was  given  J  grain  moqihia  suppository,  and  she  rested, 
but  did  not  sleep  much  during  the  night.  In  the  morning  the  tem- 
perature was  W  F.,  and  the  pulse  112.  The  os  was  only  a  little 
more  dilated.  The  pains  came  on  strong,  but  the  head  did  not  engage. 
About  5.30  p.m.  the  temperature  rose  suddenly  to  104^6°  F,,  and  the 
pulse  to  144.  The  os  was  not  quite  fully  dilated,  but  the  condition 
of  the  jjutient  was  so  bad  that  immediate  delivery  seemed  called  for. 
Undei  chloroform  the  os  was  dilated  manually,  and  the  child  extracte<l 
by  forceps.  The  child  was  dead.  The  cord  was  twice  round  its  neck, 
and  once  round  its  shoulder,  with  only  7  inches  free.  This  shortening 
of  the  cord  had  been  the  reason  why  the  head  would  not  engage.  It 
had  also  caused  the  death  of  the  child  during  deliverj".  There  was 
some  laceration  of  the  vagina  from  which  there  was  considerable 
bleeding.    Several  stitches  were  put  in,  and  the  vagina  plugged. 

As  soon  as  the  patient  came  out  of  the  chloroform  most  alarming 
collapse  came  on.  8he  seemed  to  be  dying.  She  was  freely  stimiUated 
with  strychnine,  ether,  and  brandy,  and  an  intravenous  injection  of 
2  pints  of  normal  saline  solution  was  given.  She  rallied  in  about  ten 
hours.  By  next  day  there  was  dulness  in  the  left  lung,  and  it  rapidly 
spread,  until  the  whole  lung  was  involved.  The  right  lung  also  became 
involved,  and  nearly  the  lower  half  showed  consolidation.  Two  days 
after  delivery  the  right  parotid  gland  began  to  swell,  and  showed  all 
the  signs  of  an  acute  parotitis.     There  was  no  evidence  of  pus  in  it. 
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so  it  waa  not  inciaeiL  The  lawelling  had  subsided  considerably  by 
the  eighth  day,  when  she  died. 

The  pneiuiionia  ran  an  acute  course,  ^"ith  considerable  delirium. 
There  never  was  much  cough  nor  sputunu  The  temperature  remained 
about  103^  to  104°  F.  throughout.  There  was  no  crisis.  The  patient 
died  on  the  eighth  day. 

In  both  of  these  cases  the  usual  treatment  of  pneumonia  was  adopted, 
and  the  patients  were  very  freely  stimulated*  In  the  second  case  the 
parotitis  might  look  like  a  septic  complication,  but,  so  far  as  we  could 
make  out,  there  was  no  septic  involvement  of  the  uterui*.  It  is  a  rare 
complication  of  pneumonia  in  non- puerperal  cases,  so  it  probably  had 
nothing  to  do  with  the  puerperal  condition. 

The  prognosis  is  certainly  graver  than  in  an  uncomplicated  pneu- 
monia. 

Scurvy.— On  p,  42  I  have  dealt  with  scurvy  as  a  complication  of 
pregnancy.  When  it  complicates  the  puerperium,  as  a  nde,  it  has 
manifested  its  presence  before  delivery.  In  the  following  case,  however, 
there  was  no  imlication  of  the  disease  until  two  days  after  delivery : 

Case  L— Mrs.  McL.,  G-para,  aged  thirty,  was  admitted  to  the 
Maternity  Hospital  on  December  25,  1904,  suffering  from  pernicious 
vomiting  which,  she  said,  bad  begun  on  Deceudier  I'y.  The  patient 
considered  herself  to  be  between  seven  and  eight  months  pregnant. 
The  outdoor  resident  had  seen  her  at  her  own  home  three  days  pre- 
viously. The  vomited  matter  at  that  time  was  coffee-ground  in  char- 
acter. 

On  admission,  she  was  very  pale  and  emaciated.  The  temperature 
was  subnormal,  and  the  pulse  316  per  minute.  Over  the  right  tro- 
chanter there  were  two  sores  about  the  size  of  half  a  crown,  and  over 
the  left  gluteal  region  there  was  a  large  patch  of  ecchymosis^  said  to 
be  the  result  of  a  fall  a  month  previously.  Below  the  left  eyebrow 
there  was  a  small  black  nodule.     There  was  no  indication  of  labour. 

The  patient  stated  that  her  husband  had  been  out  of  work  for 
eight  months,  and  that  she  had  not  been  able  to  get  proper  food, 
even  when  she  could  take  it.  Since  the  vomiting  had  come  on,  she 
had  not  been  able  to  retain  anything. 

TreatmenL'-AU  feeding  by  the  mouth  was  stopped,  and  rectal 
enemata  of  peptonized  milk  were  given  four-hourly,  and  ^^^  grain  of 
9tr}^chnine  hypodermically  night  and  morning. 

December  29.^Sip8  of  hot  water  were  given  to  allay  her  thirst. 

January  2,  11*05. — Peptonized  milk  and  soda-water  were  given  by 
the  mouth. 
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January  3, — ^The  patient  delivered  herself  of  a  live  premature  male 
child.  There  had  been  no  vomiting  since  admission.  Half  an  ounce 
of  brandy  was  given  by  the  mouth  every  four  hours. 

January  5.— The  patient  began  to  complain  of  great  pain  in  the 
feet,  especially  in  the  left  one.  Within  a  few  hours  the  toes  and  half 
of  the  left  foot,  both  on  the  dorsal  and  plantar  surfaces,  became  of  a 
deep  purple  colour,  cold  to  the  touch,  in  places  aiiiesthetic  and  in  others 
hypersBsthetic.  On  the  dorsal  surface  there  was  a  large  bulla  extend- 
ing from  the  base  of  the  toes  to  the  upper  limit  of  the  discoloration , 
The  line  of  demarcation  was  verj^  sharply  defined,  both  to  the  eye 
and  to  sensation.  The  right  foot  was  dull  reddish  in  colour,  and  on 
the  third  and  fourth  toes  one  or  two  small  dark  purple  patches  were 
noticed.  There  was  a  purpuric  rash  on  both  elbows,  and  also  on 
the  knees  and  buttocks.  The  lobe  of  the  right  ear  and  tip  of  the 
nose  were  purplish  in  colour,  and  there  was  a  small  necrosed  patch  on 
the  nose  and  ancther  at  the  left  angle  of  the  mouth.  The  interior  of 
the  mouth  was  quite  healthy  looking,  and  there  was  absoluteily  no 
indication  of  any  sponginess  of  the  gums. 

Professor  Stockman  kindly  saw  the  case  with  me,  antl  gave  it  as 
hia  opinion  that  the  condition  was  due  to  scurvy.  As  the  stomach 
condition  precluded  ordinary  vegetable  diet,  he  advised  giving  the 
juice  of  vegetables,  such  as  turnips,  and  also  raw  meat-jiuce. 

The  juice  of  four  turnips  seasoned  with  salt  and  pepper  was  given 
daily,  and  also  at  inter^^als  'i- drachm  doses  of  raw  meat -juice.  No 
medicine  was  given  except  hypodermic  doses  of  strychnine  night  and 
morning.  She  began  to  improve  at  once,  and  in  a  very  short  time 
was  able  to  take  a  full  vegetable  diet. 

On  January  17  the  bulla  of  the  left  foot  was  opened,  and  a  thin 
reddish  serum  was  evacuated.  The  dead  skin  was  removed,  and  the 
part  dressed  "mih  wet  boracic  lint. 

The  patient  was  dismissed  on  February  25.  The  right  foot  had 
completely  recovered.  The  toes  of  the  left  one  looked  healthy, 
except  the  tips  of  the  little  ami  next  toe,  which  were  still  blue 
dead-looking.  The  patient  had  put  on  fiesh,  and  her  skin  had  a  vei| 
healthy  appearance.     All  the  other  sores  had  healed.* 

The  child  was  very  weakly,  and  only  lived  a  few  days.  It  did  noC 
show  any  evidence  of  scurvy. 

On  p.  42  I  have  recorded  the  only  other  case  of  scurvy  which  1 

*  After  the  patient  went  home  all  the  toes  of  the  left  foot  necrosed  and 
partly  dropped  off*     The  second  pholimges  projected  from  ihe  ttumpe,  and  if 

was  nceessury  to  remove  them. 
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liave  seen  in  connection  with  piegnancy.  It  ^*a$  n  much  milder 
ease,  and  showed  sponginess  of  the  gums,  which  is  generally  pre^nt. 
In  the  present  case  the  absence  of  this  important  intlicatiou  madd 
me  somewhat  doubtful  of  my  diagnosis^  but  Profe'^sor  Stockman  waa 
^quite  positive  in  his  diagnosis,  and  the  result  of  the  treatment  provtMi 
his  accuracy.  The  left  foot  looked  as  it  it  were  aflecteil  with  gangrene, 
and  I  was  afraid  that  the  toes,  at  least,  woukl  slough  off. 

Mammary    Complicatlaiis. — During    pregnancy    there    is 

always  a  considerable  i^icrease  in  the  size  of  the  breasts.     Fron»  an 

early  date  milk  can  be  expressed  from  the  nipples.     Jlany  patients 

l0ufier  a  good  deal  of  uneasiness  in  the  breasts,  wluch  may  even  amount 

[to  pretty  severe  pain.     The  patient  may  sufTer  from  an  actual  mastitis, 

'which  may  go  on  to  suppuration.     The  cause  of  the  nuistitii*  has 

probably  been  an  injury,  such  as  a  blow  upon  the  breast,     I  have 

seen  a  number  of  cases  of  this.     In  one,  a  pninipam,  about  eight 

^months  pregnant,  the  temperature  was  K^iT   h\  when  I  openeil  the 

abscess.    The  abscess  healed  in  a  very  short  time,  and  she  went  to 

full  time.     The  high  temperature  had  no  bad  effect  upon  the  fti^un. 

During  pregnancy  the  breasts,  especially  of  primipane,  shmild  be 

attended  to.    The  nipples,  if  they  are  small  and  depressed,  nhould 

be  drawn  out,  and  in  al!  cases  they  should  be  bathed  occuHiunally 

with  equal  part^  of  eau  de  I'ologne   and  water  or  glycerine,  or  any 

spirit  lotion,  but  if  they  tend  to  become  too  hard,  lanoline  should  be 

applied.     If  a  mastitis  occurs  it  should  he  treated  by  sedative  lotioiH 

for  the  pain,  and  if  it  does  not  resolve,  hot  horaeic  iJoulticeM,  f-^ee 

incision,  and  drainage,  as  soon  as  pus  can  be  detected. 

Within  forty-eight  hours  after  delivery  the  breasts  usuiUly  begin 
to  engorge  with  milk,  and  for  a  day  or  two  after  that  may  be  very 
swollen  and  tender.  Hard,  tender  lumps  may  be  felt  in  diflferent  parts 
from  accumulation  of  milk  in  separate  lobules.  The  tcmjjerature 
will  usually  be  raised  a  degree  or  two.  If  the  breasts  are  no!  care- 
fully attended  to»  actual  inflammation  is  very  likely  to  ensue,  especially 
if  there  be  any  excoriation  or  chapping  of  the  nipples.  If  there  is  an 
abrasion  of  the  nipple,  it  is  easy  to  understand  how  septic  organisms 
may  gain  entrance  from  the  child's  mouth,  or  frcjin  the  jmtient'u 
gers  or  dress.  In  most  cases  of  mastitis,  going  un  U>  BU|ipuration, 
'an  abrasion  or  fissure  of  the  nipple  will  be  focnd,  but  riiicro-organisms 
may  find  their  way  into  the  ducts  without  there  being  any  superficial 
lesion.  When  suppuration  is  occurring,  the  temperature  will  rise 
considerably,  and  there  may  be  rigors. 
Fissures  and  excoriations  of  the  nipples  cause  intense  suffering 
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during  sucklmg.  The  nipples  should  be  very  carefully  washed  with 
boracic  solution,  before  and  after  suckling.  An  application  of  gly* 
cerine  of  tannic  acid  and  sulphurous  acid,  or  of  tr.  benzoini  co.  is  useful. 
Where  there  are  fissures,  touching  them  with  a  slender  pencil  of  silver 
nitrate  will  assist  matters.  The  difficulty  in  getting  abrasions  and 
fissures  to  heal  is  that  suckHng  tends  to  keep  them  open.  To  prevent 
thiB  as  much  as  possible,  the  patient  should  use  a  nipple-shield,  but 
warn  her  to  be  very  careful  to  keep  it  clean. 

When  the  breasts  are  engorged  and  liunpy  they  should  be  nias^aged^ 
nibbing  towards  the  nipple,  using  warm  olive-oil  on  the  hand.  An 
exhauster  may  also  be  used,  and  the  patient  should  be  given  a  brisk 
saline  purge. 

If  a  large  area  becomes  hardened  and  inflamed,  belladonna  should 
be  applied  and  hot  fomentations.  The  patient  should  be  actively 
purged,  and  should  take  as  little  fiuid  as  possible-  If  resolution 
does  not  take  place  quickly,  suppuration  will  occur.  Boracic  poultices 
should  be  applied  until  softeniuir.  and  then  the  abscess  should  be 
freely  opened  and  drained.  A  free  incision  is  absolutely  necessary, 
and  it  should  radiate  from  the  nipple,  so  as  not  to  cut  across  the 
gland  tubules. 

.4mong  the  poorer  classes  poulticing  is  often  resorted  to  until  the 
abscess  bursts.     The  whole  breast  may  in  this  way  be  destroyed. 
Poulticing  should  only  be  allowed  imtil  softening  has  occurred,  when 
an  incision  should  be  made.     I  have  known  a  woman  use  cow-duo^K 
poultices  until  her  whole  breast  was  riddled  with  sinuses.  ^^H 

If  the  abscess  is  small,  the  other  breast  can  be  given  t«  the  cliild, 
and  after  heahng  has  occurred,  both  breasts  ;  but  if  the  absceas  is 
large,  the  child  should  be  weaned,  and  the  other  breast  should  be 
firmly  bound  up  after  applying  belladonna  to  it. 

If  there  has  been  much  destruction  of  breast-tissue,  the  patient 
may  not  be  able  to  nurse  subsequent  chiklren  with  that  breast. 

Oalactocele, — Occasional ly.  from  obstruction  of  a  lacteal  duct, 
a  retention  cyst  forms  in  the  breast.     It  should  be  incised. 

Supernumerary  nipples,  with  or  without  mammar)^  tissue,  are 
occasionally  seen.  They  may  be  near  the  breasts,  or  in  different 
parts  of  the  body,  as  in  the  groin. 

Occasionally  there  is  a  third  breast,  and  I  have  several  times 
lobules  in  the  axilla,  quite  free  from  the  main  mass»  but  connected 
with  it  by  lacteal  ducts.     In  one  case  there  was  a  swelling  in  the 
upper  and  inner  part  of  the  arm  near  the  axilla,  which  was  so  painful 
that  I  incised  it.     It  was  inflamed,  and  there  was  fluctuation  in  the 
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mass.  As  the  patient  had  several  abrasions  on  her  fingers,  I  thoiight 
it  was  an  iniiamed  and  suppurating  gland,  but  it  turned  out  to  be  a 
galactocele. 

Hypertrophy  of  the  breasts  is  not  very  common  in  this  country, 
but  I  have  occasionally  seen  eases  of  it*  Among  some  savage  races 
it  is  quite  common.  The  breasts  are  often  so  pendulous  that  the 
child  can  suck  while  being  carried  on  the  mother's  back,  a  rather 
convenient  arrangement  when  the  tribe  is  on  the  march. 

As  a  rule,  there  is  amenorrhfea  during  lactation,  but  a  fair  number 
of  patients  menstruate.  In  some  cases  the  milk  is  affected  during 
menstruation,  and  it  may  disagree  with  the  child.  If  the  child  is 
much  upset,  it  should  be  weaned. 

The  idea  is  pretty  general  that  a  nursing  woman  is  not  liable  to 
become  pregnant,  and  among  a  certain  class  this  is  so  firmly  believed 
in  that  the  women  nurse  their  children  well  on  into  the  second  year, 
and  even  longer.  This  should  be  strictly  forbidden,  as  it  is  bad  for 
bath  mother  and  chihL  From  nine  to  ten  months  is  long  enough  for 
a  child  to  be  at  the  breast,  unless  it  is  delicate,  when  it  may  be  allowed 
a  month  or  two  longer.  Occasional  ly  the  cliild  does  not  thrive  on 
its  mother's  milk.  The  milk  may  be  insufficient  in  f|uantity,  or  it 
may  be  deficient  in  some  of  its  ingredients,  especially  in  fat.  The 
mother  should  be  liberally  dieted,  and  if  this  fails  to  bring  the  milk 
up  to  the  standard  amoimt  and  quality,  the  child  must  be  partially 
fed  with  artificial  food-  If  it  does  not  thrive  on  the  mixed  frM>d  it 
must  be  weaned.  Malt  liquors  will  usually  increaye  the  milk  flow, 
but  one  nmst  be  careful  in  recommending  them.  Drugs  are  of  very 
little  use  to  increase  the  flow.  Drugs  wluch  may  be  administered 
for  other  purposes  will  be  excreted  in  the  milk,  and  may  affect  the 
infant.  I  have  occasionally  seen  infants  refuse  the  breast  when  the 
mother  was  taking  large  doses  of  quinine.  Purgatives  taken  by  the 
mother  will  generally  act  upon  the  infant.  In  syphilitic  cases,  if  the 
mother  is  taking  mercury,  the  infant  will  get  the  bent^fit  of  it. 

Complications  of  the  Nervous  System.— Nervous  com- 

plications  wbicb  may  arise  during  pregnancy  have  already  been  dealt 
with.  These  diseases  may  be  continued  on  into  the  puerjiierium,  but  in 
some  cases  they  manifest  themselves  for  the  first  time  during  that  period. 
Faraiysls* — If  a  woman  has  had  para-  or  hemiplegia  prior  to 
delivery,  the  condition  will  continue  during  the  puerperium.  If  the 
condition  has  been  really  due  to  the  pregnancy,  there  is  a  good  chance 
of  her  complete  recovery.  If  it  is  an  old-standing  condition,  there  is 
little  probability  of  improvement.     Where  the  lesion  has  occurred 
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during  labour  or  the  paerperium,  if  it  has  not  been  a  serious  one, 
recovery  will  probably  occur. 

Wt;  sometimes  iiml  a  partial  paralysis  of  one  leg  for  some  days 
after  a  diJBcult  delivery.  This  has  been  caused  by  pressure  upon  the 
peKic  nerves  during  the  passage  of  the  child's  head.  The  sensory 
portion  of  the  nerves  may  be  more  affected  than  the  motor,  and 
the  woman  then  suffers  great  pain  without  much  impairment  of  move- 
ment. 

TrcatmeuL — Perfect  rest;  absorbent  medicines,  such  as  iodides;  and 
careful  nursing  to  prevent  formation  of  bedsores. 

£olampsla  and  Chorea  may  arise  during  the  puerperium,  but 
they  are  more  frerpiently  continued  from  pregnancy  or  labour.  They 
have  already  been  dealt  with  in  connection  with  Pregnancy  and 
Lahour,  and  nothing  more  need  be  added. 

Insajaity, — There  is  the  so-called  transitory  mania  of  labour,  which 
is  so  often  given  as  an  excuBe  when  a  mother  takes  the  life  of  her 
child  immediately  after  it  is  born.  There  is  no  doubt  that  some 
women  are  beside  themselves  from  their  sufferings  duririg  labour, 
but  tran*iitory  mania  is  an  exceedingly  rare  condition.  It  is  curious 
that  it  usually  att-acks  unmarried  women.  I  firmly  believe  that  the 
great  majority  of  women  who  do  harm  to  their  children,  when  in  this 
condition  of  supposed  mania,  know  perfectly  well  what  they  are  doing, 
and  are  quite  responsible  for  their  actions. 

The  insanity  of  pregnancy  has  already  been  dealt  with.  It  may 
be  continued  from  the  pregnancy  into  the  puerperium,  but  a  large 
number  of  cases  arise  during  the  latter  period.  It  may  begin  later, 
during  lactation.  About  18  per  cent,  arise  during  pregnancy,  47  per 
cent,  during  the  puerperium,  and  35  per  cent,  before  the  end  of  Uicta- 
tion. 

Melancholia  is  the  usual  type  during  pregnancy  and  lactation,  whil^ 
mania  occurs  more  frequently  during  the  puerperium. 

The  same  predisposing  causes  are  at  work  as  in  pregnancy.     In" 
many  puerperal  cases  it  is  associated  with  more  or  less  sepsis.     In  all 
the  cases  I  have  seen  there  have  bctn  high  temperatures.     In  utmt 
cases  superinvolution  of  the  uterus  occurs.     The  exhaustion  of  hsu 
rbage   and   of   prolonged    lactation  are   both   frequent   predis 
causes. 

Sffm/doms, — Sleeplessness,  restlessness,  and  great  dislike    for    ik 
cliild  and  near  relatives,  or  the  immediate  attendants,  are  the  first* 
indications.     In  mania  there   will   be  great  excitement  and   noisy 
delirium,  while  in  melancholia  the  patient  will  become  profoundly 
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depressed,  and  may  refuse  to  speak  t>r  take  any  nourishment.  She 
may  become  very  fevered  and  her  pul^^-rate  ver)'  fa^t.  Suicidal 
tendencies  are  apt  to  exist.  In  one  case  I  saw,  the  patient  was 
apparently  quite  well  in  the  morning,  but  in  less  than  ten  hours  she 
had  sunk  into  a  condition  of  profound  melancholia,  and  refused  to 
speak.  Her  temperature  had  suddenly  risen  to  104^  F.,  and  the 
pulse  to  13(X  Next  morning  she  attempted  to  cut  her  throat  with  a 
table-knife  when  her  attendant  had  left  her  for  a  few  minutes.  For- 
tunately the  knife  was  ver}'  dull,  so  she  did  little  damage,  but  if  she 
bad  got  hold  of  a  razor  or  a  sharp  knife  the  result  would  probably 
have  been  fa  tab  She  was  at  once  removed  to  an  asylum,  where  she 
recovered. 

Prognosis. — This  is  generally  favourable,  especially  in  cases  which 
occur  early  in  the  pyerperiuiiL  It  is  not  so  favourable  in  cases  of 
profound  melancholia  commencing  late  in  lactation.  There  is  con- 
siderable risk  ol  recurrence  in  subsequent  pregnancies. 

Trealmmt. — The  patient  must  be  constantly  watched,  and  as  she 
has  probably  taken  a  dislike  to  her  friends,  her  attendants  had  better 
be  strangers.  The  child  must  be  kept  away  from  her,  .so  it  must  be 
weaned-  Food  must  be  given  frequently,  by  force  if  necessary. 
For  sleeplessness,  hypnotics,  such  as  sulphonal,  trional,  chloral,  or 
bromides,  will  he  necessary.  Where  there  is  anaemia  and  much  pros- 
tration, iron  and  arsenic  should  be  administered,  and  stimulants,  when 
the  condition  of  the  pulse  indicates.  If  there  is  a  septic  condition 
present,  it  must  be  treated.  In  two  cases.  I  have  seen  remarkably 
good  results  from  the  use  of  antistreptococcic  serum.  Not  only  did 
the  temperature  fall,  but  the  patients'  mental  condition  improved  at 
once.  They  both  recovered.  If  proper  attendants  can  be  got,  a 
patient  can  be  quite  well  treated  at  home,  but  in  many  cases,  more 
especially  if  there  is  any  suicidal  or  homicidal  tendency,  it  is  much 
better  to  send  her  to  an  asylum* 
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OBSTETRIC  OPERATIONS 

Preparatioo   of    the   Patient  for    Delivery  through    the    Natural 

An^sthesia^ — Spinal  AnH^stheBia^Splnal  Ann^stlieBia  in  Obstetrics  ^Version 
or  Turning— Cephalio  Version— Podahc  Version— Methods  of  doing  Podalic 
Version— External  Method— Bipolar  Method — Internal  Method— Comb iued 
Interna!  and  External  Method— lUskB  of  Version  to  the  Mother — To  the 
Child— The  Forceps— Conditions  in  which  the  Application  of  Forceps  i» 
Neceaaarj — Preparations — Position  of  the  Patient-  Application  of  (he  Blades 
— Traction —The  Amount  of  Force  to  be  Used. 


Preparation  of  the  Patiknt  for  Delivery  throuoh 
THE  Natural  Passages. 

In  all  eases  the  bowels  should  be  thoroughly  cleared  and  the  bladder 
emptied.  The  external  genitals  of  the  patient  should  he  cleanse<l 
by  washing  very  thoroughly  with  lysol  solution.  Shaving  of  the 
parts  in  the  more  serious  operations  is  advisable  in  hospital  patients, 
but  in  private  work  is  undesirable  :  if  the  hair  is  long,  however*  it 
should  be  clipped  short.  In  forceps  cases  douching  of  the  vagina  befor« 
applying  the  instmments  is  not  necessary,  unless  the  vagina  is  in  an 
unhealthy  condition,  but  in  versions,  inductions,  and  destructive 
operations  the  vagina  should  be  very  thoroughly  douched  out.  Lysol 
solution  is  the  best  to  use,  and,  while  douching,  the  whole  of  the 
vaginal  wall  should  be  well  scrubbed  with  a  pledget  of  sterilized  wool. 
Some  use  aseptic  soap  for  tliis.  but  the  lysol  does  quite  as  well  as  any 
soap.  While  every  effort  is  made  to  make  the  external  genitals  and 
vaginal  canal  as  aseptic  as  possible,  the  operator  must  see  that  his 
hands,  amis,  and  instmments  are  also  in  that  condition.  If  due  care 
is  exercised,  he  need  have  no  fear  of  causing  sepsis »  but  if  he  is  not 
careful  he  need  not  be  surprised  if  many  of  his  patients  exhibit  high 
temperatures,  and  some  of  them  die  of  septiciemia.  An  obstetr" 
operation  should  be  undertaken  with  just  as  much  care  as  a 
logical  or  surgical  one,  and  until  this  is  realized  puerperal  septicw^n 
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will  yearly  claim  its  toll  of  victims.  There  are  certain  cases  in  which 
no  amount  of  care  will  prevent  septicaBmia  arising,  but  these  are 
rarely  met  with,  and  it  is  seldom  one  can  look  back  upon  a  fatal  case 
of  septicaemia  \^Hthout  a  lurking  suspicion  that  the  woman's  life  would 
not  have  been  lost  had  greater  c^re  been  exercised. 

All@&Stll6Sia> — As  a  rule,  an  ansesthetic  should  be  atlniinistered. 
though  many  of  the  operations  can  be  performed  without  it.  As  it 
saves  suffering  and  causes  no  additional  risk,  it  is  a  distinct  gain.  In 
cases  where  relaxation  of  the  uterus  is  required,  it  should  be  pushed 
to  its  fullest  extent.  Cblorofomi  is  almost  universally  used  in  Scot* 
land,  and  it  b  the  handiest,  as  it  can  be  given  so  easily.  Even  in  bad 
cardiac  cases  it  is  not  contra- indicated.  It  increase-s  the  tendency 
to  post-partnm  haemorrhage,  but  not  so  much  as  ether  does.  This 
danger  can  be  easily  guarded  against  by  grasping  the  utems  and 
massaging  it,  after  the  child  is  born,  so  as  to  induce  firm  contraction 
and  retraction. 

Spinal  Anaestliesia.— For  several  years,  a  method  of  inducing 
angestheaia  by  the  injection  of  a  solution  of  cocaine  into  the  sub- 
arachnoid space  in  the  lumbar  region  has  been  in  use,  especially  on 
the  Continent  and  in  America.  It  has  now  been  pretty  extensively 
used  in  general  surgery,  and  to  a  less  extent  in  obstetrics. 

Method  0/  inducimj  Spinal  AnfEsthesia. — Tuffier  of  Paris,  after  a 
large  number  of  experiments,  has  elaborated  a  method  which  is  usually 
followed.  He  uses  a  needle  about  4  inches  long,  made  of  platinum, 
with  a  short  iridium  point.  The  skin  of  the  lower  dorsal  and  lumbar 
region  is  rendered  aseptic  in  the  usual  way.  The  patient  is  placed 
in  a  sitting  posture  with  the  back  well  arched  forwards,  so  as  to 
separate  the  laminae  of  the  vertebra?  as  much  as  possible.  The  spine 
of  the  fourth  lumbar  vertebra  is  now  located.  In  stout  patients  it 
is  difficult  to  feel  the  spine,  but  a  line  joining  the  highest  points  of 
the  iliac  crests  will  cross  the  level  of  the  fourth  spine,  and  may  be 
adopted  as  a  guide.  The  needle  is  inserted  1  centimetre  below  and 
outside  the  spinous  process,  and  directed  vertic4illy  downwards  and 
slightly  inwards  until  it  enters  the  interval  between  the  lamiucT  of 
the  fourth  and  fifth  lumbar  vertebra:*  and  penetrates  the  subarachnoid 
space.  \\Tien  it  has  penetrated  into  this  space,  clear  cerebro-spinal 
fluid  will  escape  through  the  needle.  One  cubic  centimetre  of  a  2  per 
cent,  sterilized  solution  of  hydrochlorate  of  cocaine  (1  grain)  is  now 
very  slowly  injected,  the  needle  withdrawn,  and  the  puncture  sealed 
with  collodion.  The  strictest  ^septic  precautions  must  be  used.  The 
needle  and  syringe  should  be  boiled  immediately  before   being  used, 
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and  the  solution  must  also  be  sterilized  and  freshly  made.     It  may 
boiled,  or  capsides  of  specially  prepared  cocaine  may  be  used. 

The  injection  causes  very  little  pain  to  the  patient,  but  difficulty 
is  sometimes  experienced  in  entering  the  subarachnoid  space.  The 
needle  may  strike  the  bony  lamina,  and  in  some  cases  of  deformity 
the  vertebrse  may  be  so  anchylosed  as  to  make  it  impossible  to  enter. 
The  escape  of  cerebro -spinal  fluid  will  indicate  when  the  space  has 
been  entered.  Sometimes  no  fluid  will  escape,  although  the  needle 
has  penetrated  the  space,  from  its  point  being  entangled  in  the  mem- 
branes. It  should  be  withdrawn  a  bit  and  moved  about.  If  a  vein 
is  punctured  blood  will  come.  When  there  is  any  difficulty  in  enter- 
ing the  space,  the  needle  should  be  withdrawn  and  a  fresh  puncture 
made. 

The  analgesia  commences  almost  immediately,  and  will  usually  be 
complete  in  from  five  to  ten  minutes,  but  it  may  be  delayed  slightly 
longer  than  this.  It  is  usually  complete  from  the  diaphragm  down- 
wards, but  in  some  eases  it  extends  even  as  high  as  the  upper  ex* 
tremities.  The  duration  is  also  somewhat  variable,  but  it  usually 
lasts  about  an  hour;  it  may  only  last  for  thirty  minutes,  or  be  pro- 
lont^ed  for  three  and  a  half  hours. 

Within  a  few  minutes  of  the  injection  the  patient  experiences  a 
feeling  of  malaise,  with  some  respirator^"  anxiety.  Many  patients 
have  sensations  of  heat,  and  complain  of  thirst.  Within  ten  or  fiiteeii 
minutes  of  the  injection  nausea  and  vomiting  often  occur/  The  pulse 
is  slightly  quickened  and  the  tension  lowered.  If  too  large  a  dose  has 
been  given,  respiration  will  be  affected,  and  danger  may  arise  from 
this  cause. 

Alter  the  analgesia  the  patient  usually  teels  very  comfortable. 
Slight  sickness  may  continue,  but  it  is  often  entirely  absent.  Severe 
headache  is,  however,  a  very  constant  symptom.  It  usually  comes 
on  six  or  eight  hours  afterwards,  and  may  be  very  overpowering.  It 
may  last  for  several  days.  In  some  cases  it  comes  on  three  or  four 
days  after  the  operation.  In  about  half  the  cases  there  is  a  rise  ol 
temperature  and  sometimes  a  rigor  within  a  few  hours  of  the  injectioii. 
The  rise  is  usually  slight,  but  it  may  reach  lOS""  F.  It  subsides  rapidly, 
and  seems  to  have  no  significance. 

For  ordina^"  surgical  operations  on  the  lower  part  of  the  body  or 
lower  extremities  this  method  of  producing  anesthesia  seems  very 
suitable.  Thee  seems  to  be  verj'  little  risk  from  it,  if  the  strictest 
aseptic  precautions  are  taken,  but  there  have  been  a  few  deaths.  For 
prolonged  intraperitoneal  operations  it  is  not  very  suitable.    The 
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patient  is  perfectly  conscious,   but  experiences  no  pain.     Pressure 
Bmations  are  felt,  and  a  hysterical  patient  may  flinch  and  cause  trouble, 
nsM)  it  is  not  suitable  in  such  cases. 

Spinal  Anaesthesia  in  Obstetrics.— The  effect  of  lumbar 
injections  of  cocaine  during  labour  is  to  render  the  labour  painless, 
provided  it  is  not  prolonged.  Complete  analgesia  may  be  relied  upon 
for  from  one  and  a  half  to  two  hours,  or  even  longer  in  some  cases. 
The  injection  may  be  repeated,  and  Marx  has  in  this  way  been  able  to 
maintain  complete  an^jsthesia  for  eight  hours,  but  repeated  injections 
are  somewhat  risky,  from  the  toxic  effects  of  the  cocaine.  Marx 
advises  giving  the  injections  when  the  os  is  three-quarters  dilated  in 
multipara?,  and  when  fully  dilated  in  primiparae. 

Besides  the  analgesic  action,  the  cocaine  has  an  oxytocic  action. 
Doleris  has  drawn  special  attention  to  this.  He  maintains  that  the 
uterine  contractions  are  increased  in  force  and  frequency,  dilatation 
of  the  cervix  hastened,  and  the  second  stage  of  labour  shortened.  He 
also  bebeves  that  uterine  retraction  after  delivery  is  more  complete, 
and  the  risk  of  post-partum  haemorrhage  thus  lessened.  In  cases  of 
uterine  inertia  he  has  observed  the  contractions  to  return  after  the 
injection  of  I  grain  of  cocaine. 

He  says  :  ''  I  am  in  a  position  to  state  positively  from  these  facta 
that  whenever  uterine  contraction  becomes  sluggish  and  short,  and 
occurs  at  long  intervals,  an  injection  of  1  centigramme  of  cocaine  ia 
sufficient  to  produce  remarkable  stimulation  of  the  uterus.  This 
stimulating  action  manifests  itself,  not  only  when  contractions  are 
weak  and  far  apart,  but  also  when  during  labour  they  have  stopped 
altogether,  as  in  the  well-known  phenomenon  called  uterine  inertia." 

In  two  cases  in  which  he  used  the  injection  to  induce  labour  the 
results  were  so  remarkable  that  I  shall  quote  them  in  full. 

"'  The  first  patient  was  a  woman  with  a  seven  months'  foetus,  dead 
and  macerated,  who  had  been  sent  to  our  wards  from  a  house  of  refuge 
with  the  exact  diagnosis,  but  whom  we  kept  under  observation  for 
three  weeks  as  a  measure  ot  prudence.  Labour  began  suddenly,  by 
the  very  energetic  contractions  of  a  utenis  that  had  been  flabby  and 
inert  for  about  a  month,  fifteen  minutes  after  the  injection.  During 
an  hour  and  three-quarters  the  contractions  followed  one  after  another 
regularly  and  in  close  succession,  without  causing  pain.  The  cervix, 
long  and  closed,  became  effaced,  and  dilated  rapidly  to  the  dimensions 
of  a  five-franc  piece.  From  the  moment  when  the  analgesia  dis- 
appeared the  contractions  became  less  frequent,  and  assumed  the 
character  that  ia  customary  in  normal  labour,  which  shows  once  more 


470 


CLINICAL  OBSTETRICS 


the  oxytc>cic  effect  of  cocaine  following  a  corresponding  course  to  its 
analgesic  action.  Labour  thus  begun  went  regularly  on,  and  spon- 
taneous delivery  took  place  in  six  hours  and  twenty  minutes.  The 
relatively  short  time  in  which  this  was  accomplished  will  be  appre- 
ciated when  we  remember  how  slow  and  difficult  the  dilatation  is  in 
these  cases  ot  macerated  footua,  where  there  is  no  accommodation  to 
the  pelvis  and  no  water  tension,  both  being  incapable  of  bringing  any 
regular  and  energetic  pressure  to  bear  so  as  to  hasten  the  disappearance 
and  dilatation  of  the  cervix. 

"  In  the  second  case  labour  began  more  quickly.  The  patient  was  i 
a  constmiptive  in  the  last  stages,  short  of  breath,  cachectic,  veTV 
weak,  and  likely  to  die  before  her  confinement.  She  had  had  a 
number  of  children,  and  the  present  pregnancy  was  eight  months  and 
one  week  gone,  with  a  living  child.  Nine  minutes  after  the  injection 
the  uterine  muscle  contracted  energetically  for  a  minute  and  a  half, 
and  from  that  time  on  contractions  took  place  regularly  every  three 
minutes  up  to  deUvery,  which  occurred  in  four  hours  and  thirty-five 
minutes.*' 

Doleris  comes  to  the  foUowng  conclusions:  "(1)  The  lumbar 
injection  of  cocaine  is  contra-indicated  with  pregnant  women  :  if  the 
method  were  used  for  the  execution  oi  any  operation  during  pregnancy, 
miscarriage  might  ensue.  (2)  A  new  method  of  bringing  on  labour 
has  been  found  in  the  use  of  these  injections,  which  have  a  certain ■ 
effect  on  the  uterine  motor  nerves.  (3)  This  process  may  render 
great  service  in  case  of  uterine  inertia  during  labour,  particularly  with 
a  moderately  contracted  pelvis,  as  I  have  found  in  two  instances. g 
(i)  In  eclampsia,  whexe  rapid  evacuation  of  the  uterus  is  indicat-ed, 
the  lumbar  injection  ought  to  be  efficacious,  and  may  have  a  happy 
effect  on  the  nervous  reflex  symptoms  "  {htteniatianai  Clinics,  vol.  ii», 
eleventh  series). 

For  the  performance  of  forceps  operations  tliis  method  of  anaesthesia 
is  suitable,  but  in  obstructed  labours,  especially  where  version  ijSi 
required,  it  is  decidedly  contra-indicated,  as  you  \^ish  to  have  the 
uterus  as  relaxed  as  possible.  Doleris  has  performed  Csesarian  section 
under  it,  and  he  found  that  the  uterus  retracted  remarkably  weU.i 
and  there  was  very  httle  bleeding.  Sinclair,  of  Manchester,  has  abo 
performed  C^^arian  section  under  it.  As  I  have  never  used  it,  I 
cannot  speak  from  personal  experience,  but  I  doubt  very  much  if  it 
will  ever  come  into  general  use. 

If  the  oxytocic  action  is  so  great  as  Doleris  maintains,  it  will  cer- 
tainly be  useful  in  cases  where  one  wishes  to  stimulate  uterine  contrac- 
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tions  where  there  ia  no  obstruction  to  delivery ;  but  Lea,  in  his  paper 
in  the  first  number  of  the  Journal  of  Obstetrics  arid  Gi/tuB€olo4jy  of  ike 
British  Empire,  points  out  that  Kreis  used  forceps  in  three  out  of  six 
cases,  and  Marx  in  sixteen  out  of  forty  cases,  which  hardly  bears  out 
Doleris's  contention. 

Version  or  Turning. 

The  object  of  this  operation  is  to  change  one  presentation  into 
another.  It  may  be  the  head  which  is  substituted  for  some  other  part, 
but  more  usually  it  is  the  breech.  Transverse  presentations  are  the 
tj^ical  ones  for  version, 

1*  Cephalic  Yerslon. — In  this  the  head  is  substituted  for 
some  other  part  of  the  body  in  a  transverse  presentation.  It  is  done 
by  external  manipulation  while  the  membranes  are  intact,  and  is  only 
practicable  when  the  liquor  amnii  is  abundant.  The  patient  should 
lie  upon  her  back,  with  her  knees  well  tlrawn  up.  Between  the  pains 
the  head  is  pushed  towards  the  pelvis  and  the  breech  in  the  opposite 
direction.  If  a  pain  comes  on,  the  part«  are  supported  ujitil  it  has 
passed  off.  Asj  soon  as  the  head  is  at  the  brim,  the  membranes  should 
be  ruptured,  and  the  liquor  amnii  allowed  to  escape,  so  as  to  fix  the 
head  in  the  brim  and  prevent  it  taking  up  its  old  position.  It  may  be 
assisted  by  passing  the  fingers  into  the  cervix  and  tilting  the  head 
into  the  brim,  as  in  bipolar  version, 

2,  Fodalic  Version.— In  this  the  breech  is  the  part  sub- 
stituted. It  is  die  method  of  delivery  moat  frequently  adopted  in 
cases  of  antepartum  haemorrhage,  no  matter  whether  the  presentation 
is  cephalic  or  transverse.  It  is  also  used  in  transverse  c^ses,  where 
cephalic  version  cannot  be  done.  As  already  mentioned,  it  was 
fonnerly  much  used  in  flat  pelves,  but  the  use  of  axis-traction  forceps 
has  to  a  great  extent  superseded  it.  In  posterior  parietal  presenta- 
tions, however,  it  is  preferable  to  forceps.  In  face  and  brow  cases, 
some  cases  of  prolapse  of  the  cord,  and  in  cases  where  rapid  delivery 
is  called  for  in  the  interest  of  the  mother,  as  with  eclampsia,  it  is 
done. 

Methods  of  Doing  Podalic  Version. 

1.  External  Method,— This  can  only  be  done  before  the 
rupture  of  the  membranes,  and  when  the  liquor  amnii  is  abundant. 
It  is  done  by  external  manipulation,  in  exactly  the  same  way  as  cephalic 
version,  only  it  is  the  breech  which  is  manipulated  into  the  pelvis 
instead  of  the  head* 
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2,  Bipolar  Method, — This  method  of  version  m^as  introduced 
by  Braxton  Hicks  in  1804.  It  is  done  by  external  manipulation, 
combined  with  tilting  the  presenting  part  away  from  the  brim  by  the 
fingers  of  one  hand  in  the  vagina.  The  membranes  should  be  intact, 
or  only  veiy^  recently  niptnred.  If  the  uterus  is  retracted  it  is  quite 
impracticable.  It  may  be  used  in  doing  cephalic  version,  but  is 
more  generally  employed  in  podabc.     In  cases  of  placenta  pifievia  it 
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Fio.  5 L— Bipolar  Version  :  First 
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Fla*  52.— BwiLAR  Vkbsiok  :  Skcok0  Stkf 

(AFTER   BaBNES), 


IB  most  useful,  as  it  can  be  done  as  soon  as  the  oa  will  admit  two 
fingers. 

The  patient  should  be  placed  upon  her  back  and  be  deeply  anjBS-^ 
thetized  to  relax  the  parts  and  allow  the  whole  hand  to  be  pushed  into 
the  vagina.  The  external  hand  is  placed  over  the  breech  so  as  to 
depress  it,  while  the  presenting  part  h  tilted  away  from  the  brim  by 
the  fingers  inserted  through  the  ob.  The  child  should  be  made  to 
rotate  so  as  not  to  undo  its  flexed  attitude  (Figs.  51  and  52).  When 
the  head  is  oot  of  the  brim  the  external  hand  can  be  used  to  elevatej 
it  towards  the  fundus  (Fig*  5H).  As  .soon  as  a  knee  or  foot  come 
within  reach  of  the  internal  fingers  it  should  be  caught  and  broughl 
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into  the  brim,  the  membranes  being  ruptured  at  tlie  same  time 
(Fig*  54).  If  the  os  is  fully  dilated,  delivery  may  be  finished  at  once, 
but  if  the  OS  is  oaly  partially  dilated,  it  must  be  left  to  nature  to  allow 
of  diiatatinn. 

.'1  Internal  Method.— This  is  done  by  passing  one  hand  into 
the  uterus,  seizing  and  bringing  down  one  or  both  feet.  The  cervix 
must  be  sufficiently  dilated  to  allow  the  hand  to  pass.  It  should  be  done 
as  soon  as  possible  after  the  membranes  have  ruptured.     If  there  is 
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Fig.  53.— Bipolar  Veesion  :  Third  Strp 
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Fio.  .'i4."  Bipolar  Version  :  Fourth  Stkp 
(aftkr  IJarnks), 


only  shgbt  retraction  of  the  uterus  it  may  be  done,  by  an  expert 
operator,  by  deeply  ansesthetizing  the  patient,  but  one  who  has 
not  had  much  experience  of  the  operation  should  not  attempt  it.  If 
the  uterus  is  firmly  retracted  it  should  never  be  attempted.  The 
patient  may  lie  on  her  left  side,  or  preferably  on  her  back-  The 
right  hand  may  be  used  in  all  cases,  but  in  some  the  left  one  does 
better.  It  depends  on  which  way  the  child  is  lying.  Use  the  hand 
which  will  moat  easily  reach  the  front  of  the  child.  Thus,  if  its  back 
is  towards  the  mother's  right  side,  use  your  right  hand,  and  if  the  back 
is  towards  her  left,  the  left  hand;  but  if  you  are  not  accustomed  to 
working  with  your  left  hand,  always  use  the  right.     The  hands  and 
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arms  should  be  thoroughly  sterilized,  and  well  washed  in  lysol 
solution.  Pass  the  hand  in  a  cone  shape  to  dilate  the  cervix,  if 
it  is  not  sufficiently  dilated  already^  and  pass  the  hand  on  to  the 
front  of  the  child,  rupturing  the  membranes  if  they  are  unruptured 
(Fig.  55).  As  much  of  the  liquor  amnii  as  possible  should  be 
retained  in  the  uterus  by  damming  it  back  with  the  wrist.  If  a 
contraction  comes  on,  spjead  your  hand  flat  on  the  front  of  the 
child  and  wait  until  the  uterus  relaxes.  If  you  do  not  do  this 
the  pressure  upon  your  closed  hand  will  almost  paralyze  it,  and  may 
cause  rupture  of  the  wall.  Catch  one  or  both  feet,  making  sure  it  is 
a  foot  and  not  a  hand*  Herman  advises  bringing  down  a  hand  first 
and  attaching  a  bit  of  tape  to  it.    This  I  consider  to  be  a  tnistake. 


.^' 


Fio.  55.— PouALic  Version  :  Internal  Mktbob  (after  Baj^kes), 

As  soon  as  you  get  a  foot,  pull  the  leg  down  steadily  into  the  vagint? 
if  the  uterus  is  quiescent,  but  il  a  contraction  comes  on,  wait,  spread* 
ing  your  hand  out  as  before.  The  child's  body  usually  rotates  quit« 
easily,  unless  the  uterus  is  retracted  round  it.  If  version  is  attempted 
when  the  uterus  is  retracted,  as  in  a  transverse  case,  care  must  be 
taken  to  unhitch  the  shoulder  from  under  Bandrs  ring,  if  it  is 
caught,  but  only  an  expert  should  undertake  such  a  risky  operation, 
and  it  should  only  be  undertaken  if  there  is  a  chance  of  sa\nng  thu 
child's  life. 

1.  Combined    Internal   and   External    Method.— The 

internal  hand  is  used  in  exactly  the  same  way,  but  with  the  external 
hand  the  head  is  pushed  towards  the  fundus. 
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Which  Foot  should  you  Grasp  ? — When  tlie  head  presents,  it  does 
not  matter  much  which  foot  you  seize,  but  in  transverse  presenta- 
tions it  depends  upon  whether  the  chikl  lies  dorso- anterior  or  dorso- 
posterior;  If  it  is  dorso-anterior  take  the  nearest  foot,  and  if  it  is 
dorso-posterior  that  farthest  away  {Fig.  55).  When  the  child's  back 
is  to  the  front,  you  want  it  to  remain  so,  and  you  therefore  seize  the 
nearest  foot,  as  traction  on  it  will  not  rotate  the  body  round  its  long 
axis,  but  when  it  is  to  the  mother's  back,  you  wish  to  turn  it  to  the 
front ;  therefore  seize  the  farthest  away  foot,  as  traction  on  that  leg 
will  not  only  turn  the  child,  but  rotate  its  back  to  the  front. 


Risks  of  Version. 

1.  To  the  Mother*— Besides  the  risk  of  introducing  septic 
organisms  into  the  uterus,  there  are  risks  of  injury  to  the  uterus, 
cervix,  vagina,  and  perineum.  The  uterus  may  easily  be  ruptured. 
I  have  already  spoken  of  the  risk  of  attempting  version  after  failing 
to  deliver  with  forceps,  and  T  again  insist  that  if  forceps  hold,  and 
do  not  bring  the  head  down,  version  should  not  he  attempted.  Most  of 
the  cases  of  rupture  of  the  uterus  brought  into  the  Maternity  Hospital 
have  been  caused  in  this  way.  The  cervix  may  be  ruptured  by  dragging 
the  after-coming  head  through  too  rapidly.  If  this  happens  in  a  case 
of  placenta  pra^via,  death  from  hoemorrhage  is  almost  sure  to  ensue,  if 
the  cer\nx  is  not  at  once  stitched  or  plugged.  Rupture  of  the  vagina  and 
perineum  may  occur  if  the  head  is  delivered  too  hastily  and  extended. 

2.  Bpisks  to  the  Child.— The  leg  or  legs  may  be  injured, 
fractured  or  dislocated.  The  aims  may  be  broken  or  dislocated  in 
relie^-ing  them,  and  the  clavicles  may  suiTer  in  the  same  way.  The 
neck  may  be  so  stretched  as  to  cause  dislocation^  or  the  cord  may  be 
injured  without  actual  breaking  of  the  neck.  In  contracted  pelves 
the  skull  may  be  fractured  by  the  pressure  of  the  promontory,  and  in 
some  cases  haemorrhage  occuxs  into  the  brain,  without  actual  Iracture 
of  the  skull.  The  child  runs  exactly  the  same  risks  during  delivery 
as  when  tbe  breech  presents,  and  traction  hag  to  be  used. 

The  Forceps. — The  Tarnier-Simpson  axis-traction  forceps  of 
Milne-Murray  and  of  Professor  A,  R.  Simpson  are  the  instniments  I 
have  found  most  uaefuL  Their  great  advantages  over  the  ordinary 
instrument  specially  appear  in  high  cases,  but  in  low  cases  they  also 
possefis  advantages,  so  that  they  are  adapted  for  all  deliveries.  The 
traction  rods  enable  one  to  pull  in  the  proper  axis,  while  the  handles 
indicate  the  direction  of  the  axis. 
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Conditiona  in  ivhich  the  Applimtion  of  Forceps  is  Necessary. — These 
have  already  been  mentioned  in  discussing  laborious  and  other  labours, 
so  we  shall  merely  rerapitulate.  They  are :  Uterire  inertia,  large  size 
of  the  head,  malpresentations  and  malpositions  of  the  head^  hardness 
of  the  head,  rigidity  of  the  vagina  and  perineum,  contraction  of  the 
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Fig.  ri6,— Milne- Mobray's  Axis-traction  Forcbps. 

pelvis  (eonjugata  vera  not  below  3  inches  as  a  rule,  but  delivery  may 

sometimes  be  effected  wHth  a  conjugate  of  not  more  than  2 J  inches,  if 
the  child's  head  is  small),  in  some  cases  of  tumours,  and  in  cases  where 
rapid  delivery  is  called  for  in  the  interest  of  the  mother  or  the  child* 
In  breech  cases  forceps  are  occasionally  applied  to  the  breech,  and 
sometimes  to  the  atter-comin^f  head. 


*/s$CAL£ 


Fia.  57* — Pkofessob  A.  K,  Simpson's  Axis-traction  Forceps. 


Preparafions. — ^The  consent  of  the  friends  of  the  patient  most  be 
obtained,  and  also  that  of  the  patient,  unless  she  is  extremely  nervous. 
(  hloroform  is  not  always  necessary,  but  it  is  best  to  give  it  unless  tiufl 
patient  strongly  objects  to  its  use.  It  will  save  her  suffering  and  make 
the  operation  much  easier.     The  patient's  bowels  and  bladder  should 
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be  empty,  and  the  external  parts  thoroughly  cleansed.  The  instru- 
ments, which  should  be  aseptic,  are  frequently  lubricated  with  an 
antiseptic  oil  or  vaseline,  but  if  they  are  dipped  in  warm  lysol  solution 
they  will  be  slippery  enough,  and  there  will  be  less  risk  of  carrying 
sepsis  into  the  uterus.  Antiseptic  oils  or  vaseline  are  frequently  far 
from  being  aseptic. 

PosUion  of  Ih^  PatietU. — In  this  country  the  left  lateral  position 
13  the  one  most  frequently  adopted.  The  hips  should  be  brought 
well  over  the  edge  of  the  bed,  and  the  legs  should  be  well  drawn  up.  If 
the  dorsal  position  is  adopted,  the  hips  must  be  brought  well  over  the 
edge  of  the  bed,  and  the  legs  and  thighs  well  flexed  and  supported  by 


Fici.  58.— Axis-TitACTioN  FoHCEPs  Applied  :    High  Opkration. 
From  a  photograph  supplied  by  I>r,  G.  Balfour  Marshall. 

assistants.     The  bed  should  be  properly  protected  by  a  waterproof 
sheet  and  draw-sheet. 

Before  applying  the  init rumen ts  the  os  should  be  fully  dilated, 
the  membranes  ruptured,  and  the  exact  position  of  the  head  known. 
The  blades  are  made  to  lie  in  the  sides  of  the  pelvis,  and  therefore  in 
the  high  operation  they  grasp  the  head  obliquely  in  a  normal  pelvis, 
or  antero'posteriorly  in  a  flat  pelvis.  Home  authorities  say  that  the 
blades  should  always  be  applied  to  the  sides  of  the  head  even  in  high 
operations.  This  is  quit*  impracticable  in  the  majority  of  cases. 
One  blade  will  lie  over  the  temple  and  eye  of  the  child,  but  beyond 
bruising  the  parts  a  little  it  should  not  do  any  damage.  If  the  instru- 
raents  are  not  properly  made,  considerable  damage  may  be  done. 
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Apjdication  of  the  Blades^^ihe  left  or  lower  blade  is  the  first  to 
apply.  The  traction  rod  should  lie  along  the  back  of  the  shank. 
Either  hand  may  be  used,  but  the  left  is  perhaps  the  more  conveiiient 
of  the  two.  Grasp  the  handle  lightly  in  the  left  hand,  pass  the  lingers 
of  the  right  into  the  vagina,  with  the  tips  inside  the  os,  the  palm  looking 
upwards,  then  tjhp  the  point  of  the  blade  along  the  palm  of  the  hand 
and  front  of  the  fingers  until  it  passes  within  the  cervix.  Next  push 
it  gently  upwards  and  forw^ards,  depressing  the  handle  at  the  same 
time  until  it  lies  against  the  perineum.  The  blade  should  lie  exactly 
in  the  left  side  of  the  pelvis.  No  force  should  be  used.  An  assistant 
should  now  steady  it  in  position.     The  upper  blade  is  generally  more 


Fio.  69.— Forceps  Dbliyksy  :  Thb  Head  is  distendino  rnm  FKaiKSim. 
From  a  photograph  supplied  by  Dr.  G.  Ballour  MorahalL 


difficult  to  apply,  but  w^th  a  little  practice  it  is  easily  done.  An 
assistant  should  hold  the  leg  up.  First  swing  the  traction  rod  well 
forwards,  then  grasp  the  handle  lightly  in  the  right  hand,  pass  the 
fingers  of  the  left  hand  intt*  the  vagina  until  the  tips  are  within  the  os, 
the  palm  looking  downwards,  then  enter  the  tip  of  the  blade  in  the 
axis  of  the  outK^t— t.e..with  the  shank  and  handle  parallel  to  the  flexed 
thigh  ;  now  pass  the  blade  along  the  i>alni  of  the  hand  and  front  of 
the  fingers,  gradually  bringing  the  handle  l>ack  towards  the  perineum. 
The  tip  of  the  blade  should  pass  up  the  baek  of  the  pelvis,  and  then 
gradually  come  round  to  the  side,  and  slip  over  the  head.  As  it  slips 
over  the  head  the  handle  comes  back  towards  the  perineum.   Loi*king 
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the  handles  is  sometimes  rather  difficult,  but  no  force  should  be  used. 
Grasp  each  handle  separately,  and  gently  manipulate  them  into  exact 
apposition,  and  lock  them,  being  careiul  not  to  nip  the  vaginal  mucous 
membrane  or  the  skin  of  the  external  parts  in  the  lock.  Then  swing 
the  traction  rod  of  the  right  blade  back,  and  lock  it.  The  fixation 
screw  of  the  handles  should  now  be  applied,  tight  enough  to  fix  the 
handles  in  the  position  in  which  you  have  locked  them  with  your 
hand.  If  the  application  handles  do  not  come  quite  together,  you 
muat  not  use  the  screw  to  bring  them  together,  or  you  will  crush  the 
head.  The  fixation  screw  is  only  to  fix  the  handles  in  the  position  in 
which  you  can  close  them  with  your  hand*  and  should  never  be  used 
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to  screw  the  handler  together.  Now  apply  the  crossbar  to  the 
traction  rods.  Before  applying  traction,  examine  caretully  to  make 
Bure  that  everything  is  right,  and  that  none  of  the  pubic  hairs  are 
caught  in  the  lock. 

Traciion^ — Grasp  the  crossbar  in  one  hand  and  pull  gently,  so  that 
the  traction  rods  are  parallel  with  the  shanks.  As  soon  as  the  applica- 
tion handles  begin  to  pass  forwards,  move  the  traction  rods  forwards, 
so  as  to  keep  them  parallel  with  the  shanks.  If  the  patient  is  under 
chloroform,  make  traction  at  intervals,  always  relaxing  the  fixation 
screw  when  not  pulling.  If  the  patient  is  not  unde'*  chloroform  you 
may  make  your  traction  during  a  pain.     Do  not  be  in  a  hurry,  but  take 
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pleEty  of  time.  As  the  head  descends  it  will  rotate,  and  the  blades 
should  then  be  taken  ol!  and  reapplied  to  the  aides  of  the  head.* 
When  the  head  begins  to  bulge  the  perineum,  jou  must  dehver  very 
slowly.  The  handles  will  now  be  well  forward  between  the  patient^s 
thighs,  and  you  must  fuUow  them  forwards  with  the  traction  rods. 
Some  operators  complete  the  delivery  by  grasping  the  traction  rod 
and  handles  and  using  the  forceps  like  any  ordinary  pair,  but  this  is 
a  mistake.  The  ordinary  handles  should  never  be  touched  during 
tiaction.  I  have  seen  men  deliver  by  grasping  the  handles  as  well 
as  the  crossbar  while  bringing  the  head  through  the  brim  and  cavity, 
but  this  should  never  be  done,     It  reallv  destroys  the  axis- traction 
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action.     As  soon  as  the  head  ia  born  the  blades  should  be  removed. 
Delivery  is  then  completed  in  the  usual  way* 

The  Amount  of  Force  t4)  he  used. — In  ordinary  cases  very  little 
force  is  required,  but  in  contracted  pelves,  or  with  large  heads,  a  con- 
siderable amount  may  be  necessary.  If  the  instruments  hold»  any 
head  may  be  dragged  through  by  main  force,  but  an  excessive  amount 
is  not  justifiable.  An  expert  operator  soon  learns  how  much  force 
he  may  justifiably  apply,  but  he  can  only  leam  this  by  experience. 
I  have  frequently  delivered  live  children  by  exerting  my  utmost 
strength  with  both  hards,  and  my  feet  braced,  but  I  would  not  advise 
a  beginner  to  attempt  this.     One  hand  will  give  all  the  force  required 

^  In  low  forceps  caaae  the  head  U  in  the  pelvis,  and  as  rotation  has  occoired, 

reappUcation  wUI  not  be  nece^iary. 
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in  the  majority  of  cases.  By  placing  the  tips  of  the  fingers  of  the  other 
hand  against  the  head  you  can  judge  if  any  advance  is  being  made. 
If  no  advance  is  being  made,  after  a  considerable  amount  of  force  is 
used  in  the  ordinary  obstetric  position,  a  trial  should  be  made  in  the 
Walcher  position,  and  if  you  fail  then,  a  symphysiotomy  or  a  crani- 
otomy should  be  resorted  to.  Caesarian  section  might  be  done,  but 
the  risks  would  be  very  great.  If  the  child  is  dead,  craniotomy  should 
be  done  at  once,  but  if  it  is  alive,  symphysiotomy  is  the  operation 
indicated.  I  again  repeat  that  under  no  consideration  should  version 
be  attempted  after  failure  with  forceps. 
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IiKluction  of   Premature  Labour — How  to  decide  when  to  Induce   Labour— 
Metbods  of  Inducing  Labour^ Preparatio a  of  the  Patient— The  Operation. 

Induction  of  Premattire  Iiabonr,— Premature  labour  not 
infrequently  cuines  on  of  itself,  Ijut  tht^rt-  are  cases  in  wliich  it  is  justifi- 
able to  bring  it  on,  either  in  the  interests  of  the  mother  or  of  the  child. 
In  the  inte rests  of  the  mother »  it  may  be  done  in  serious  diseases  of 
the  heart,  kidneys,  or  nervous  system,  and  also  in  pernicious  vomiting. 
In  the  interests  of  the  child,  it  may  be  done  in  cases  of  obstniction 
from  tumours  or  contraction  of  the  pelvis,  and  alap  in  cases  of  habitual 
death  of  the  fcctus  in  the  later  months  of  pregnancy.  It  is  occasionally 
done  in  normal  pelves,  where  the  patient's  children  have  such  large 
heads  that  delivery  at  full  time  is  fraught  with  danger. 

A^  the  operation  is  done  in  the  hopes  of  getting  a  child  boni  which 
will  survive,  it  should  not  be  done  before  the  child  has  reached  a  viable 
age,  Generally  speaking,  the  beginning  of  the  seventh  month  is  the 
earliest  time  of  viability,  but  occasionally  six  and  a  half  months' 
children  survive.  If  the  child  is  much  under  3  pounds  in  weight,  the 
utmost  difficulty  will  be  experienced  in  rearing  it.  There  is  a  popular 
heljef  that  a  seventh-month  child  is  more  Likely  to  live  than  an  eighth- 
month  one,  but  this  is  a  delusion.  The  nearer  full  time  the  better 
chance  there  is  of  its  surviving. 

With  contracted  pelves  2 J  inches  of  a  true  conjugate  is  the  ven* 
lowest  liniit.  A  live  child  may  be  delivered  through  this  at  the  seventh 
month.  l>ut  if  the  pelvis  is  smaller,  there  is  little  hoi>e  of  tite  chi'd 
heing  alive,  or  surviving,  if  it  is  born  ali%^e.  In  all  cases  below  t\  inchet 
the  chances  for  the  child  are  not  great,  and  the  mortality  among  ^uclt 
children,  when  born  alive,  is  verj^  high,  ho  that  it  is  questi<mable  il 
induction  should  be  done  in  pelves  below  :i  inches.  If  artificial  delivery 
has  to  be  resorted  to,  the  chances  for  the  t^hild  are  lessened. 
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I  (leeide  when  to  inditct'  Lalmr 


-In  cases  dune  in  tln^  interests 
of  the  molher,  the  condition  of  the  patient  mil  generally  have  to  be 
our  guide,  hut,  if  possible,  the  operation  should  be  postponed  imtil  she 
has  reached  the  thirty-second  week  of  pregnancy.  In  a  case  like  one 
of  uncontrollable  vomiting,  the  mother's  interests  alone  shonld  be 
considered-  The  time  is  judged  from  the  cessation  of  menstruation, 
but  this  is  very  uncertain,  and  one  is  often  misled  by  it,  so  you  must 
make  an  estimate  of  the  \dahitity  from  the  size  ot  the  ftt^tus,  as  made 
out  by  palpation.  When  the  pelvis  is  contracted,  the  size  of  the 
fcetus,  especially  of  the  head,  is  most  important.  So  long  as  the  bead 
is  small  enough  to  pass  easily,  you  wilt  be  able  to  push  it  well  into 
the  brim  by  external  pressure,  and  as  soon  as  you  fail  to  do  this  easily 
it  is  time  for  the  imluction.  With  a  contracted  pelvis  the  rule  should 
be  to  see  the  patient  every  week  or  so  after  she  haa  entertHl  the  seventh 
month,  to  test  the  size  of  the  head  relative  to  the  brim,  and  to  ind^ice 
labour  as  soon  as  ever  you  find  the  head  cannot  be  pushed  well  into 
the  pelvis.  The  method  of  estimating  the  size  ot  the  head  relative 
to  the  brim  has  already  been  described  (see  p.  247).  jln  instrument 
has  been  devised  to  measure  the  head  through  the  abdominal  wall, 
but  it  is  of  very  little  use,  as  the  only  diameter  of  the  head  you  can 
get  is  the  occipito-frontal  one,  which,  in  the  majority  ot  cases,  you 
do  not  want.  If  you  could  measure  the  transverse  diameter  of  the 
head  it  would  l>e  of  great  use,  but  this  cannot  be  done. 

The  following  case  illustrates  the  importance  of  watching  a  case 
and  carefully  testing  the  size  of  the  head  relative  to  the  size  of  the 
brim  : 

Case. — A  primipara  was  jilaced  under  my  care  when  she  was  about 
six  months  pregnant.  I  found  she  had  a  flat  pelvis  with  a  true  con- 
jugate of  :^|  inches.  I  came  to  no  decision  as  to  what  I  wouhi  ulti- 
mately do,  but  determined  to  watch  the  case  closely.  The  patient 
came  for  examination  from  time  to  time,  and  I  found  that  the  head 
would  enter  the  brim  up  to  full  time.  The  labour  ended  naturally, 
the  head  passing  the  brim  with  an  anterior  parietal  presentation. 
The  head  was  very  narrow,  with  a  biparietal  diameter  of  2A  inches, 
and  the  bitemporal  only  2  inches,  so  it  passed  through  the  2j-inch 
conjugate  without  dithculty.  The  head  had  developed  in  the  best 
possible  shape  to  overcome  tlie  difficulty  of  deliver}'. 

In  cases  of  habitual  death  of  the  fa?tus  in  the  later  months  of  preg- 
nancy, about  a  fortnight  prior  to  the  time  at  which  death  had  occurred 
on  former  occasions  should  be  selected,  provided  this  will  give  a  \nable 
child.     The  results  in  these  cases  are  so  discouraging  that  for  my  part 
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I  prefer  trpng  to  carry  the  woman  to  full  time  by  keeping  her  on 
chlorate  of  potash. 

Prt>gnos{s,—li  the  woman  is  in  prood  health,  sepsis  is  the  cliief  risk 
she  has  to  run,  and  one  should  be  able  to  gnard  against  that  by  using 
strictly  aseptic  methods.  When  the  induction  is  undertaken  because 
of  disease  on  the  part  of  the  mother,  the  risk  is  very  great,  as,  unfor* 
tnnately.  the  operation  is  usually  only  undertaken  as  a  last  resort. 
As  regards  the  child,  it  has  many  risks  to  ran.  It  may  be  too  pre- 
mature to  survive >  If  the  labour  has  to  be  tenninated  by  forceps  or 
version,  its  chances  will  be  lessened,  as  premature  children  do  not 
stand  artificial  delivery  well.  There  is  no  doubt  that  in  some  cases 
the  vitality  is  lower  than  in  others.  In  one  of  my  cases  induction 
was  done  twice  for  contraction  of  the  pel\4s»  and  the  cliildren  were 
born  easily  without  any  assistance,  and  yet  in  both  instanoes  they 
died  in  a  few  days,  although  they  were  of  a  fair  size.  The  third  time 
I  refused  to  induce  labour,  and  did  Ciesarian  section  at  full  time,  and 
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delivered  a   perfectly   healthy   chikL   which  did   well.     For  the  first 
month  or  two  the  children  are  ver>*  difhcult  to  rear,  and  they  require 
great   attention.     It  they  are   under  3  pounds*  in  weight  at   birth 
their  chance.^  will  not  be  very  great,  l>ut  4  to  4k  pound  children  usually 
do  welL 

Methfxh  of  hiJitcing  ia/j'M/r.— What  we.  wish  to  do  is  to  start  utomi 
contraetionB,  and  to  get  the  utenis  to  eropt}'  itself  by  natural  eflorti 
Tho  contractions  may  be  brought  on  in  various  ways,  aa  by  rupturing 
the  membranes,  injecting  fluids  such  as  water  or  glycerine  betwt 
the  niend»ranes  and  the  uterine  wall,  by  passing  bougies,  by  pluggic 
the  cervix  and  vagina  with  strips  of  gauze,  or  by  using  hydrostatic 
dilators.  In  some  cases  where  immediate  delivery  is  called  for,  tht? 
cervix  may  be  dilated  by  means  ot  Hegar's  dilators  and  Chani|K»tier 
de  Ril>es'  bag,  Bossi's  dilator,  or  manually  incising  it  if  nece8sar>%  but 
such  a  case  is  not  usually  considered  an  ordinar^^  induction. 

Of  all  the  methods  the  most  useful  is  the  bougie  one,     Rupturin|^ 
of  the  membranes  is  not  advisable,  as  the  child  will  suffer  from  pr^s- 
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sure  and  probably  be  sbiU-born*  The  injection  of  glycerine  was 
dtroiigly  advocated  at  one  time,  but  it  is  not  by  any  means  devoid  of 
danger.  Barnes'  bags  are  very  useful  when  the  cervix  is  partially 
dilated,  and  they  may  be  used  after  the  bougies  have  been  tried  for 
a  time.  The  membranes  must,  if  possible,  be  kept  intact  until  the 
OS  is  fully  dilated,  so  as  to  assist  dilatation,  and  save  the  child  from 
prolonged  pressure. 

Bossi'a  dilator  has  been  used,  but  I  do  not  consider  its  use  advisable 
unless  the  case  is  one  retjoiring  immediate  delivery. 

PrepurtUMH  of  the  Patient. Sim  should  be  well  bathed  several  times 
beforehand.  The  bowels  should  be  cleared  by  means  of  laxative 
medicine  and  an  enema.     It  is  advisable  to  shave  the  external  parts, 
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or  at  all  events  to  cUp  the  hair  short,  so  as  to  render  the  external 
pudenda  as  aseptic  as  possible.  Only  new  gum-elastic  bougies  should 
be  used.  Boiling  softens  them  and  roughens  their  surfaces,  so  it  is 
tter  to  sterilize  them  by  first  washing  them  very  carefully  with,  soap 
d  water,  and  then  soaking  them  for  several  hours  in  (1  to  20)  car- 
bolic or  (I  to  2,i)00)  corrosive  sublimate  lotion.  Several  No.  10  or  12 
size  may  be  used,  or  one  very  large  one.  Catheters  should  never  be 
used.  For  the  introduction  you  should  have  a  duck-bill  speculmu, 
a  pair  of  volaellum  forceps  to  draw  down  and  steady  the  cervix,  pack- 
ing forceps  and  iodoform  or  aseptic  gauze  for  a  vaginal  ping,  and  if 
the  OS  is  qiute  closed,  a  few  Hegar's  dilators. 

The  Operation. — Chloroform  is  not  necessary,  but  it  is  advisable  to 
administer  it.  With  the  patient  in  the  lithotomy  position,  thoroughly 
cleanse  the  external  parts  with  lysoi  solution,  and  douche  the  vagina. 
Pass  the  speculum,  and  draw  down  the  cervix,  by  catching  the  anterior 
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lip  with  furceps.  If  the  os  will  adniit  a  fijiger,  pass  it  in,  and  separate 
the  membranes  as  high  up  as  jou  can  reach.  If  the  os  is  quite  closed, 
dilate  it  with  Hegar's  dilators  until  it  will  admit  a  finger.  The  bougie 
should  now  be  passed  without  touching  any  of  the  external  parts 
It  should  be  gently  inserted,  and  if  it  meets  with  an  obstruction  it 
should  not  be  forced  in,  but  partially  withdrawn  and  pushed  in  another 
direction.  The  placenta  is  the  usual  obstruction  it  meets  with,  and 
it  will  not  do  to  force  the  bougie  between  the  placenta  and  uterine 
wall,  or  accidental  hapmorrhage  will  be  caused.  The  bougie  should 
be  passed  until  its  end  is  at  the  external  oa.  Two  or  three  may  be 
passed  in  this  way.  I  prefer  several  to  one  Ytrj  large  cne,  as  there 
is  less  risk  of  injuring  the  placenta  or  rupturing  the  membranes. 
There  should  be  very  little  bleeding.  The  vagina  should  again  be 
washed  out,  and  packed  with  iodoform  or  aseptic  gauze.  The  vaginal 
plug  prevents  the  bougies  sUpping  down,  and  it  also  assists  dilatation, 
11  you  shoukl  rupture  the  membranes  or  injure  the  placenta,  the 
bougies  should  be  withdrawn  and  a  Barnes'  bag  inserted,  or  the  cervix 
and  vagina  thoroughly  plugged.  In  two  of  my  cases  I  have  met  with 
marginal  placenta  pne\'ia. 

The  patient  may  be  allowed  to  rise,  but  she  is  much  safer  in  bed.  The 
pains  very  rarely  come  on  within  a  few  hours,  and  it  is  well  to  warn 
the  patient  that  it  will  probably  be  some  days  before  the  labour  is 
finished.  The  plug  should  be  taken  out  of  the  vagina  within  twenty- 
four  hours.  If  the  os  is  not  dilating  much,  the  bougies  may  be  taken 
out,  and  a  new  set  introduced,  or  they  may  be  left  in  twelve  hours 
longer.  When  the  contractions  are  fairly  started  the  bougies  may  be 
removed.  It  dilatation  is  verj'  slow  you  may  hasten  it  by  the  use  o( 
bags,  and  if  the  membranes  rupture  early,  a  bag  should  be  inserted. 
to  dam  hack  the  liqour  amnii  as  much  as  possible.  A  natural  finish 
to  the  labour  is  preferable,  but  it  must  not  be  allowed  to  linger  too 
long.  The  atter-treatn'cnt  of  the  case  is  the  same  as  after  an  ordinary- 
full -time  labour. 

The  child  will  be  feeble,  and  the  greatest  care  must  be  taken  of  it. 
If  it  is  very  small  it  should  be  rolled  in  cotton  wadding,  instead  of 
being  dressed  in  the  usual  way.  In  hospital  an  incubator  is  generally 
at  hand  to  keep  it  in,  at  a  temperature  of  about  fiff  F.  In  a  private 
house  it  should  be  kept  in  a  basket  near  a  fire  and  with  hot*water 
bottles  round  it.  It  should  be  fed  every  hour  at  first,  giving  it  hue 
milk,  if  possible,  from  the  very  first,  and  if  this  cannot  be  obtained^ 
very  dilute  cow's  milk  with  a  little  cream  and  sugar  added.  As  aoon 
as  it  can  suck  put  it  to  the  breast. 
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The  following  cases  may  be  taken  as  examples  of  induction  of 
labour  in  contracted  pelves.  Cases  L  and  IL  are  of  special  intereet, 
as  they  illustrate  the  importance  ot  the  careful  watching  of  the  size 
of  the  head  relative  to  the  brim.  In  these  two  cases  the  head  must 
have  increased  in  size  very  rapidly  in  a  short  tirae«  From  the  ex- 
perience in  these  two  cases  I  have  come  to  the  conclusion  that,  as 
tlie  time  draws  near  for  iiidnction,  one  should  see  the  patient  every 
week  to  judge  of  the  increase  in  the  size  of  the  head. 
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Cases  of  Induction  of  Labour, 

Case  L— Mrs-  G,,  aged  thirty-one,  S-para^  was  examined  under 
chloroform  on  January  27.  The  conjugata  vera  was  estimated  to 
he  -U  inches.  The  pelvis  was  generally  contracted  as  well  as  flattened. 
The  child's  head  could  be  easily  pushed  into  the  brim.  As  the  patient 
was  only  seven  months  pregnant,  and  the  head  could  easily  be  pushed 
into  the  brim,  it  was  decided  to  allow  her  to  go  on  for  another  fort- 
night. Her  first  labour  had  been  ternunated  by  craniotomy.  The 
patient,  unfortunately,  did  not  return  at  the  appointed  time,  and 
when  labcuir  was  induced,  one  week  later  than  the  time  set,  the  head 
could  not  be  pushed  through  the  brim.  Krause's  method  was  adopted, 
and  two  sets  of  bougies  were  used,  but  the  labour  was  very  slow  in 
coming  on,  taking  fully  four  days.  As  the  patient  was  showing  some 
evidence  of  exhaustion,  manual  dilation  was  resorted  to  when  the  os 
was  nearly  fully  dilated,  and  forceps  w^ere  applied,  but  the  head  could 
not  be  got  through  in  the  Walcher  position.  Craniotomy  was  done 
The  child  weighed  5  pounds,  minus  the  brains.  If  this  patient 
had  returned  at  the  time  stated,  possibly  the  head  would  have  come 
through,  but  I  think  I  made  a  mistake  in  allomng  her  even  a  fortnight. 
It  would  have  been  safer  to  have  had  her  back  for  examination  in 
a  week,  but  the  head  came  down  so  easily  that  I  concluded  she  could 
safely  stand  a  fortnight  more.     The  patient  made  a  good  recovery. 

Case  II. —Mrs,  A.,  aged  twenty-six,  4-para,  conjugata  vera3t  inches. 
This  patient  was  admitted  to  the  hospital  on  September  26,  VMH, 
The  pehHc  measurements  were  as  follows  :  intercristal,  **A  inches  ; 
interspinous,  9  inches:  external  conjugate,  61  inches;  diagonal  con- 
jugate, 3 J  inches ;  true  conjugate,  3 J  inches.  A  fortnight  previous 
to  admission  the  head  had  easily  entered  the  brim,  and  she  had  been 
told  to  return  in  a  fortnight.  When  examined  on  admission,  the 
head  was  found  to  overlap  the  symphysis  considerably ,  and  it  could 
not  be  pushed  into  the  brim.     I  had  not  seen  the  case  previously, 
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but  my  assistant  and  resident  assured  me  that  they  had  pushed 
the  head  through  the  brim  (juite  easily  at  the  former  visit  of  the 
patient.  I  advised  the  patient  to  wait  to  full  time  for  Cflesarian  section, 
but  she  would  not  consent,  so  we  did  the  induction  in  the  hopes  that 
the  head  might  mould  and  come  through. 

The  bougies  were  introduced,  and  the  labour  came  on  next  day. 
The  second  stage  was  allowed  to  go  on  for  five  hours,  until  the  he 
had  moulded  well.  She  was  then  delivered  in  the  Walcher  position, 
with  Milne -Murray' 8  axis-traction  forceps.  The  child's  heart  waa 
beating,  but  it  could  not  be  resuscitated*  It  weighed  64  poundsJ 
The  head  measurements  were  as  follows  :  bi  parietal,  3  J  inches  ;  bi- 
temporal, 3  inches ;  suboccipito-bregmatic,  3^  inches.  The  left  eye 
protruded  somewhat,  and  its  cornea  showed  a  marked  hazy  opacity, 
with  one  fairly  w^eil -de lined  band  in  the  vertical  axis.  The  corne 
of  the  right  eye  had  three  distinct  vertical  bands,  arranged  hke  batxeT 
staves,  and  genera!  hazy  opacity.  The  pressure  on  the  left  side  of 
the  head  had  been  caused  by  the  promontory,  while  that  on  the  right 
side  had  been  due  to  the  forceps. 

The  patient  made  a  good  recovery. 

Case  IIL— Mrs,  Mel).,  10-para,  aged  thirty-three.  The  obstetric 
history  of  this  woman  is  a  somewhat  remarkable  one.  Her  first 
three  labours  were  at  home,  and  all  the  others  in  the  hospital.  The 
first  child  was  born  dead,  spontaneously,  at  the  seventh  month  ;  the 
second  one  spontaneously  at  lull  time*  dead  ;  the  third  spontaneously 
at  the  eight  month,  also  dead  ;  the  next  five  labours  w^ere  by  induc- 
tion at  the  eighth  month  ;  the  fourth  and  fifth  children  lived,  the 
sixth  died  five  hours  after  birth,  the  seventh  was  bom  dead,  and  the 
eighth  Lived  five  days  ;  the  ninth  and  tenth  labours  came  on  spon- 
taneously at  the  eighth  month,  and  the  children  both  lived.  The 
present  labour  w^as  the  tenth.     The  conjugata  vera  was  3i  inches. 

The  patient  \vas  admitted  for  induction  of  labour,  but  on  the  day 
following  it  came  on  spontaneously.  Two  hours  after  its  commence - 
ment  the  membranes  ruptured  and  the  cord  prolapsed*  The  os  wajs 
fully  dilated  and  the  pains  strong.  During  the  pains  the  pulsations 
of  the  cord  could  not  be  detected,  but  in  the  intervals  they  were  quite 
perceptible,  but  very  slow — only  60,  An  tmsuccessful  attempt  wiis 
made  to  replace  the  cord  with  the  patient  in  the  knee- el  bow  position. 
She  was  then  put  deeply  under  chloroform,  and  wlien  the  utenis 
relaxed  the  head  was  pulled  back  from  the  brim  by  external  manipula- 
tion through  the  abdominal  w^all,  and  the  cord,  which  was  now  pulsat- 
ing strongly^  was  replaced  and  the  head  waa  pushed  w^ell  down  ijito 
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the  brim.  The  utems  was  then  massaged  and  a  firm  binder  applied. 
The  labour  was  completed  in  an  hour's  time  without  assistance.  The 
child,  a  male,  was  alive»  and  weighed  5j  pounds.  The  patient  made 
a  good  recovery. 

Strictly  speaking,  one  can  hardly  call  this  an  induction  case,  but 
the  woman's  obatetrle  history  is  so  interesting  that  it  is  worthy  of 
record.  Ten  labours  up  to  the  age  of  thirty-three  is  a  pretty  fair 
record  of  itself,  but  as  she  has  only  had  one  full-time  one  she  has 
gained  at  least  one  month  in  nine  of  her  pregnancies,  which  gives  her 
an  advantage  over  ordinary  women.  I  have  in  several  other  cases 
found  labour  come  on  spont^ineously  shortly  after  the  patients  have 
been  admitted  for  induction.  The  excitement  probably  has  some- 
thing to  do  with  it. 

Case  IV.^Mrs.  L-,  li-para,  aged  twenty.  Conjugata  vera  *^h  iJiches. 
This  patient's  first  labour  had  been  a  forceps  one,  with  a  dead  child. 
She  was  eight  months  pregnant.  Two  sets  of  bougies  were  used, 
and  after  two  days*  as  the  patient  was  beginning  to  show  indications 
of  exhaustion,  chloroform  was  administered,  the  dilatation  completed 
manually,  and  the  delivery  effected  by  forceps.  The  child,  a  female, 
was  alive  and  survived.    The  mother  made  a  normal  recovery. 

Ca8E  V. — Mrs.  G,^  3-para.  aged  twenty-five,  onnjugata  vera  M  inches. 
The  two  previous  labours  had  been  very  difficult  forceps  ones  at  full 
time,  with  live  children.  The  deliveries  had  been  so  difficult  that  the 
patient  was  advised  to  have  induction  about  the  eighth  month. 
Bougies  were  inserted,  and  on  the  following  day  a  Barnes'  bag,  which 
rapidly  induced  contractions.  The  child,  a  male,  alive  and  weighing 
51  pounds,  was  born  by  natural  efforts.  It  seemed  all  right,  but  on 
the  fifth  day  it  died  somewhat  suddenly.  The  mother  made  a  normal 
recovery. 

Case  VL — Mrs.  T.,  aged  twenty-five,  3-para,  conjugata  vera 
3J  inches.  The  first  child  was  bom  at  full  time  by  forceps,  and 
lived  a  fortnight ;  the  second  one  was  bom  by  induction,  and  lived 
eight  months,  but  then  died  of  diphtheria.  On  the  evening  of  admis- 
sion she  was  prepared  for  induction,  and  I  intended  demonstrating 
to  the  students  the  method  of  inserting  bougies  ;  but  during  the  night 
labour  pains  commenced,  and  in  the  morning  I  fountl  the  os  would 
admit  two  fingers,  but  the  pains  had  ceased,  so  I  introduced  the 
largest  Barnes'  bag.  It  was  expelled  an  hour  later,  and  the  labour 
was  allowed  to  go  on  until  the  follomng  day,  when  it  was  ended  by 
forceps.  The  child  was  alive,  and  weighed  (>J  pounds.  It  did  well, 
and  the  mother  made  a  normal  recovery. 
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In  this  case  I  had  seen  the  patient  ten  days  pre\iou8  to  her  admia 
and,  after  a  careful  estimate  of  the  size  of  the  head  relative  to  the  pelvis. 
had  concluded  to  allow  her  to  go  ten  days  longer.  At  the  first  examina- 
tion  the  head  had  not  presented*  but  by  external  version  I  had  no 
difficulty  in  manipulating  it  round  and  easily  pushing  it  into  the 
brim. 

Case  VIL— Mrs.  T..  H-para,  conjugata  vera  34  inches.  This  patient 
had  had  induction  successfully  performed  twice  before.  Bougies  were 
inserted  for  twenty-four  hours,  and  then  taken  out,  and  eight  hours 
later  labour  came  on,  and  the  child  was  born  by  natural  efforts.  It 
weighed  4f  pounds,  and  was  dead.  This  patient  had  been  under 
chloroform  for  the  inseHion  of  the  bougies.  Before  the  chloroform 
was  given  the  child  was  alive,  but  no  examination  lor  the  foetal  heart 
was  afterwards  made.  The  patient,  however,  was  pwsitiv^e  that  she 
felt  no  movements  after  she  became  conscious,  I  remember  one 
other  case  where  the  fcetal  heart  was  quite  strong  belore  chloroforn\ 
was  given,  and  yet  the  child  was  born  dead  very  shortly  afterwards. 
This  was  a  very  easy  forceps  delivery,  and  there  was  certainly  nothing 
in  the  delivery  to  have  caused  the  death  unless  it  had  been  the  chloro- 
form. I  am  inclined  to  think  that  chloroform  may  occasionally 
cau^e  the  death  of  the  fretus  in  utero,  but  as  yet  I  have  no  evidence 
to  offer  on  this  point. 

Case  VII L— Mrs.  P.,  3-para,  aged  thirty,  contracted  pelvis,  con* 
jugata  vera  by  post-mortem  measurement  3J  inches.  On  November  I 
buugies  were  introduced.  Some  hours  later  the  patient's  temperature 
rose  to  t»9S'  F.,  and  then  fell  to  aubnormal.  On  the  2nd  it  rapidly 
rose  tn  103'  F,.  and  the  bougies  were  taken  out  The  labour  soon  after 
ended  naturally,  bul  the  child  was  dead.  An  intra-iiterine  douche 
was  given,  and  the  temperature  rpiickly  fell  to  normal,  but  it  rose 
again  to  102  8  F.  in  the  evening.  After  that  it  kept  up  about  102'^  F., 
and  finally  rose  to  105^  F.  on  the  seventh  day  of  the  puerperiuni,  when 
the  patient  died.  Throughout  the  lochia  remained  perfectly  sweet, 
and  there  was  nothing  to  indicate  any  septic  infection. 

The  post-mortem  examination  showed  that  the  heart  was  fatty  and 
enlarged,  the  right  ventricle  dilated  and  thin.  The  pulmonary  orifict 
was  dilated,  but  all  the  others  were  normal.  There  were  ante-mortem 
clots  in  all  the  cavities. 

The  lungs  were  emphysematous,  but  not  consolidated  in  any  way. 
There  was  no  evidence  of  peritonitis.  The  lower  5  inches  of  the  ileum 
appeared  to  be  slightly  congested,  but  on  opening  it  there  were  no 
signs  of  any  lesions  of  the  mucous  membrane.     The  uterus  was  enlaiged 
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but  its  walls  were  quite  healthy.  The  interior  contained  some  dark 
red  pultaceous  material,  but  this  was  not  septic.  The  spleen  was 
slightly  enlarged,  but  of  normal  consistence. 

Whatever  caused  the  death,  it  certainly  was  not  septicsBmia.  The 
fatty  dilated  heart  probably  failed ;  but  what  caused  her  tempera- 
ture ?  I  must  confess  I  do  not  know,  neither  do  I  know  what  caused 
her  child's  death.  It  was  not  a  case  of  enteric,  as  the  Widal  reaction 
was  negative,  and  there  were  no  intestinal  lesions. 
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jperations  Destructive  to  the  Child— Destructive  Operations  upon  the  Head — • 
Inatniments  —  Perforator  —  ( 'raiiiodaet  —  Cephalotribe  —  Combined  Instro- 
ment  of  Anvar J  —  Basil jst  —  Craniotomy  —  I'erforation  —  Embryotomy  — 
E  visceration — Spondylotomy^  Decapitation . 


Operations  Destructive  to  the  Child. 

Within  recent  years,  since  Csesarian  section  and  syTnph}*siot<)my 
have  become  comparatively  safe  operations,  destructive  operations 
upon  the  child  have  gradually  lessened  in  number.  Some  authorities 
state  that  a  destnictive  operation  upon  a  li\nng  child  is  not  justifiable^ 
but  I  caimot  agree  with  them.  For  instance,  cases  are  occasionally 
brought  into  hospital  after  prolonged  efforts  have  been  made  to  deliver 
with  forceps.  The  vagina  and  uterus  are  already  infected,  and  the 
operation  of  Caesarian  section  or  symphysiotomy  would  abiioat 
assuredly  result  in  sepsis  and  disaster.  The  child  might  be  saved 
but  the  woman  would  stand  a  very  small  chance  of  T&coxery.  A 
destructive  operation  on  the  child  gives  the  mother  a  very  much 
better  chance  than  either  of  the  other  operations.  This  is  not  theory, 
but  is  the  residt  of  a  large  experience.  When  the  child  is  dead,  it  goes 
without  saying  that  it  should  be  broken  up  if  it  cannot  be  delivered 
entire. 

Destructive  operations  are  required  in  obstructed  labours^  where 
neither  Caesarian  section  nor  s\Tnphysiotoray  is  justifiable — €.g,^  with 
a  dead  child,  with  a  live  child  where  frequent  futile  efforts  have  been 
made  to  deliver,  and  also  in  cases  where  the  vagina  is  very  septic. 
In  cases  of  hydrocephalus  and  monsters,  the  mother  should  not  be 
subjected  to  any  risk  in  attempting  to  deliver,  so  if  there  is  any  obstmc* 
tion  a  destructive  operation  should  be  done  at  once.  I  have  seen 
nnire  than  one  case  of  rupture  of  the  uterus  from  the  delivery  of  an 
unperf orated  hydrocephalic  head* 
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DestmctlTe  Operations  upon  the  Head*— la  many  ca&eB 
perforation  of  the  sloill  and  evacuation  of  the  brain,  or  fluid  in  a 
hydrocephalic  head,  is  all  that  is  necessa^^  In  some,  the  vault  of 
the  skull  must  be  cnishecL  while  in  others  the  base  also  must  be  dealt 
with  before  delivery  can  be  effected. 

Instruments. 

r.  Perforator. — There  are  a  number  of  forms  of  this  instru- 
ment, but  Simpson's  is  one  of  the  best.  The  instrument  should  be 
sharp  at  the  point,  and  either  quite  straight,  or  slightly  curved  on 
the  fiat. 

2.  Tlie  Craniotomy  Forceps  or  Cranloclast.— The  instru- 

ment  consists  of  two  separate  blades,  united  by  a  lock  similar  to  the 
British  lock  of  the  forceps,  or  a  pivot  and  slot,  and  v^^th  a  fixation 


Fui.  64.— Simpson* s  Pkrfobatob. 


screw  at  the  end  of  the  handles.  Simpson's  instrument,  without 
the  fixation  screw,  is  of  verj'^  little  use.  The  blades  should  be  curved 
to  correspond  with  the  curve  of  the  toetal  head,  and  the  outer  blade 
should  be  serrated  on  its  concave,  and  the  imier  blade  on  its  convex, 
surface,  so  arranged  that  when  the  instrument  is  locked  the  serrations 
should  fit  into  one  another.  The  outer  blade  is  fenestrated  and  the 
inner  solid.  A  long  instmnient  shoidd  always  be  selected,  as  it  gives 
greater  purchase.  It  may  be  used  to  break  up  the  vault  and  also  to 
make  traction. 

Cephalotribe-^This  is  a  very  powerfid  instniment  for  crush- 
ing the  head.  The  blades  have  a  slight  pelvic  curve,  but  almost 
no  cephalic  curve,  so  that  when  they  are  closed  there  is  very  httle 
space  between  them.  The  lock  is  the  same  as  that  of  the  forceps, 
and  at  the  end  of  the  handles  there  is  a  powerful  screw  for  closing 
the  blades.  The  blades  are  not  fenestrated,  but  grooved  and  serrated. 
Braxton  Hicks'  instniment  is  the  best.  It  is  used  to  crush  the  head, 
and  then  deliver  it  bv  traction. 


OBSTETRIC  OPERATIONS 


495 


Winter's  mtxliticaticn,  which  is  practically  the  sairie  as  niiiio.  The 
inner  blade  is  passed  first,  after  the  brain  has  been  evaeiiated,  then 
the  left  one,  which  sliould  lock  behind,  and  finally  the  right  one,  to 
lock  in  front.  If  the  outer  blades  get  a  good  grip  they  will  com- 
pletely flatten  the  head,  and  as  the  head  elongates  it  will  rotate,  so 
as  to  bring  the  long  diameter  into  the  transverse  at  the  brim,  The 
blades  will  now  lie  antero- posteriorly,  and  a!3  they  are  straight,  they 
will  allow  of  the  flattened  head  being  dragged  through  the  Ijrini. 
The  in^tniment  is  a  little  troublesome  to  apply,  but,  after  a  little 
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practice  with  it,   I  have  found  it  the  most  useiul  of  all  in  cases  of 
badly-pontracted  peKis,  and  now  use  nothing  else. 

Basilyst,— This  instrument  of  Professor  iSimpson's  is  intended 
for  boring  into  and  breaking  up  the  base  of  the  rikulL  It  is  fonned 
into  a  tractor  by  adding  an  outside  blade  like  that  of  a  cranioclast, 
which  is  applied  to  the  outside  of  the  head,  and  thus  enables  you  to 
tleliver.  The  inner  portion  consists  of  two  hinged  portions  which  end 
in  a  screw.  It  may  be  used  to  perforate  the  vault  with  first,  but  its 
main  use  is  to  break  up  the  base.     It  is  screwed  into  the  base,  and 
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Several  other  instruments  are  tiseful  in  operations  on  the  head. 
A  long  pair  of  bone  forceps  may  be  used  for  nipping  off  any  sharp 
spicules  which  may  protnide  through  the  scalp.  A  crotchet  is  used 
for  making  traetion.  For  clearing  out  the  brain  an  ordinary  douche 
nozzle  may  be  uj^ed,  or  a  flushing  curette. 

Craniotomy* — Prepare  the  patient  in  the  usual  way,  by  cleansing 
the  external  parts  and  scrubbing  the  vagina  out  with  lysol  solution. 

Perforation.— The  patient  may  lie  on  her  left  side,  but  it  is 
better  to  have  her  in  the  lithotomy  position  with  the  legs  well  sup- 
p(>rted.  The  os  must  be  dilated  as  fully  as  possible.  Pass  the  lingers 
of  the  left  hand  into  the  vagina,  until  their  tips  rest  against  the  head. 
The  perforator,  which  i^  closed,  is  grasped  in  the  right  hand,  and 
passed  along  the  palm  of  the  left  haml,  until  the  point  of  it  comes 
against  the  centre  of  the  presenting  part  of  the  he^d.     You  must 
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Fi6.  70.— Simpsok'h  Basilitst  Tractor. 
A,  Inner  portion ;  B,  outer  blade. 

carefully  guard  its  sharp  edges  so  aa  not  to  cut  the  vaginal  wall  while 
passing  it.  Press  it  firmly  against  the  head,  first  through  the  scalp 
and  then  through  the  bone,  being  careful  not  to  allow  it  to  slip.  A 
blunt  instrument  will  be  liable  to  slip,  so  the  point  should  always  be 
sharp.  \i  the  bone  is  hard,  a  consideralile  amount  of  force  may  be 
required.  An  assistant  shoulil  keep  the  head  firmly  pressed  against 
the  brim  through  the  abdominal  wall  When  the  instrument  has 
passed  in  up  to  the  shoulder,  separate  the  points  of  it  by  drawing 
back  the  spring  and  closing  the  handles.  This  should  be  done  first 
in  the  transverse  of  the  pelvis.  Now  close  the  instrument  and  rotate 
it,  and  open  it  again  in  the  antero-posterior  diameter  of  the  pelm. 
Close  it  again,  and  push  it  on  and  break  up  the  base  ot  the  brain  very 
thoroughly,  so  as  to  kill  the  child  and  allow  of  easy  evacuation  of  the 
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brain.  1  need  hardly  say  it  is  important  effectually  to  destroy  the 
child  before  it  is  delivered.  The  tenacity  of  life  is  extraordinary.  1 
have  seen  indications  of  life  in  a  child  where  the  brain  had,  apparently. 
been  all  removed,  and  the  head  had  been  crushed  with  the  combined 
instrument.  The  perforator  should  be  withdrawn  closed  and  carefully 
guarded.  Some  operators  advise  avoiding  the  sutures  or  fontanelles 
in  perforating,  but  this  is  of  little  importance.  Select  the  most 
accessible  point.  In  perforating  an  after-coming  head,  behind  an 
ear  may  be  selected,  or  in  some  cases  under  the  chin,  or  through  the 
roof  of  the  mouth. 

It  is  always  well  to  clear  the  brain  out  as  thoroughly  as  possible, 
and  this  can  easily  be  done  with  the  douche.  The  ordinary  nozzle, 
a  flusliing  curette,  or  Bozenian^s  intrauterine  catheter,  may  be  useii. 

In  many  cases  delivery  can  now  be  effected  by  forceps,  or  in  breech 
cases  by  traction  on  the  body,  but  in  bad  cases  of  obstruction  the 
head  will  have  to  be  diminished.  This  may  be  done  by  craniotomy 
forceps.     The  inner  blade  is  passed  into  the  cavity  of  the  skull  and 
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Fio.  71.— Cbotchet  axp  Bldnt  Hook, 

the  outer  under  the  scalp,  between  it  and  the  bone  if  possible,  and  the 
bone  18  then  twisted  off.  leaving  the  scalp  to  prevent  sharp  edges 
lacerating  the  vagina.  In  many  cases  the  cranioclast  is  applied  at 
once.  The  inner  blade  is  passed  into  the  skull  and  the  outer  applied 
over  the  head,  and  then  locked  and  screwed  up  tight.  You  now  make 
steady  traction  in  the  axis  of  the  pelvis,  being  careful  to  feel  that  i\ 
are  no  sharp  spieuleis  of  bones  projecting  beyond  the  sc^lp.  If  ther 
are  any  spicules  they  must  be  twisted  off.  or  severe  injury  may  be  done 
to  the  vagina.  The  head  will  tilt  and  usually  come  down,  but  if  there 
J3  great  contraction  it  is  better  to  cninh  the  head,  or  break  up  the 
base  by  means  of  the  basilyst. 

The  combined  instrument  I   have  found   the  niost  useful.     AiU 
the  brain  is  evacuated,  pass  the  inner  blade  well  in,  then  pass  the  lef 
one  over  the  side  of  the  head  and  lock  it  behind,  and  screw  it  tip  until 
the  hinged  bar  can  be  locked  on  to  its  pivot.     Next  pass  the  righi 
blade  over  the  other  side  of  the  head  and  lock  it  on  the  front  pivi 
Then  swing  the  screw  round  and  serew^  the  handle  home,  until  tbf 
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hinged  Wr  can  be  locked  on  to  its  pivot.  As  the  head  flattens  it  will 
rotate,  so  that  the  locked  inatniment  wUl  lie  in  the  conjugate.  Traction 
should  now  be  made  in  the  axis  of  the  pelvis.  If  a  good  grip  has  been 
got  of  the  head,  it  wdl  come  through  with  surprising  ease.  The 
advantage  this  instmraent  has  over  the  ordinary  cephalotribe  is  that 
it  is  hghter,  and  as  it  is  straight  it  allows  of  the  head  rotating,  and 
being  delivered  with  its  elongated  diameter  in  the  transverse  of  the  brim. 

The  ordinary  cephalotribe  is  applied  to  the  head  ju^t  as  the  blades 
of  the  forceps  are,  and  it  is  then  screwed  np  so  as  to  cnish  the  skulL 
Delivery  is  then  effected  by  traction,  a^  with  forceps.  The  crotchet 
is  a  useful  instrument  to  make  traction  with,  by  hooking  it  into  some 
part  oi  the  skull,  only  care  must  be  taken  to  guard  against  its  tearing  out 
and  lacerating  the  maternal  parts  or  the  palm  of  your  own  hand.  It 
may  be  used  alone,  or  in  combination  with  any  of  the  other  instruments. 

Care  must  be  taken  to  prevent  laceration  of  the  vagina  by  the  edges 
of  the  bones,  but,  if  the  scalp  covers  them  well,  there  will  not  be  much 
risk.  The  fingers  of  one  hand  should  always  be  kept  against  the 
bones  to  feel  if  any  shaq)  point  projects. 

When  the  head  is  delivered  there  may  be  some  difficulty  in  getting 
the  chest  through.  This  may  be  overcome  by  cutting  through  one 
or  both  clavicles,  and  if  necessar}^  perforating  the  chest.  The  clavicles 
may  be  cut  by  means  of  a  paii  of  long  scissors.  Cutting  the  clavicles 
has  recently  been  advocated  in  Germany  under  the  name  of  cleido- 
tomy.     The  name  is  the  only  new  thing  about  the  operation. 

Embryotomy. 

In  impacted  transverse  cases  the  body  or  neck  of  the  child  is  the 
part  which  can  be  reached  and  must  be  attacked.  Again,  in  cases 
where  the  chest  or  abdomen  is  very  much  enlarged,  either  by  new 
growths,  dropsy,  or  gas,  a  destructive  operation  will  be  required. 

L  Eyl8C0ratiOll,^.^i  opening  is  made  into  the  most  accessible 
part  of  the  abdomen  or  chest  by  means  of  the  perforator  or  a  pair  of 
jscissors,  and  the  contents  removed.  If  the  head  is  still  in  ufero,  it 
should  be  perforated  after  the  body  has  been  delivered,  if  it  will  not 
come  through  easily. 

2.  Spondylotoniy, — In  a  transverse  case,  besides  evisceration, 
it  will  probably  be  necessary  to  cut  through  the  spine  to  allow  of  the 
foetus  being  easily  doubled  up.     This  may  be  done  with  strong  scissors. 

3.  Decapitation. — In  impacted  transverse  cases,  when  the  neck 
is  within  reach  it  should  be  divdded.     This  may  be  done  by  means  of 
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a  blujit  hook  or  by  Ramsbotham's  sickle  hook.  Scissors  or  an  ecraseur 
may  be  used.  The  blunt  hook  is  used  by  twisting,  and  considerable 
force  ml!  be  required.  Ramsbotham^s  hook  will  cut  through  the 
neck  quite  easily.     Care  must  be  taken  not  to  injure  the  maternal 


Fig,  72. — Bamsbotham's  Decapitating  Hook* 

parts  in  passing  it.    When  it  is  once  fairly  round  the  neck,  steady  and 
careful  traction  should  be  made,  and  it  will  cut  through  the  tissue 
without  difficulty. 

Ranislmtham'i?  hook  is  a  very  satisf actor)-  instrument  when  it  is 
applied,  Init  in  contracted  pelves  there  is  great  difficulty  in  hooking 


^ 
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VuK  7J^.— Blunt  Bkcapitatino  Hook. 

it  round  the  neck.  The  bhmt  hook  can  be  ver>*  easily  applied*  but 
great  force  is  required  to  break  the  neck,  and  if  the  lower  uterine 
segment  is  thinned  out.  the  twisting  round  of  the  head  may  rupture 
it.  I  have  modified  the  blunt  book  by  placing  a  knife  in  it  (Fig,  74). 
It  is  as  easily  applied  as  the  bhmt  one,  and  will  cut  through  the  neck 
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Fig.  74.— Author's  Dbcapitatino  Hotm. 

as  speedily  as  Ramsbotham'a.     I  have  used  it  frequently,  and  hav 
found  it  a  much  better  instrument  than  Ramsbotham^s, 

After  tlie  neck  is  severed  the  body  can  be  brought  away  by  traction 
on  the  arm.    The  head  must  then  be  delivered  by  suprapubic  pressure. 
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with  traction  applied  by  the  crotchet  or  forceps,     It  may  be  iieceasary 
to  perforate  it  and  use  the  cranioclast. 

Except  in  the  case  of  locked  twins,  decapitation  should  never  be 
done  after  the  body  is  born,  as  it  is  sometimes  very  difficult  to  deal 
with  the  retained  head,  especially  if  the  pelvia  be  contracted. 

Erabryotomy  may  be  a  comparatively  easy  operation,  or  it  may  be 
one  of  the  most  difficult  imaginable,  as  the  following  cases  will  illus- 
trate : 

t'ASE  L — Mrs.  M.,  13-para,  aged  forty  years,  was  brought  into 
hospital  in  a  very  exbausted  condition.  Her  former  labours  had 
always  been  easy,  biit  her  pelvis  was  slightly  contracted.  She  stated 
that  she  was  quite  sure  that  she  had  gone  fully  a  month  over  full 
time.  We  got  no  history  from  the  medical  men  who  had  been  attending 
her,  but  the  friends  stated  that  two  doctors  had  tried  for  a  couple  of 
hours  to  deliver  her,  but  had  failed.  One  teg  was  down,  the  foot  pro- 
truding at  the  vulva*  We  afterwards?  learned  that  the  attendant 
had  found  an  ancncephalic  head  presenting,  and  had  turned,  but  could 
only  get  one  leg  down-  With  considerable  difficulty  I  got  the  other 
leg  down,  and  expected  that  there  would  be  no  more  diHiculty,  but  we 
found  no  amount  of  traction  would  bring  the  pelvis  of  the  child  through. 
As  the  two  thighs  completely  filled  the  vagina,  I  had  to  remove  one 
of  them  to  get  at  the  body  to  break  it  up.  We  hterally  had  to  break 
the  body  bit  by  bit  and  remove  it,  and  the  head  had  to  be  treated  in 
the  same  way.  When  we  reached  the  head  we  discovered  the  ancn- 
cephalic condition.  It  was  the  most  dithcult  operation  I  have  ever 
nmlertaken.  The  child  had  evidently  been  very  large.  The  patient 
died  from  shock,  and  at  the  post-mortem  examination  ber  lieart  was 
found  so  dilated  and  fatty  that  it  was  a  wonder  she  had  not  died  tmder 
the  anaesthetic.  I  do  not  think  she  would  have  survived  if  I  had  done 
Cfesarian  section,  but  if  I  had  known  what  was  before  me  I  never 
would  have  attempted  delivery  through  the  natural  passages.  If 
version  had  not  been  done,  the  embryotomy  might  have  been  much 
more  easily  performed,  as  the  legs  so  blocked  the  passage  that  there 
was  no  room  to  work. 

Case  II. — Mrs.  F.,  aged  thirty-eight,  10-para,  was  adnutted  in  a 
very  collapsed  condition,  with  a  temperature  of  *)7G^  F.  and  a  pulse 
of  i:5ti.  The  medical  man  who  brought  her  in  stated  that  he  had 
tried  for  over  an  hour  to  deliver  her  with  forceps  and  had  failed.  He 
had  then  tried  to  turn,  but  had  been  unable  to  get  the  child  romid. 
The  patient  was  supposed  to  have  gone  beyond  full  time. 

The  patient  was  an  extremely  stout  woman.     Her  husband  stated 
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that  she  weighed  20  stones.  The  abdomen  was  very  large.  It  was 
impossilile  to  decide  whether  or  not  we  had  to  deal  with  a  multiple 
pregnancy.  No  foetal  heart  could  be  heard.  The  external  parts 
were  in  a  very  filthy  condition  from  intertrigo.  After  she  waa 
thoroughly  scrubbed  and  douched,  a  vaginal  examination  revealed 
that  the  head  presented,  and  there  was  also  an  arm  down  and  a  foot 
just  above  the  brim.  The  patient  was  stimulated  mth  str^-chmnep 
and  2  pints  of  normal  saline  solution  were  infused.  A  mixture  of 
chloroform  and  ether  was  administered.  I  pushed  the  hand  out  of 
the  way,  and  perforated  the  head.  When  the  brain  was  washed  out 
a  good  grip  was  got  with  the  combined  instrument.  Strong  traction 
failed  to  bring  the  head  down,  and  the  instroment  pulled  away. 
Repeated  attempts  broke  the  head  up,  but  we  could  not  budge  the 
child.  It  was  quite  e\4dent  it  was  not  the  head  alone  that  was^ 
obstructing.  We  next  pulled  the  arm  down  and  brought  the  neck 
within  reach.  I  then  decapitated  with  my  hook  and  made  etr 
traction  on  the  arm,  and  with  a  crotchet  hooked  into  the  shoulder, 
but  only  managed  to  bring  the  arm  away.  I  found  it  was  impossible 
to  break  into  the  chest,  so  the  foot  was  brought  down  and  version 
done.  Great  traction  was  applied  by  means  of  the  leg  and  a  crotchet 
hooked  into  the  pelvis  of  the  child,  but  the  body  would  not  raoi'«. 
The  leg  came  away.  I  then  broke  through  the  pelvis  and  eviscerated, 
and  by  means  of  the  crotchet  removed  one  half  of  the  pelvis.  The 
other  leg  was  now  brought  down  and  part  of  the  body  brought  away. 
The  chest  was  next  broken  into  from  below,  and  it  and  the  remaintfj 
of  the  head  removed.  The  placenta  came  away  immediately, 
there  was  no  post-partum  htpmorrhage.  The  patient's  pulse 
really  stronger  than  it  bad  been  at  the  conmiencement  of  the  operation. 

The  fragments  of  the  child  weighed  13  pounds,  but  that  did  not 
represent  the  whole  weight,  as  all  the  brains  and  blood  were  lost. 
The  woman's  pelvis  was  a  normal  size,  but  the  soft  parts  encroached 
a  great  deal  on  the  size  of  the  pelvis,  and  made  the  manipulations 
extremely  difficult. 

The  patient's  temperature  remained  practically  normal  for  fourteen 
days,  and  then  rose  to  10:i^  F.  The  vaginal  discharge  was  very 
profuse  and  foetid.  8he  was  douched,  and  drainage  was  aaaisted  by 
raising  the  upper  end  of  the  bed.  The  uterus  did  not  became  infected, 
and  she  ultimately  made  a  good  recovery. 
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Symphysiotomy. 

The  operation  of  opeaiag  the  symphysis  was  devised  by  Sigault 
more  than  a  century  ago,  but  as  antmeptics  were  then  unknown,  t!ie 
resultis,  as  regards  the  mothers,  was  exceedingly  bad,  and  the  pro- 
cedure was  abandoned-  Within  recent  yeara  it  has  been  revived, 
first  in  Italy  and  then  in  France.  In  Britain  it  has  been  done  fairly 
often  of  late,  but  it  has  not  been  so  enthusiastically  taken  up  as  on 
the  Continent.  With  proper  care  it  can  be  done  with  a  very  small 
mortality,  and  in  suitable  cases  it  certainly  should  be  preferred  to 
craniotomy  on  a  li\ing  child.  As  it  does  not  prevent  subsequent 
child-bearing,  it  may  be  done  repeatedly  on  the  same  patient,  but  in 
many  cases  it  has  been  found  that,  in  subsequent  labours,  the  slight 
increase  in  the  size  of  the  pelvis  and  the  yielding  at  the  joint  will  allow 
of  deliver}'  by  natural  efforts  or  by  means  of  forceps. 

It  is  a  suitable  operation  with  a  conjugata  vera  of  not  below  3  inches, 
provided  that  the  head  is  not  disproportionately  large.  It  may  be 
done  in  a  2|-inch  pelvis  if  the  head  is  small  but  such  cases  are  more 
suitable  for  Ccesarian  section.  Its  range  of  practicability  is  thus  the 
same  as  that  of  induction  of  labour.  Of  course,  if  the  case  has  gone 
to  full  time,  induction  is  out  of  the  question,  but  if  the  woman  is  seen 
in  time,  and  there  is  a  reasonable  chance  of  getting  a  live  child  at  the 
eighth  month,  induction  should  be  preferred. 

Dangers  of  the  Operation. — If  the  bones  are  too  widely 
separated  there  is  great  risk  of  laceration  of  the  soft  parts»  including 
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the  iiretlira  and  bladder,  and  the  bleeding  may  be  very  severe  from 
the  plexit3es  of  veins,  which  are  usually  varicose.  Again,  the  sacro- 
iliac synchondrosii?  may  be  injured  and  the  woman  permanentl 
lamed.  In  some  cases  the  luiion  between  the  ends  of  the  bones 
not  been  strong  enough,  and  walking  has  been  interfered  with,  8epsis 
is  always  a  very  real  danger,  because,  from  the  situation  of  the  wound, 
it  m  difficult  to  guard  against  it.  The  difficulty  of  nursing  the  patient^n 
is  a  very  great  drawback,  as  no  movement  can  be  allowed  until  union 
has  oceurretl. 

Indicatious  for  tlie  Operation.— The  child  should  be  alive 

and  the  head  not  much  overlapping  the  spnphysis,  so  that  there  will 
be  a  reasonable  chance  of  getting  the  chihl  delivered  mthout  separating 
the  bones  too  far.  If  attempts  have  been  made  to  deliver  by  forceps, 
and  the  vagina  is  septic^  there  will  be  great  risk  to  the  patient.  The 
cervix  should  be  sufficiently  dilated  to  allow  of  delivery  without  risk 
of  laceration. 

Preparation  of  the  Patient.— The  external  parts  must  bo 
shaved  and  rendered  as  aseptic  as  possible.  The  bladder  and  rectum 
should  both  be  thoroughly  emptied,  and  the  vagina  well  douched  and 
cleansed.  When  the  oa  is  dilated  sufficiently  to  allow  of  delivery,  the 
operatii^n  should  be  dope  at  once. 

The  Open  Uetliod* — Instruments  required  :  A  strong,  narrow- 
bladed  Instour}^,  a  director,  a  number  of  pressure  and  artery  forceps, 
a  bladder  sound,  large,  curved  needles  and  a  holder,  catgut,  silkworm 
gut,  axis-traction  forceps,  a  long  strij)  of  rubber  plaster. 

The  patient  should  lie  upon  her  back.  Cut  directly  down  upon  the 
joint,  and  extend  the  incision  a  little  above  the  top  of  the  symphysis, 
to  allow  you  to  separate  the  parts  hebind  the  joint  from  above.  Place 
a  sound  in  the  urethra  to  keep  it  to  one  side*  You  may  now  cut 
down  through  the  joint,  takuig  care  to  sever  all  the  ligaments,  esi>eci' 
ally  the  subpubic  one.  The  joint  should  gape  a  little,  but  the  bones 
do  not  spring  apart  more  than  |  inch.  All  bleeding- points  should  be 
secured  with  pressure  forceps,  and  tied  if  necessary.  Take  the  sound 
out  of  the  urethra  and  get  an  assistant  to  apply  forceps  to  the  head. 
Delivery  should  be  done  slowly  in  the  Walcher  position.  Ab  traccion 
is  being  made,  the  pelvic  bones  should  be  finnly  grasped,  to  prevent 
the  joint  opening  too  far.  The  bladder  will  protrude  through  the 
ofjening.  In  my  first  case  the  bones  were  separated  quite  4  ixiches, 
but  this  is  too  great  an  opening.  Tearing  of  the  anterior  vaginal  wall 
may  very  easily  occur.  When  the  child  is  born  the  bladder  should  be 
pushed  back,  and  the  end  of  the  bones  brought  aa  closely  together  as 
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possible  by  compressing  the  pelvis.  Stout  catgut  stitches  may  be 
put  through  the  capsule  of  the  joint  and  periosteum  of  the  bones  to 
keep  them  together.  The  soft  parts  are  then  closed  by  silkworm- 
gut  sutures.  If  there  has  been  any  tearing,  the  bleeding  may  be  very 
profuse,  or,  as  I  have  already  said,  the  plexuses  of  veins  are  usually 
varicose.  In  my  third  case  this  0€curre4.  and  I  had  to  tie  a  vei*)^ 
large  number  of  bleeding- points,  and  ftnally  to  plug  the  parts  behind 
the  symphysis  with  a  strip  of  icKloform  gauze.  To  keep  the  bones  in 
position,  apply  a  broad  strip  of  nihber  plaster  roimd  the  pelvis,  and 
then  a  hrm  l)jnder  after  the  superhcial  wound  has  been  dressed.  The 
patient  should  lie  upon  her  back,  with  sandbags  at  either  side  to  keep 
her  perfectly  stilt  The  urine  will  require  to  be  drawn  oJ!  at  regular 
interv^als.  The  nursing  of  these  patients  is  always  very  trouble- 
some, especially  if  there  has  been  any  tearing  of  the  vagina  requiring 
plugging. 

The  patient  should  be  kept  at  perfect  rest  for  about  four  weeks,  to 
allow  of  good  fibrous  union  between  the  ends  of  the  bones. 

Subcutaneous  Metliod  as  described  by  Herman. 

A  Kharp-jiointed  teitotomy  knife  is  pressed  through  the  mucous 
membrane,  opposite  the  middle  of  the  symphysis  pubis.  When  the 
knife  has  penetrated  the  joint,  cut  downwards,  until  you  reach  and 
divide  the  ligamentum  arcuatum.  Then  turn  the  blade  and  divide 
the  upper  half  of  the  joint.  When  all  the  fibres  are  divided  the  bones 
will  at  once  spring  about  i  inch  apart. 

Delivery  is  then  effected  by  forceps,  as  in  the  open  method,  and  the 
subsequent  treatment  is  the  san^e. 

This  operation  seems  an  exceedingly  simple  one,  but  I  have  had  no 
experience  of  it.  Judging  from  the  difficulty  I  have  experienced  in 
cutting  through  the  symphysis  from  above,  I  should  say  that  to  do 
this  subcutaneously  will  not  be  quite  so  easy  as  the  description  would 
lead  one  to  suppose,  bi  my  first  case  there  was  a  decided  bend  in 
the  joint,  and  to  have  divided  it  subcutaneously  woxdd  have  been  very 
difficult,  if  not  impossible. 

Ayer's  subcutaneous  method  as  practised  by  Buist  differs  from 
this.  An  incision  is  made  near  the  clitoris,  and  a  director  passed  up 
in  front  of  the  joint.  A  probe-pointed  bistoury  is  now  inserted  and 
the  joint  severed,  the  urethra  being  kept  out  of  the  way  by  means  of 
a  soimd.  If  there  is  much  bleeding  after  delivery,  the  cavity  is 
plugged  with  a  strip  of  iodoform  gauze,  Buist  has  got  very  good 
results  from  this  operation.  He  has  performed  it  twice  on  the  same 
patient* 
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I  have  performed  the  i 


i  operation  eight  times  with  success.  In  the 
third  case  the  chikl  was  lost.  Before  dehver\'  the  fo?ta1  heart  was 
shawing  signs  of  failure,  and  the  pressure  was  too  great  for  the  enfeebled 
child.  The  first  case  did  not  make  a  quick  recovery,  as,  in  spit€  of 
repeated  warnings,  she  sat  up  in  bed  on  the  fifth  day,  and  septic  infec- 
tion  of  the  wound  occurred.  She  ultimately  recovered,  and  two  yeara 
later  I  delivered  her  of  a  full-time  6|-pomid  child  by  me^ns  of  forcepa 
in  the  Walcher  position.  The  union  between  the  symphysis  did  not 
break,  and  she  was  able  to  leave  the  hospital  ten  days  after  delivery. 
Two  years  later  she  again  presented  herself  in  labour,  but  we  tailed 
to  deliver  the  child  alive,  as  the  brow  came  down  and  recti6cation  was 
impossible.  A  craniotomy  was  necessary.  In  the  second  case  there 
was  very  great  oedema  of  the  vulva  for  some  days  after  the  operation. 
In  the  third,  the  bleeding  was  most  profiLse,  and  we  had  to  plug  the 
space  behird  the  symphysis.  It  slowly  gran uhi ted  up  and  made  the 
convalescence  rather  long.  The  child  was  still-boni.  All  these 
patients  could  walk  quite  well  when  they  left  the  hospital- 

I  have  also  recently  deBvered  by  forceps  a  woman  on  whom  ayra- 
physiotomy  had  been  performed  in  her  two  previous  deliveries.  Th« 
cliild  was  small  and  came  through  tpiite  easily. 

The  follo^ving  cases  illustrate  eon^plications  which  may  arise  during 
the  performance  of  the  operation  : 

Case  I.— Mrs.  B.,  1-para,  aged  twenty-fuur,  was  admitted  after 
having  been  'm  labour  for  thirty  hours,  A  midwife  had  been  in  atten- 
dance all  night,  and  the  people  stated  that  she  had  been  most  attentive 
and  had  examined  the  patient  at  every  pain.  She  had  ruptured  the 
membranes  five  hours  before  the  patient  was  admitted.  The  os  was 
found  to  be  dilated,  and  the  head  presenting  but  not  engaging.  It  over- 
lapped the  s^Tiiphysis  considerably.  The  conjugata  vera  measured 
3  inches,  the  interspinous  diameter  8^  inches,  and  the  intercristal 
8J  inches,  so  we  had  to  deal  with  a  generally  contracted  as  well  aa  a 
flattened  pelvis.  The  case  was  not  a  gornl  one  for  symphysiotomy, 
but,  on  the  other  hand,  it  was  an  extremely  bad  one  for  CiE>saria& 
section,  unless  one  did  a  hysterectomy.  I  therefore  decided  to  do 
symphysiotomy.  After  cleansing  the  vagina  as  thoroughly  as  pos- 
sible,  I  operated  in  the  usual  way,  but  while  divicliog  the  symph}^ 
from  above  downwards  I  came  upon  solid  bone  about  half-way  down 
the  joint.  I  was  using  a  heavy  Galbiati's  knife,  and  tried  to  cut 
through  the  obstruction,  and  in  doing  so  turned  the  edge  a  little 
towards  the  left  side  to  see  if  it  was  merely  a  bend  in  the  joint,  as  I 
had  once  before  found  in  a  case.     The  bone  suddenly  yielded*  and  tbe 
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joint  gaped.  I  found  that  the  bone  had  given  way  into  the  obtuiator 
foramen,  and  at  the  ^jame  time  the  left  ramus  had  fractured  just  about 
the  junction  of  the  ischium  and  pubis.  The  child  was  deUvered  mtli 
forceps.     It  was  a  female,  alive,  and  weighed  Tf  pounds. 

During  delivery'  the  fractured  end  of  the  ramus  caused  a  laceration 
into  the  vagina.  The  symphysis  was  brought  together  in  the  usual 
way,  and  also  the  f racture«  To  ensure  drainage  I  plugged  the  vaginal 
tear  with  iodoform  gauze.  Contrary  to  my  expectations,  the  patient 
made  a  fairly  good  recovery.  There  was  moderate  pyrexia  for  a  few 
days.  The  sinus  was  washed  out  carefully;  and  the  packing  renewed 
daily  for  about  a  week.  The  patient  was  dismissed  well  on  <^he  forty- 
second  day.  The  fracture  had  united,  and  there  was  a  fair  amount 
of  callus,  but  nothing  excessive.  If  this  woman  comes  under  my 
care  again  at  ful!  time,  I  think  I  shall  do  a  Caesarian  section. 

Case  II.^Mrs,  M.,  3-para,  aged  thirty.  This  patient's  previous 
labours  had  resulted  in  dead  children,  the  second  one  being  at  the 
seventh  month  by  induction,  1  think.  She  was  sent  in  by  my  colleague. 
Dr.  Mimro  Kerr.  The  conjugata  vera  was  3 J  inches.  The  os  was 
fully  dilated. 

1  operated  at  once.  The  child,  a  female,  weighing  8|  pounds, was 
delivered  ahve  with  forceps,  the  patient  being  in  the  Walcher  position. 
There  was  a  good  deal  of  tearing  of  the  soft  parts,  and  the  bleeding  was 
very  free.  I  fomid  the  distal  end  of  the  urethra  had  torn  away  from 
the  vagina.  I  was  extremely  lucky  in  getting  a  catheter  into  it  at 
once,  as  it  had  retracted  a  considerable  distance  into  the  wound,  and 
could  not  be  seen.  I  pulled  it  down  and  stitched  it  in  position  again. 
The  symphysis  was  then  closed  and  the  wound  firmly  plugged  with 
.iodoform  gauze  to  check  the  bleeding.  The  catheter  was  tied  in  and 
left  for  three  days.  After  a  couple  of  days  the  gauze  packing  was 
replaced  by  a  drainage-tube.  There  was  some  febrile  disturbance  for 
a  few  days,  but  the  recovery  was  satisfactory. 

Cjesabian  Section, 

This  is  a  very  old  operation,  but  it  is  only  within  recent  years  that 
it  has  become  comparatively  safe  for  the  mother.  With  proper 
aseptic  precautions  it  can  now  be  done  in  suitable  cases,  with  eveTy 
prospect  of  success. 

Indications  for  ita  Ferformanoe.— The  absolute  indica- 
tions are  pelvic  deformities  and  solid  tumours  of  the  pelvis,  or  of  any 
of  the  pelvic  organs,  which  prevent  delivery  by  the  natural  passages. 
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When  the  passage  is  narrowed  to  2  J  inches,  or  less,  there  iB  no  chance 
of  getting  a  live  child  through,  and  a  craniotomy  is  very  daugemus 
to  the  mother.  Through  a  space  of  2}  inches  it  is  possible  to  deliver 
a  small  child  alive,  but  the  probability  of  its  surviving  is  not  great. 
In  such  a  case  a  craniotomy  could  be  done  without  ver\*  much  risk 
to  the  mother,  but  it  would,  of  course,  be  fatal  to  the  child.  The 
unborn  babe  has  its  rights  as  well  as  the  mother,  and  they  should  be 
considered,  though  always  subordinated  to  the  mother's  rights.  In 
many  cases,  with  the  conjugate  considerably  above  2}  inches,  th*" 
operation  is  perfectly  justifiable  where  the  head  of  the  child  ia  rela- 
tively large.  This  is  especially  the  case  in  generally  contracted  pelves. 
In  such  cases  a  man  accustomed  to  abdominal  surgical  work  would. 
in  all  probability,  select  Cassarian  section  when  the  child  was  alivi* 
and  the  mother  in  good  condition,  while,  on  the  other  hand,  a  g:enenil 
practitioner,  miaccustomed  to  surgical  operations,  would  probably 
do  well  to  perform  craniotomy  even  on  a  live  child.  The  couditions 
under  which  the  operation  is  justifiable  have  all  been  referred  ta  io 
dealing  with  obstructed  labours.  It  has  been  recommended  in  cases 
of  unavoidable  haemorrhage,  and  also  in  eclampsia,  but  for  the^e  con- 
ditions alone  I  do  not  think  it  should  be  done.  If  they  were  com- 
|>Hcated  witli  a  contracted  pelvis  or  a  sotid  tumour,  then  one  might 
be  forced  to  perfcnn  it. 

Id  cases  of  obstruction  from  a  tumour, one  can  deal  with  the  tumour, 
at  the  sanu.^.  time  removing  it  alone,  or  along  with  the  utenu*.  In 
cases  of  osteomalacia  the  disease  can  be  checked  by  removing  tit 
ovaries  alone,  or  the  utems  as  well.  The  question  of  sterilizing  the 
patient  arises.  This  can  easily  be  done  by  tying  the  tubes  in  two 
places  and  cutting  between  the  ligatures.  Tying  the  tubes  in  ^ 
single  place  cannot  be  depended  upon.  This  will  in  no  way  int^rfeic 
with  the  menstrual  functions,  but  will  effectually  prevent  future 
pregnancies.  The  ovaries  may  be  removed  or  the  entire  uterus,  but 
I  do  not  think  thi.-^  should  be  done  merely  for  the  purpose  of  sterilioiig 
the  patient.  If  the  uterus  is  infected  it  certainly  should  be  removed, 
lest  the  patient  die  of  septicaemia,  but  in  aU  cases  in  which  the  utena 
is  fjuite  healthy  I  think  it  should  be  left,  I  c-annot  agree  with 
Herman  that,  *' except  for  childd»earing.  the  uterus  is  useless;  it  is 
lialile  to  disease,  and  it  menstruates,  which  is  a  monthly  illneas/*  A 
woman  with  ln*r  internal  organs  of  generation  removed  is  ill-fitted  lo 
fulfil  her  functions  in  life.  The  question  of  sterilization  of  the  patient 
is  a  very  difficult  one  to  decide  in  cases  of  contracted  pelves,  I  haTc 
always  explained  the  matter  to  the  patient  and  the  husband,  and  hare 
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invariably  found  they  were  both,  especially  the  woman,  most  anxious 
to  have  it  done.  With  a  single  woman  it  k,  in  one  way,  an  even  more 
serious  question,  because  if  she  know8  that  ^he  cannot  again  become 
pregnant,  she  may  afterwards  recklessly  follow  evil  courses.  Such 
cases  should  be  left  non-sterilized,  unless  there  is  a  good  reason  for 
preventing  future  pregnancies. 

In  future  pregnancies  there  is  some  risk  of  spontaneous  rupture  of 
the  uterus,  but  this  is  not  vevy  great.  I  believe  the  risk  of  rupture 
is  greater  after  the  fumlal  than  after  the  ordinary  anterior  incision. 
The  operation  may  be  performed  repeatedly  on  the  same  patient,  but 
there  would  probably  be  slightly  more  risk  in  subsequent  o}je rations 
than  in  the  first. 

Time  of  Operation,— Some  operators  prefer  waiting  imtil 
the  actual  labour  has  begun,  but  this  is  not  necessary.  If  possible, 
the  patient  should  be  under  observation  and  preparation  a  week  or 
so  before  full  time.  As  soon  as  the  cerv^ix  is  taken  up,  and  the  os  will 
admit  a  finger;  one  can  select  a  suitable  time,  and  operate,  f  f  labour 
has  come  ou.  the  sooner  the  operation  is  done  the  better  for  the  patient, 
as  she  will  be  spared  the  suffering  and  exhaustion  of  prolonged  labour. 
It  is  better  to  operate  before  the  membranes  have  ruptured,  and  they 
ihould  never  purposely  be  ruptured  beforehand,  unless  there  is  over- 
distent  ion  of  the  uterus. 

Preparations. — The  patient  should  be  prepared  in  exactly 
the  same  way  as  for  an  ordinary  abdominal  section.  The  position  of 
the  child  should  be  ascertained  by  abdominal  palpation,  and  one 
should  also  make  sure  that  it  is  alive.  The  bladder  should  be  emptied 
and  the  vagina  thoroughly  cleansed.  Before  makuig  the  abdominal 
incision,  the  skin,  which  ha.s  already  been  cleansed  and  sterilized, 
should  be  ver\'  thoroughly  swabbed  with  turpentine,  metliylated 
spirits,  and  carbolic  lotion. 

There  should  be  one  chief  assistant,  one  for  the  amesthetic,  one  for 
instruments,  one  to  take  the  child,  and  another  for  the  sponges. 

InstrumontS.— A  shaq^  and  probe-pointed  bistoury,  scissors, 
dissecting  forceps,  a  dozen  pressure  forceps,  a  broad  ilirector,  three 
dozen  long  straight  needles,  threaded  two  on  each  uterine  suture  ; 
two  aneurism  needles,  threaded  with  sterilized  silk,  for  tying  the 
tubes  if  necessary'  :  a  half -curved  needle,  threaded  with  catgut,  for 
stitching  the  abdominal  peritoneum  ;  and  silkworm  gut  sutures  for 
the  ahdonvinal  wound.  For  controlling  the  lueniorrhage  during  the 
uterine  incision,  an  ordinary  large  \ailcanite  pessar}^,  as  recommended 
by  Cameron,  is  most  useful.     The  uterine  sutures  may  be  silk,  catgut. 
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or  celluloid  thj-ead.  No  matter  how  well  the  silk  ia  sterilized,  ti 
is  great  likelihood  of  it  working  its  way  out,  either  through  the  abdo- 
minal cicatrix,  the  bladder,  or  vagina.  It  may  lie  quiescent  for 
montha,  and  then  give  trouble.  I  have  had  silk  sutures  come  out 
upwards  of  a  year  after  the  operation »  apparently  as  fresh  as  when  they 
were  put  irK  When  silk  sutures  make  their  way  into  the  bladder, 
calculi. are  liable  to  form  on  them.  Catgut  has  the  advantage  that  it 
will  be  quickly  absorbed,  but  the  difficulty  of  sterilizing  it  is  very  gremt, 
and  if  the  patient  becomes  the  least  septic  it  will  soften  at  once,  and 
allow  the  wound  tu  gape,  I  have  now  used  the  celluloid  thread  on 
several  occasions  with  excellent  results.  It  is  said  to  absorb,  but 
of  this  I  am  not  sure.  At  all  events,  in  none  of  the  cases  has  it  given 
any  trouble. 

Sponges  made  of  gauze  and  thoroughly  sterilized  are  the  safest.  I 
use  them  only  once,  so  about  forty  are  prepared. 

Opening  the  Abdomen.— An  incision  about  5  inches  long  ti 
made  in  the  middle  line,  as  high  as  possible,  with  about  three-quarters 
of  it  above  the  umbilicus.  The  bleeding-points  should  be  secured  with 
pressure  forceps.  Then  open  the  peritoneum  to  the  full  extent  of  thu 
wound.  The  hand  should  now  be  passed  in  to  fee!  how  the  uterus  lies. 
It  will  usually  be  found  rotated,  so  that  the  middle  line  does  not  lie 
in  the  centre  of  the  abdominal  wound.  Straighten  the  uterus,  and 
place  a  large  sponge  at  either  side  of  it,  to  prevent  blood  or  liquor 
amnii  getting  into  the  peritoneal  cavity. 

Uterine  Incision,— This  may  be  made  longitudinally  in  the 
middle  line,  an  high  as  possible,  so  as  to  avoid  the  lower  uterine  seg- 
ment, or  transversely  across  the  top  of  the  fundus.  I  do  not  think  the 
transverse  fundal  incision  possesses  any  advantages  over  the  longi- 
tudinal one.  Press  the  pessary  down  firmly  on  the  uterus,  the  assistant 
holding  one  side  while  you  hold  the  other,  then  cut  through  the  wall 
quickly.  If  the  placenta  does  not  He  beneath,  the  pessary  will  allow 
the  incision  to  be  made  almost  bloodlessly.  The  membmnea  will 
bulge  into  the  incision.  Remove  the  pessary  and  quickly  completf 
the  incision  upwards,  with  a  probe-pointed  bistoury,  for  from  4  to 
4i  inches.  If  you  have  come  down  on  to  the  placenta  you  will  cut 
into  it,  but  you  do  not  require  to  cut  through  it.  Finish  your  incision 
in  the  same  way.  Now  quickly  pass  your  hand  into  the  uterus  and 
grasp  a  knee  or  foot,  and  turn  the  child  out.  Some  operators  adviae 
removing  the  child  head  first,  but  in  doing  this  you  will  be  very  Vikfilf 
to  tear  the  lower  part  of  the  woimd.  I  have  never  seen  the  wound 
contract  and  grasp  the  head.     The  child  can  be  so  quickly  tamed  out 
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that  there  is  no  riftk  of  this  happening.  The  incisian  oi  the  uterus  and 
deUvery  of  the  child  should  occupy  only  about  one  minute.  If  the 
Qtenie  is  firmly  retracted  round  the  child  considerable  force  may  be 
required  to  deliver  it.  As  soon  as  the  child  is  turned  out,  the  assistant 
Hhould  grasp  the  uterus  and  bring  it  forwards.  The  placenta  and 
membranes  are  usually  expelled  at  once,  and  if  they  are  adherent 
they  must  be  stripped  off.  Make  sure  the  uterus  is  completely  emptied. 
The  edges  of  the  woimd  are  now  rolled  out,  and  bleeding  controlled 
by  the  assistant  grasping  the  uterus  at  each  side  of  the  w*ound  between 
the  fingers  and  thumbs.  His  right  hand  will  grasp  the  upper  half 
and  his  left  the  low^er.  An  attendant  should  take  the  child  at  once, 
tie  the  cord»  and  get  breathing  estabhshed.  Very  many  of  the  children 
are  bom  asphyxiated,  and  artificial  respiration  is  usually  necessary. 
The  deep  uterine  stitches  should  at  once  be  passed.  Begin  at  the 
centre  of  the  incision  and  pass  them  from  w^itMn,  including  the  muscular 
and  peritoneal  layer,  but  not  the  mucous.  With  two  straight  needles 
on  each  suture  they  can  be  very  quickly  passed.  Place  them  about 
J  inch  apart.  When  they  are  all  passed,  sponge  the  edges  of  the  w^ound 
clean,  compress  the  uterus  wnth  hot  sponges  to  cause  it  to  contract, 
and  then  tie  the  sutures  tight.  Some  operators  advise  a  superficial 
layer  of  sutures  for  the  peritoneum,  but  this  is  not  necessary,  except 
in  a  few  places  w^here  the  peritoneum  has  not  come  close.  CHit  the 
sutures  short  and  compress  the  uterus  between  hot  sponges  if  it  is  not 
well  retracted.  If  the  patient  is  to  be  sterilized  the  tubes  should  then 
be  tied  and  cut.  The  veins  in  the  broad  ligaments  will  generally  be 
fomid  varicose,  so  care  must  be  taken  not  to  puncture  one  of  thera 
in  passing  the  ligatures.  The  peritoneal  toilet  should  then  be  com- 
pleted, ami  the  abdominal  wound  closed,  by  stitching  the  peritoneal 
layer  with  a  continuous  catgut  suture,  and  silkworm  interrupted 
sutures  for  the  remaining  layers.  The  wall  is  usually  so  thin  that  it 
is  impossible  to  do  it  in  three  layers.  The  usual  dressing  is  applied 
and  a  firm  binder.  Any  clots  in  the  vagina  should  be  cleared  out. 
No  drainage-tube  of  any  kHnd  should  be  placed  in  the  cervix.  Neither 
should  the  interior  of  the  uterus  have  been  swabbed  out  unless  the 
membranes  or  placenta  had  been  adherent.  The  less  the  interior 
of  the  uterus  has  been  touched  the  better. 

The  after-treatment  of  the  patient  is  exactly  the  same  as  after  any 
abdominal  section.  If  she  has  much  pain,  she  may  be  given  a  small 
dose  of  morphia  hypotlermically.  The  urine  should  be  drawn  off  in 
six  hours  or  so,  and  she  should  be  given  sips  of  hot  water  from  time  to 
time  to  allay  thirst.    The  boweb  should  be  moved  within  forty-eight 
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hours  by  calomel  and  a  saline.  If  her  pulse  keeps  high  the  outlook 
is  bad,  even  although  the  temperature  does  not  rise  much,  but  if  the 
pulse  keeps  low  you  need  not  be  alarmed,  even  although  her  tempera- 
ture should  rise  two  or  three  degrees.  If  the  first  forty -eight  hours 
are  passed  without  any  bad  indications,  and  the  bowels  have  been 
moved,  there  will  probably  be  no  further  cause  for  anxiety.  The 
abdominal  stitches  should  be  taken  out  in  ten  or  twelve  days.  If  the 
patient  is  able,  she  may  be  allowed  to  nurse  her  child.  She  should 
be  kept  in  bed  for  about  four  weeks,  and  before  she  is  allowed  to  rise 
she  should  be  titted  with  an  abdominal  belt,  which  she  should  wear  for 
at  least  some  months.  When  the  uterus  is  involuted,  it  will  usually 
be  found  to  be  more  or  less  adherent  to  the  back  of  the  abdominal  soar. 

BamOvaJ  of  the  Uterus, — This  may  be  necessary  in  certain 
cases,  as  when  there  is  a  tumour  of  the  uterus,  fibroid  or  malignant ; 
when  the  uterus  is  infected,  as  when  attempts  at  dehvery  have  been 
maile  liy  forceps  without  strict  af?eptic  precautions  ;  and  iji  cases  of 
osteomalacia.  Precisely  the  suuic  operation  may  be  done  in  cases 
of  rupture  of  the  uteoLs.  I  again  repeat  that,  except  in  cases  of  osteo- 
malacia, the  operation  should  not  be  done,  unless  one  feels  sure  it 
will  lessen  the  risk  for  the  patient. 

Porro'S  Operation, -—The  first  part  of  the  operation,  up  to 
the  delivery  of  the  child,  is  exactly  the  same  as  already  described, 
only  the  abdominal  incision  should  be  made  principally  below  the 
umbilicus.  The  uterus  h  then  turned  out  of  the  abdomen  and  the 
cervix  secured  in  the  lower  angle  of  the  wound  by  a  serre-fict^id  and 
pins.  The  uterus  is  then  cut  away,  the  abdommal  toilet  coa\plet64| 
and  the  wound  closed,  leaving  the  secured  stump  of  the  cervix  pro* 
truding  at  the  lower  angle.  The  part  beyond  the  clamp  is  killed  and 
slouglis  oflf.  It  is  very  difficult  to  keep  it  aseptic,  and  the  pressafi 
of  the  clamp  causes  considerable  discomfort  to  the  patient.  A  hernia 
is  vf}ry  apt  to  form  at  the  lower  end  of  the  wound,  as  this  part  is 
naturally  weak.  When  the  operation  was  introduced  by  Porro  in 
lH7n  it  undoubtedly  lowered  the  mortaUty  markedly,  but  the  newer 
method  to  be  described  is  preferable.  Porro's  operation  has  this 
advantage — that  it  can  be  done  very  quickly,  and  it  does  not  require 
any  great  am  omit  of  skill  to  perform  it. 

Instead  of  a  aerre-nffud  and  pins,  two  ordinar)*  knitting- needles 
and  an  elastic  ligature  may  be  used  to  secure  the  uterine  stump,  as 
recommendeil  by  the  late  Lawson  Tait.  Equal  parts  of  iodofonn 
and  tannic  acid  make  a  good  dressing  for  the  stump*  It  shook! 
separate  in  ten  or  twelve  days. 
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Extirpation  of  tlae  TTtemS-^The  utems  and  cervix  may  be 
entirely  rertioved,  but  I  think  it  i.s  preferable  to  leave  tlie  cervix,  as 
this  atrengthenft  the  pelvic  floor. 

The  tirat  part  of  the  operation  is  the  same  as  for  ordinary  r^a?sarian 
section,  only  the  abdominal  wound  should  be  made  as  low  as  pos- 
sible. When  the  uterus  has  been  emptied,  an  elastic  ligature  should 
be  passed  round  the  cervbc,  to  control  the  bleeding-  Then  proceed 
to  ligature  the  broad  ligaments  in  sections  and  cut  them.  One  of 
the  ovaries  may  be  left,  by  ligaturing  inside  it.  When  you  get  well 
down,  incise  the  uterine  peritoneum  just  above  the  vesical  fold,  and 
atrip  it  down  m  front  and  behind.  You  can  now  secure  the  uterine 
arteries  and  then  amputate  the  uterus  by  making  a  V-shaped  incisioi^ 
the  point  of  the  V  being  downwards  so  as  to  remove  a  wedge  of  tlie 
cervix*  Now  stitch  the  cervical  stump  with  continuous  catgut,  then 
cover  it  with  peritoneum  by  stitchmg  the  anterior  and  posterior 
layers  together  over  it.  The  peritoneal  toilet  is  completed  and  the 
abdominal  wound  closed  in  the  usual  way. 


Risks   to   the    Patient   ix  the   Ordinary   or   Modified 
Operations. 

Daring  the  performance  of  the  operation  there  is  very  little  risk  to 
the  patient-  The  bleeding  is  not,  as  a  rule,  very  great,  and  it  can 
easily  be  controlled.  SubseL|uent  post-pa rtum  ha?morrhage  is  not 
likely  to  occur.  If  the  uterus  does  not  contract  well  a  hypodermic 
of  ergot  in  may  be  given.  I  have  four  times  seen  failure  of  respiration 
occur,  necessitating  the  performance  of  artificial  respiration.  This 
happened  in  my  first  case,  just  after  1  had  emptied  the  utems.  Breath- 
ing was  quickly  restored.  The  other  cases  were  much  more  alarming. 
In  the  first  of  these  the  patient's  uterus  was  exceedingly  tense,  and 
just  as  I  made  my  first  cut  into  it  the  breathing  stopped.  The  arms 
were  fpiickly  raised  and  depressed,  but  the  patient  made  no  effort  to 
breathe,  and  I  thought  she  was  dead.  In  the  hopes  of  saving  the  child 
I  quickly  opened  the  uterus  and  delivered  it,  and  the  mother  at  once 
commenced  to  breathe,  and  gave  no  further  trouble.  The  great  pressure 
from  the  very  large  tense  uterus  had  apparently  interfered  with  the 
action  of  the  dia]jhragm.  The  child  was  alive.  Cases  III.  and  IV. 
also  gave  trouble  in  the  same  way. 

Shockp— This  is  never  very  great,  and  the  patients  soon  rally 
from  it.  If  the  patient  has  been  long  in  labour,  and  her  pulse  is  weak, 
a  pint  or  two  of  normal  saline  sohition  should  be  nm  into  the  peri- 
toneal cavity  before  the  wound  is  closed. 
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Parsilysis  of  the  Intestines  with  Great  Abdominal 

Distention, — Or  two  occasions  I  have  lost  patients  who  suffered 
from  this.  In  neither  case  was  there  any  bidication  of  peritonitb 
found  post-mortem.  The  pathologist  could  find  no  other  cause  of 
death. 

Sepsis, — This  in  the  chief  dangei.  and  the  strictest  aseptic  pre- 
cautions must  be  taken.  If  the  patient  can  be  properly  prepared 
for  the  operation  (or  a  few  days,  there  should  be  very  little  risk.  I 
have  never  lost  a  single  case  where  I  have  had  the  patient  under  pre* 
paration  prior  to  operating,  but  imfortunately  one  cannot  always 
manage  this.  If  the  patient  has  been  in  labour  for  some  time,  and 
careless  examinations  have  been  made*  the  risk  of  sepsis  occurring 
is  great.  In  such  cases,  and  especially  iji  those  where  attempts  To 
deliver  have  been  made,  extirpation  of  the  uterus  is  the  safer  opera  - 
tion. 

SubseCLUent  Dangers.—lntestinal  adhesions  may  give  trouble. 
and  even  cause  obstruction  of  the  bow^els.  If  obstruction  comes  cm, 
the  abdomen  should  he  reopened  and  the  adhesions  relieved.  If  silk 
sutures  are  used,  they  may  make  their  way  out  through  the  scar,  or 
through  the  bladder,  or  vagina,  months  afterw^ards.  If  a  sinus  forms, 
a  bloody  discharge  will  come  from  it  at  each  menstrual  period.  The 
sinus  will  not  close  permanently  until  all  the  sutures  come  out,  and 
this  may  take  months.  As  already  stated,  when  the  sutures  make 
their  way  into  the  bladder,  calculi  will  probably  form  on  them.  As, 
after  every  abdominal  section,  the  cicatrix  may  yield  and  a  hemi* 
form,  to  guard  against  this  the  patient  should  w^ear  an  abdominal 
belt  for  a  considerable  time.  I  lost  one  of  my  cases  from  rather  an 
imusual  cause — viz.,  suppression  of  urine  (see  p.  390),  80  far  an  I 
know,  this  is  the  only  case  of  the  kind  recorded. 

The  following  cases  of  Caesarian  section  are  given  to 
iUnstrate  same  of  the  dtfficmlties  one  may  meet  with : 

Task  L— Mrs.  (\,  <)-para,  aged  thirty-five,  conjugata  vera  normal 
Until  within  eight  weeks  of  the  time  of  admission  the  patient  had  not 
had  any  symptoms  of  special  significance.  From  that  time  on  she  had 
been  troubled  with  pretty  severe  pehic  pain  of  a  radiating  characti?r. 
and  a  reddish  vaginal  discharge.  During  the  last  week  she  had  had 
several  severe  attacks  c^f  bleeding,  and  the  doctor  who  had  sent  her 
in  said  that  she  had  lost  about  13^1  ounces  of  blood  that  evening. 
She  was  near  full  time. 

thi  examining  her  I  found  she  was  a  very  stout  woman,  somewhii 
ana'mic  from  the  loss  of  blood.     There  w^as  no  foetal  heart  to  be  heanl- 
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FcEtal  niovem€iit8  had  cea^^ed  for  three  days.  A  vaginal  exam  mat  ion 
revealed  that  there  was  a  large  caneerous  mass  involving  botli  lips  of 
the  cervix  and  extemiing  out  on  to  the  vaginal  wall,  especially  on 
the  left  side.  The  greater  mass  was  in  the  anterior  Up.  The  cervical 
canal  admitted  the  finger,  and  the  cancer  was  found  to  implicate  the 
entire  cervix,  which  was  from  2 J  to  3  inches  in  length.  The  head 
presented.     There  was  some  slight  bleeding  during  examination. 

It  was  quite  evident  that  it  was  impossible  to  remove  the  entire 
cancerous  mass,  as  it  extended  too  far  out  on  the  vaginal  wall,  but, 
after  considering  the  case  fully,  1  decided  to  operate  at  once  and  remove 
the  uterus  supravaginal ly,  and  thus  control  the  biimiorrhage.  It 
might  have  been  possible  to  have  scraped  away  the  cancer  to  a  suffi- 
cient extent  to  have  allowed  of  delivery  by  craniotomy,  but  in  doing 
so  I  was  afraid  the  bleeding  might  cause  the  patient's  death,  Ab  the 
child  was  dead  there  was,  of  course,  no  necessity  of  considering  it- 

On  incising  the  thick  abdominal  wall  there  was  no  bleerling.  I  was 
so  strack  with  this  that  1  thought  the  patient  must  have  died,  but  she 
was  breathing  well.  There  was  the  same  bloodlessness  in  the  uterine 
incision.  I  left  the  placenta  in  the  uterus,  cutting  the  cord  off  short, 
aiul  as  there  was  uo  bleeding  did  not  apply  clamps  or  an  elastic  liga- 
ture round  the  uterus.  The  cancer  had  spread  upwards  into  the 
lower  uterine  segment,  so  the  amputation  incision  passed  through 
cancerous  tissue.  Tlie  stump  was  stitched  and  the  peritoneum  closed 
over  it.  The  pelvic  glands,  especially  on  the  left  side,  were  deeply 
involved.  The  loss  of  blood  was  extremely  small.  A  quart  of  normal 
saline  solution  was  left  in  the  peritoneal  cavity.  The  child  weighed 
iij  pounds. 

The  after-progress  of  the  patient  was  satisfactory,  but  daring  the 
tliird  and  fourth  weeks  there  was  feverishness,  partly  from  absorption 
from  the  cancerous  mass,  but  also  from  the  sloughing  of  a  bum  on  the 
thigh,  cau-i^ed  by  a  hot-water  bottle  after  the  operation.  The  patient 
suffered  no  pains  m  the  pelvis,  and  the  cancerous  mass  shrunk  to  a 
certain  extent.  She  went  home  on  the  twenty-eighth  day,  and  was 
still  alive  two  months  later,  but  I  am  afraid  she  cnuld  not  sur\'ive 
much  longer. 

Case  IT — B.  S.,  an  unmarried  rickety  dwarf,  aged  twenty-tliree, 
conjugata  vera  IJ  inches,  was  brought  into  the  hospital  from  the 
cmmtry.  She  had  been  in  labour  for  a  considerable  time,  and  the 
cord  was  prolapsed  and  quite  pulseless.  The  patient  was  3  feet  7  J  inches 
in  height,  and  very  markedly  defoniied,  as  will  be  seen  from  her 
photograph  (see  Figs,  75,  70,  and  77).     The  conjugate  vera  was  a 
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little  over  U  inches.  Even  with  a  dead  child,  craniotomy 
of  the  question,  so  there  was  nothing  lor  it  but  an  abdoniinal  section. 
although  the  patient  was  anything  but  a  good  subject.  As  the  chancefl 
were  that  the  utenis  was  septic,  I  determined  to  amputate  it.  I 
operated  as  soon  as  she  could  he  prepared.  There  was  very  little 
blood  lost  during  the  extraction  of  the  child,  and  none  afterward*. 
as  I  at  once  clamped  the  utenis  low  down.  The  ovaries  were  both 
healthy,  so  I  left  them.  The  patient  stood  the  operation  welh  tShe 
had  a  somewhat  febrile  recovery,  and  developed  a  couple  of  stitch 
abBcesses,  and  later  on  a  large  abscess  under  the  outer  edge  of  her 
right  breast,  which  l)urrowed  under  the  scapula  and  pointed  in  the  back- 

Case  III. — Mrs.  P.,  aged  twenty-seven,  2-para,  conjugata  vem 
2|  inches.  Just  ten  months  previously  this  patient  had  been  delivered 
in  the  hospital  of  a  4  J  pounds  child  by  craniotomy  after  a  imd^s-ifr 
and  a  dcx^tor  had  failed  to  dehver  her  at  her  home.  She  was  extremely 
rickety,  with  a  true  conjugate  of  barely  2 A  inches. 

When  she  was  about  three  months  pregnant  this  second  time^  I 
her  and  ad\4sed  her  to  have  Ccesarian  section  done.  She  was  to  havf* 
come  to  the  hospital  on  June  1,  but  did  not  turn  up;  however,  oa 
the  evening  of  that  day  she  sent  me  word  that  she  was  having  pains. 
According  to  her  dates  the  labour  was  not  quite  due.  I  saw  her  at 
her  home,  and  found  the  os  was  beginning  to  dilate,  so  at  once  sent 
her  into  hospital  to  be  prepared  for  operation.  I  noticed  that  sh^ 
was  very  stout,  but,  as  she  was  fully  drcssecL  I  did  not  palpate  her 
abdomen,  so  did  not  diagnose  twins. 

Two  hours  after  admission  I  operated.  Just  as  I  was  about  to 
begin  the  alxlominal  tpcision  she  stopped  breathing.  The  tongue 
was  pulled  forw^ard  and  artificial  respiration  commenced,  but  there 
was  no  effort  at  gasping,  so  I  quickly  opened  the  abdomen  and  cut 
into  the  utenis.  The  placenta  was  situated  anteriorly,  and  the  first 
sweep  of  the  knife  was  followed  by  a  large  spurt  ot  blood,  and  the 
patient  at  once  gave  a  gasp.  The  uterine  incision  was  quickly  enlar^d 
and  a  child  removed,  and  I  then  found  there  was  a  second  one.  Both 
children,  males^  required  to  be  resuscitated.  They  each  wetghrd 
4 J  pounds,  and  were  so  nmch  alike  that  afterwards  nobody  could 
tell  which  had  been  born  first-  If  they  had  been  chiWren  of  arato* 
cratic  parents,  and  had  survived.  I  am  afraid  there  would  have  been 
difficulties  in  settling  the  ]ioint.  As  it  was,  the  registrar  was  vert 
indignant  that  we  could  not  tell  which  was  the  elder  of  the  two.  I 
advised  the  nurse  to  tell  him  that,  according  to  Shakespeare,  tlicy 
were  never  bom  at  all,  but  were,  like  Macduff,  from  the  '"  mother'n- 
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womb   untimely    ripped/'      I    do    not    know    liow    he    settled    the 
point. 

The  patient  breathed  quite  well  after  the  uterus  was  emptied,  and 
gave  no  further  trouble.     The  operation  was  finished  in  the 
way*  and  hb  the  %voman  wished  it,  I  tied  and  cut  her  tubes* 

The  children  seemed  to  thrive  for  two  weeks,  and  then  they  sud- 
denly  began  to  pine,  and  one  died  on  tlie  eighteenth  and  the  other 
on  the  twenty-first  day. 

I  had  onee  before  had  the  unpleasant  experience  of  failure  of  breath- 
ing in  the  patient  just  as  1  was  beginning  the  uterine  incision,  and  in 
Case  lY.  the  same  thing  happened.  In  all  of  these  cases  the  abdomen 
was  very  tense.  In  the  first  case  artihcial  res>piration  was  kept  up  for 
some  minutes,  and  I  thought  the  patient  was  dead,  so  quickly  opened 
the  uterus  to  save  the  child.  The  mother  then  breathed  at  once.  In 
the  other  cases  I  did  not  wait  any  time,  but  went  on  with  the  opera* 
tion  while  the  assistants  w^ere  doing  the  artificial  respiration.  Tht 
free  flow  of  blood  helps  the  circulation  by  lelieving  the  engorged 
heart,  and  the  relief  of  pressure  upon  the  diaphragm  allows  of  free 
play  to  the  luii^^s.  In  cases  of  great  distention  I  think  it  would  be 
advisable  to  rojiture  the  membranes  inmiediately  before  beginnbg 
the  ope  rati  or. 

The  patient  made  an  uninterrupted  recovery. 

Case  IV.  —  Mrs.  O.,  2-para,  aged  twenty-five,  conjiigiita  vei 
2i  inches.  This  patient's  first  labour  had  ended  in  a  craniotomy. 
She  was  very  rachitic,  being  only  4  feet  2  inches  in  height.  Her 
intercristal  ard  interspinous  diameters  w^ere  the  same,  9 J  inches,  and 
the  diagonal  conjugate  3  inches.  She  had  suflered  from  chrcniic 
bronchitis  for  many  years,  and  was  in  the  hospital  under  treatment 
for  tbift  for  eleven  days  before  the  operaticn  was  done.  I  was  anxious 
to  operate  upon  her  during  daylight,  as  I  have  found  that  in  operating 
at  night  with  the  gas  burning  right  over  the  table  there  is  a  good  deal 
of  decomposition  of  the  chloroforn^,  which  causes  bronchial  irritation* 
On  examining  her  on  a  Friday,  I  foi:rd  the  os  was  patent,  although 
there  had  been  no  pains,  so  I  had  her  prepared  for  operation  on  the 
Saturday  morning.  During  the  night  the  pains  came  on.  On  the 
Saturday  monmig  there  was,  unfortunalely,  a  very  dense  fog,  but  aa 
labour  had  commenced  I  was  lorced  to  proceed  with  the  operation 
under  the  worst  possible  conditions  for  the  patient*  She  took  the 
chloroform  badly,  and  just  as  I  began  the  abdominal  incistc*n  »he 
stopped  breathing  and  seemed  to  be  dead.  The  tongue  was  pulled 
forward  and  artificial  respiration  begun  while   I   went  on  with  the 
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operation.  As  soon  as  the  uterus  was  opened  breathing  commenced, 
ami  we  had  no  further  trouble.  Her  tubes  were  tied  and  cut.  The 
bronchitis  was  bad  for  several  days,  but  otherwise  the  recovery  was 
uneventful.  Her  baby,  a  girl,  weighed  7J  pounds,  and  she  was  able 
to  nurse  it. 

Case  V*  —  Mrs.  H.,  5-para,  aged  thirty-five,  conjugata  vera 
2J  inches.  This  patient's  first  child  had  been  bom  at  full  time,  dead, 
either  by  forceps  or  craniotomy  ;  her  second,  at  full  time,  dead,  a 
hreeeh,  craniotomy  on  aftercoming  head  ;  her  third  at  the  seventh 
month,  dead,  by  forceps  ;  and  her  fourth  at  full  time  by  craniotomy. 
With  such  an  obstetric  history  it  was  time  for  a  Gesarian  section. 
Labour  conmienced  on  the  day  following  admission.  The  operation 
was  done  as  soon  as  possible  after  the  pains  conmienced,  but  the 
membranes  ruptured  about  an  hour  before  I  began.  The  only  point 
to  be  noted  about  the  operation  was  tbat  the  menibranes  were  ex- 
tremely adherent.  To  get  them  cleared  off,  I  inverted  the  uteru.s 
through  the  wuunil.  Tlie  upper  half  of  the  abdominal  incision  was 
protected  by  a  large  gauze  swab  between  it  and  the  uterus.  The  report 
says  the  tubes  were  not  tied,  but  I  have  an  impression  they  were.  The 
child,  a  boy,  weighing  9f  pounds,  was  alive.  Three  hours  after  his 
birth  pus  was  observ^ed  to  be  streammg  from  one  of  his  eyes,  although 
a  2  per  cent,  silver  nitrate  solution  had  been  instilled.  It  was  a  very 
typical  case  of  ophthalmia  neonatorum,  and  the  infection  must  have 
occurred  in  utero.  When  I  discovered  this  I  had  grave  doubts  of  the 
mother*8  recovery,  and  was  not  astonished  to  find  her  temperature 
rise  to  101-2'  F.  It  remained  about  that  height  for  five  days,  and 
then  gradually  came  down  to  normal.  There  was  a  great  deal  of 
abdominal  distention.  On  the  sLxth  day  I  washed  out  the  utenis 
and  dressed  the  abdominal  woimd.  The  wound  seemed  to  be  healing 
nicely,  and  there  was  no  retbiess  with  any  of  the  stitches.  Two  days 
later  some  discharge  was  found  at  the  edge  of  the  dressing,  and  on 
removing  it  the  lower  half  of  the  wound  was  found  to  be  sloughing 
very  badly.  The  stitches  were  all  removed  and  a  wet  dressing  apphed. 
The  patient's  temperature  was  now  normal.  On  examining  the  parts 
carefully  next  day  I  found  the  upper  half  of  the  womid  healed,  but 
the  lower  half  gaping  fully  an  inch  wide  and  sloughmg  badly.  Towards 
the  left  a  sinus  ran  downwards  and  outwards  for  quite  3  inches. 
There  was  also  some  imdermining  at  the  lower  edge  of  the  wound. 
The  floor  of  the  cavity  was  formed  by  the  anterior  uterine  waU,  and 
the  catgut  sutures  were  still  present.  The  uterine  incision  was  firmly 
healed.     The  portion  of  the  abdommal  incision  which  bad  sloughed 
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exactly  corresponded  with  the  part  which  the  inverted  uterus  had 
come  in  contact  with.  When  the  slough  had  separated  I  dresse>cl  tl 
pait  i^^th  strips  of  iodoform  gauze  pJuggiiig  steeped  in  Hey's  wasii 
The  parts  soon  took  on  a  healthy  action  and  gradually  closed,  but  it 
took  two  months  before  this  w^as  completed.  The  patient  was  very 
well  when  she  left  the  hospital,  and  her  temperature  was  never  above 
normal  after  the  stitches  had  been  taken  out.  The  ophthalmia  sub- 
sided after  a  few  days^  treatment,  and  the  baby  throve  well* 

The  whole  of  the  anterior  wall  of  the  uterus  was  firmly  adherent 
to  the  abdominal  wall.  If  she  should  require  another  section  it  can 
easUy  be  done  extraperitoneally. 

Case  VL — Mrs.  A,,  aged  twenty-six,  3-para,  conjugata  vera 
2f  inches.  This  patient's  two  previous  children  had  been  delivered 
dead,  by  craniotomy,  I  think.  Both  she  and  her  husband  were  anxiotiB 
that  I  should  sterihze  her,  if  the  baby  was  ahve  and  healthy.  The 
child,  a  boy,  weighed  8  pounds,  and  to  all  appearances  was  a  splendid 
specimen.  Several  of  the  men  present  at  the  operation  remarked  thia, 
I  therefore  tied  and  cut  the  tubes.  The  patient  made  a  perfectly 
normal  recovery.  On  the  second  day  the  baby  became  intensely 
jaundiced,  and  died  on  the  following  day.  A  post-mortem  examina- 
tion did  not  reveal  anythmg  except  that  all  the  organs  were  bile* 
stained  and  the  liver  was  enlarged. 

In  this  rase  I  had  intended  to  leave  the  tubes  patent,  if  the  patient 
and  her  hu8l>and  hail  not  both  requested  me  to  titerilize  if  the  baby 
was  alive  ami  healthy.  The  loss  of  the  child  was  a  severe  blow  to 
them,  but  nobody  could  have  foreseen  such  a  result. 

Vahk  VI L — Mrs.  McC\,  Ijl-para,  aged  twenty-seven,  conjugata  vera 
2|  inches,  full  time,  was  admitted  to  the  hospital  suffering  from  ante- 
partum hnemorrhage.  She  was  of  small  stature,  and  markedly 
rachitic.  Her  pulse  was  about  120  and  feeble,  and  her  lip;?  and  con- 
junctivge  were  very  pale.  A  vaginal  examination  revealed  that  the 
canal  was  full  of  clots,  and  that  a  considerable  amount  of  blocd  was 
flowing  from  the  os,  which  would  admit  one  fuiger.  No  placenta 
could  be  felt,  nor  any  bogginess  in  the  fomices.  Accidental  hsBmorrhage 
was  diagnosed.  The  conjugata  vera  was  estimated  to  be  2 J  inchci? 
The  head  presented,  but  was  quite  free  above  the  brim.  Palpation 
revealed  that  the  abdomen  was  very  large.  The  foetal  jiarts  could  be 
felt,  and  the  head  overlapped  the  brim  markedly.  Nothing  like  cloU 
could  be  detected  in  the  utenis,  but  the  marked  diistenti«ui  led  us  to 
suspect  that  we  might  have  concealed  as  well  as  external  ha>niorrlia^. 
The  foetal  heart  was  audible  to  the  left  and  belnw  the  umbiliciia- 
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fully  conBidering  the  caae  I  concluded  that  a  Ceesarian  ^section 
would  give  the  woman  the  best  chance.  She  was  bo  collapsed  that 
I  was  quite  sure  she  would  not  survive  a  craniotoniy*  She  was  in  a 
very  dirty  state,  but  the  abdomen  was  cleansed  as  thoroughly  as  pos- 
sible. I  decided  that,  if  there  was  much  clot  in  the  uterus,  I  would 
do  a  aupra vagina!  amputation. 

The  operation  was  done  in  the  usual  w^ay.  The  child  was  alive. 
The  placenta  had  been  only  partly  separated*  ami  there  were  several 
clots  behind  it.  The  uterus  retracted  weil,  so  I  decided  to  leave  it. 
Both  tubes  were  tied  and  cut.  Before  closing  the  abdomen  a  quart 
of  Dornial  saline  solution  was  run  into  the  peritoneal  cavity.  The 
patient  was  freely  stimulated. 

The  after- progress  was  moat  satisfactory.  For  two  days  the  tem- 
perature was  100^  F-,  and  after  that  it  remained  normal.  The  woimd 
healed  well,  except  for  the  formation  of  one  small  stitch  abscess. 

Case  VI IL — Mrs.  C,  2*para,  aged  twenty-five,  conjugata  vera 
3  J  inches.  This  patient's  first  deb  very  had  been  by  craniotomy. 
When  atlmitted  the  os  was  fully  dilated.  The  head  presented,  but 
ovei lapped  the  symphysis,  and  would  not  engage.  As  the  child  was 
alive  I  advised  Ctesarian  section. 

The  patient's  bowels  moved  very  copiously  when  she  was  put 
under  chloroform,  and  the  odour  was  very  offensive.  The  placenta 
was  on  the  anterior  wall  of  the  uterus.  The  child,  a  female,  was 
alive.  The  tubes  were  tied  and  cut.  T  lie  re  was  an  accessory  tube 
on  one  side,  which  I  removed. 

The  patient  was  somewhat  collapsed,  but  quickly  rallied.  On  the 
second  day  the  temperatare  reached  its  highest  point — *J\\H  F.  The 
pulse  kept  over  120,  and  the  abdomen  became  distended.  There  was 
considerable  restlessness,  and  some  pain  in  the  abdomen.  The  bowels 
were  very  obstinate,  and  could  not  be  got  to  move  by  calomel  and  a 
saline  or  an  enema. 

The  distention  of  the  abdomen  became  very  extreme,  in  spite  of 
all  our  efforts  to  relieve  it.  On  the  fourth  day  the  bowels  moved 
frequently.  The  patient  was  now  extremely  restless,  and  struggled 
violently  at  times.  There  seemed  to  be  complete  jmralysis  of  the 
bowels.  On  the  fifth  day  she  became  verj^  collapsed  and  cold-  I 
removed  the  two  lower  stitches  from  the  abdominal  wound  and 
separated  the  edges.  There  was  absolutely  no  indication  t>f  peri- 
tonitis. Saline  solution  was  run  into  the  abdomen,  but  there  was  no 
reaction.     The  patient  died  that  day. 

The  post-mortem  examination  revealed  nothing  to  account  for  lier 


5^ 


CLINICAL  OBSTETRICS 


death.  There  was  no  iiidicatian  of  any  peritonitis.  The  intestines, 
especially  the  small  ones,  were  very  distended,  hut  the  peritoneal 
coats  were  quite  nornmh  The  pathologist  could  throw  no  light  on 
the  cause  of  death  beyond  paralysis  of  the  intestines.  I  have  had  a 
second  case  exactly  similar,  except  that  there  was  no  excessive  diarrhoea. 
In  this  second  case  there  was  absolutely  no  indication  of  peritonitis. 

Case  IX. — M.  D.,  1-para,  aged  twenty-three,  conjugata  vera 
2|  inches,  came  for  advice  w^hen  she  was  about  seven  months  preg- 
nant. She  was  not  in  labour.  Her  external  measurements  were  : 
intercristal  diameter,  lOJ  inches  ;  interspinous,  10  inches ;  and  ex- 
ternal conjugate,  7 J  inches.  The  diagonal  conjugate  was  barely 
IH  inclies,  so  the  true  conjugate  was  about  2|  inches.  She  was  taken 
into  the  hospital  for  a  few  days.  When  examining  her  we  found  there 
was  a  cystic  swelling  in  the  right  lateral  fonxix  bulging  somewhat 
forwards.  A  careful  investigation  of  this  swelling  revealed  thai  it 
was  a  portion  of  the  bladder. 

The  patient  returned  at  the  comiiiencenient  of  labour,  and  the 
section  was  performed  a  few  hours  later.  There  was  a  very  small 
fibroma  connected  with  one  of  the  ovaries,  and  this  was  removed. 
The  child,  a  female,  was  ahve.  Its  head  was  ver>^  much  moulded. 
As  the  membranes  were  not  ruptured,  and  the  jmtient  had  not  been 
long  in  labour,  the  head  must  have  developed  in  that  shape. 

For  five  days  the  patient's  condition  was  quite  satisfactory,  bat 
on  the  sixth  day  the  temperature  rose  and  the  lochia!  discharge  became 
fcetid.  A  vaginal  douche  was  given.  Next  moniing  about  -4  a.m., 
without  any  w^aming,  the  patient  suddenly  collapsed.  Her  face 
became  drawn  and  jiinched,  and  a  cold  sweat  broke  out  alt  over  the 
body.  Her  pulse  was  scarcely  perceptible.  She  was  violently  sick, 
and  vomited  a  considerable  amount  of  hile-stained  fluid.  There  was 
no  distention  of  the  abdomen,  but  there  w^as  dulness  and  some  tende^ 
ness  towards  the  right  side  low  dowTi.  The  uterus  was  somewhat  to 
the  left  of  the  middle  line  in  pos^ition.  This  dull  area  was  in  the  rcgicm 
where  the  bladder  had  been  before  dehvery.  A  vaginal  exaniiiiaticia 
revealed  nothmg  in  the  broad  ligaments.  An  intra-uterinc  doucbe 
was  given,  but  nothing  was  washed  out  of  the  uterus.  The  patient 
was  stimulated  most  freely  by  means  of  strychnine,  digitahn.  ether, 
brandy,  and  champagne,  and  ©he  was  surrounded  by  hot -water  bottlee. 
Nutrient  enemata  were  also  given.  For  aV>out  twenty-four  hoani 
there  was  practically  no  response  to  the  stimulation,  and  to  complicate 
matters  no  urine  was  excret-ed.  She  was  given  an  intravenous  saliDe 
transfusion  of  2  pints.     Immediately  after  the  transfusion  the  pubi 
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began  to  improve,  and  within  a  few  hours  she  passed  urine.  There  was 
now  a  marked  change  in  her  condition.     The  improvement  continued. 

The  vaginal  discharge  was  ta*tid,  but  the  uterus  was  not  aifected. 
About  a  week  later  the  temperature  rose  again,  and  we  discovered 
there  was  an  abscess  at  the  lower  edge  of  the  woimd  whicli  led  down 
to  the  uterus*  It  was  opened,  and  soon  healed.  The  catgut  used  at 
the  operation  was  very  friable,  and  may  have  been  infected.  This 
abscess  had  nothing  to  do  with  her  collapse.     Her  recovery  was  slow. 

I  had  entirely  given  up  all  hopes  of  savmg  this  patient.  The  effect 
of  the  saline  transfusion  was  most  marked.  When  we  began  the  trans- 
fusion the  radial  pulse  was  barely  perceptible,  but  before  we  finished 
it  was  of  fair  volume,  and  the  beats  could  be  quite  easily  counted. 

Vaginal  Ciesariail  Section.— This  operation  was  devised 
by  DiUirssen,  but  I  have  had  no  personal  experience  of  it.  It  is, 
of  course,  only  applicable  to  eases  in  which  there  is  no,  or  only 
ver}"  slight,  contraction  of  the  pelvis.  It  will,  therefore,  be  very 
seldom  re(|uired. 

Method  0/  Opcralimj.—^'VhG  vagina  is  thoroughly  cleansed,  the 
permeuni  drawn  back  with  a  broad-b laded  speculum,  and  the  cervix 
drawn  down  by  forceps.  The  anterior  vaginal  wall  is  next  separated 
from  the  cervix  by  a  transverse  incision,  and  the  bladder  and  parts  in 
front  raised  up,  and  the  cervix  split  in  the  middle  line  up  to  the 
internal  os.  The  next  step  is  to  nnite  the  cervnx  and  vaginal  wall 
by  means  of  catgut,  and  then  continue  the  incision  upwards  into  the 
lower  uterine  segment.  The  membranes  now  protrude.  The  specu- 
lum is  withdra%vn,  and  the  child  delivered,  usually  by  podalic  version, 
if  the  head  is  grasped  it  may  be  necessarv'  to  spbt  the  anterior  uterine 
wall  further.  After  delivery  of  the  child  the  placenta  and  membranes 
are  removed,  the  uterine  cavity  plugged  with  iodoform  gauze  ;  the 
uterine  incision  is  closed  with  about  half  a  dozen  catgut  sutures,  but 
the  vaginal  portion  of  the  cervix  should  not  be  stitched  for  fear  of 
subsequent  cicatricial  contraction. 

The  bladder  may  easily  be  injured,  and,  if  it  is  opened  into,  the  tear 
should  be  closed  at  once  by  catgut  sutures* 

Post-mortem  CEesarian  Section.— If  a  pregnant  woman 
dies  undelivered,  the  fcetus  may  live  for  as  long  a^  twenty-tive  minutes 
after  the  mother.  When  the  mother  dies  of  disease  there  is  not  much 
chance  of  the  fiptus  being  alive,  but  in  alt  cases  of  sudden  death  from 
an  injury,  burn,  etc.,  which  does  not  aflfect  the  uterus,  the  fcetus  should 
be  delivered  by  opening  the  abdomen  as  soon  as  the  mother  ia  dead. 


CHAPTER  XLII 

ACCIDENTS  TO  THE  CHILD  DURING  DELIVEEY 

Asphyxia  Neonatorum  —  Asphyxiti  Livida — Asphyxia  Pullida  —  Intra- uterine 
FraotoreB :  Case — Fracture  of  the  Skull  during  Delivery :  Cases — Fraoturo 
of  the  Long  Bonos— Fracturr^  of  the  Clavicle— Fracture  of  the  HumeniB— 
InjuLries  to  the  Soft  PartB— Opacity  of  the  Cornea:  Case— Prea«ure  upon 
Nerves—  Httmorrhage  into  the  Brain  or  its  Membranes :  Cases  —CephaJ- 
hitmatoma. 


Asphyxia  ITeoiiatorum. — The  sudden  change  of  the  fcetus  from 

the  wanntk  of  the  interior  of  the  uterus  to  the  comparative  coldjiodd 
of  the  air — i.e.,  from  a  temperature  of  nearly  ICKJ-  F.  to  one  of  60^  or 
70^  F, — acts  as  a  powerful  reflex  stimuius  to  all  the  must- lea  of  the 
body,  including  those  of  respiration,  and  the  child  c^uickly  gaspa  for 
breath,  stmggles,  and  cries.  The  placental  circulation  is  at  the  same 
time  cut  off,  and  the  acciitimlation  of  CO^  in  the  blood  stimulates 
the  respiratory  centre.  If  the  accumulated  CO^  is  allowed  to  act 
too  long,  it  paralyzes  instead  of  stimulating  respiration.  Death 
will  therefore  fellow,  if  breathing  is  not  very  soon  established.  The 
Eustachian  valve  should  close  the  foramen  ovale,  as  soon  as  the 
lungs  begin  to  expand  and  exert  their  aspirating  power  upon  ll 
blood  in  the  heart.  The  adult  circulation  is  thus  established  bet 
the  right  and  left  side  of  the  heart  through  the  lungs. 

As  a  rule,  the  child  gasps  and  cries  as  soon  as  it  is  born,  nui  m  j 
cases  there  is  more  or  less  asphyxia.  Asphyxia  may  arise  from  inU^r- 
terenee  with  the  placental  circulation,  as  from  detachment  of  the 
placenta,  pressure  upon  the  placenta,  or  upon  the  cord,  by  the  latter 
being  prolapsed  or  wound  round  the  neck  ur  body,  or  by  it«  being 
caught  between  the  head  and  the  blade  of  the  forceps.  Knotting  of 
the  cord,  or  syphilitic  disease  of  the  umbilical  vessels,  would  ako 
interfere  with  the  circulation,  by  narrowing  the  lumen  of  the  ve^sek. 
When  the  body  is  bom  breech  first,  the  stimulating  effect  of  the  air 
upon  the  body  may  reflexly  cause  the  child  to  attempt  to  ga»p  white 
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head  is  ^till  in  the  passage,  and  it  will  ilraw  nmcus  into  its  air- 
paasages,  which  will  prevent  air  entering  after  the  birtli  itj  completed. 
Children  delivered  by  C^sarian  section  seldom  breathe  at  once.  I 
think  the  explanation  of  this  is  that  the  opening  of  the  abdomen 
suddenly  exposes  the  anterior  surface  of  the  utems  to  a  temperature 
about  30^^  F.  lower  than  it  was  before,  and  this  sudden  fall  in  the 
temperature  causes  the  child  to  gasp,  and  fill  its  air-passages  with 
liquor  aniiiii.  In  one  case  I  saw,  this  had  evidently  happened,  as 
breathing  could  only  be  established  after  the  child  had  been  inverted, 
and  several  ounces  of  f!uid  emptied  from  its  limgs.  Prolonged  or 
severe  pressure  upon  tlie  head  during  delivery  may  cause  asphyxia 
by  paralyzing  the  centre  in  the  brain.  It  may  arise  from  an  abnor- 
mality In  the  child,  such  as  a  patent  foramen  ovale  or  atresia  of  the 
pulmonary  artery,  which  prevents  the  blood  passing  into  the  lung. 
An  enlarged  thyroid  or  thymus,  by  direct  pressure  upon  the  trachea, 
would  also  cause  it,  Tf  the  child  were  expelled  with  the  membranes 
imruptured,  or  with  a  caul  completely  covering  the  head,  it  would  be 
asphyxiated,  if  the  membranes  were  not  speedily  ruptured.  A  per- 
fectly strong  child  might  easily  be  aspln^tiated,  even  after  breathing 
has  been  established,  if  it  were  carelessly  placed  so  that  its  mouth 
pressed  against  the  bedclothes  or  pillow.  Among  the  lower  classes 
the  lives  of  many  children  are  lost  in  this  way  by  ''  overlaying,"  as 
it  is  called.  It  is  too  often  the  result  of  drink,  the  intoxicated  mother 
either  lying  on  her  child,  or  so  closely  pressing  it  to  her  side  as  to 
smother  it. 

Asphyxia  neonatorum  is  usually  divided  into  two  varieties  : 

1.  Asphyxia  Livlda. — The  child  is  h\^d  in  colour  fromaccumu' 
lation  of  VO.,  in  the  blood.  The  heart  is  beatin<J  strongly,  and  the 
reflexes  are  present.  You  may  see  this  typically  when  the  cord  has 
been  round  the  neck.    The  prognosis  is  favourable. 

2.  A&phsrxia  PalUda.--The  child  is  limp  and  pallid.  The 
heart  is  beating  feebly  and  slowly,  and  the  rettexes  are  quite  abolished- 
The  prognosis  is  unfavourable. 

Tff'otmeHi.— In  every  case,  as  soon  as  the  child  is  born,  its  nostrils 
and  mouth  should  be  cleared  of  mucus.  A  convenient  way  to  do  this 
ia  to  lift  it  by  the  feet  and  insert  a  finger  into  its  mouth.  A  smart 
slap  or  two  on  the  buttocks  will  cause  it  to  gasp  and  cry,  under  ordinary 
circumstances.  In  a  case  of  asphyxia  livida  cut  the  cord  at  once,  and, 
before  tying  it,  allow  a  few  drachms  of  blood  to  escape,  then  proceed  to 
do  artificial  respiration.  Combined  with  artificial  respiration  you  may 
use  alternate  hot  and  cold  baths.     Art.  or  several  of  the  different 
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methods  of  perforniiiig  artificial  reapi ration — viz.,  Sylveister's,  Marshall 
Hairs,  or  coinpreasing  and  expanding  the  chest  by  doubUng  up  the 
infant  and  then  straightening  it  out,  niay  be  tried.  8ohultze's  methixl 
is  about  the  best.  Grasp  the  infant  in  your  hands,  so  that  your  two 
palnia  he  on  its  back  and  your  thiiodm  over  the  top  of  the  clavicles, 
against  the  front  of  its  chest.  The  back  ot  its  head  should  lie  between 
your  wrists,  which  support  it,  8ee  that  your  hands  are  not  slippery ♦ 
and  that  you  have  a  good  firo)  grip*  so  that  there  will  be  no  danger 
of  the  child  Hying  out  of  your  hands  when  you  swing  it.  It  is  well. 
also,  to  see  that  there  is  no  meconium  escaping,  or  you  may  bespatter 
your  own  face.  The  first  movement  is  to  invert  the  child,  and  com- 
press its  chest  with  your  thumbs,  to  exj^el  the  mucus  from  the  passages. 
Then  swing  the  biKly  downwards,  and  this  movement  will  expand  the 
chest,  and  cause  air  to  enter,  even  although  the  child  should  be  dead. 
Then  swing  the  body  back  and  compress  the  chest  again  to  expel  the 
air  from  it,  and  repeat  the  downwartl  movement  again,  and  so  on  until 
the  child  breathes  naturally.  The  movements  should  not  be  done  to<i 
quickly.  About  fifteen  times  per  minute  is  fast  enough.  As  I  havt* 
already  mentioned,  the  heavy  liver  drags  so  much  on  its  suspensory 
ligament  during  the  do^\^ward  swing  of  the  child  that  it  may  caust?  a 
haemorrhage  into  the  capsule  of  the  organ. 

Direct  inflation  of  the  lungs  through  a  catheter  passe<l  into  the 
trachea  is  sometimes  done,  but  it  is  not  easy  to  pass  a  catheter  through 
the  narrow  glottis.  An  easier  method  is  by  blowing  into  the  chiUrs 
mouth,  closing  the  nostrils  with  the  finger  and  thumb  ot  one  hand, 
and  compressing  the  stomach  with  the  other  hand.  A  clean  handker- 
chief should  be  placed  over  the  child's  mouth,  then  take  a  deep  inspi 
tion  and  blow  the  first  part  of  the  expiration  into  the  mouth  through  it? 

Traction  upon  the  tongue  is  useful  in  some  cases,  A  favourite 
proceeding  among  elderly  women  is  to  rub  the  child's  chest  with 
spirits.  A  little  may  be  rubbed  inside  the  gums.  The  best  form  of 
stimulant  is  a  h}i]todermic  injection  i»f  atr^T^hnine,  using  not  more  than 
1  hi  grain.  It  stimulates  the  heart  and  also  the  respirator)"  centre, 
so  is  most  useful  in  asphyxia  pallida.  Care  must  be  taken  not  fc» 
give  too  large  a  dose.  I  have  known  y.^  grain  given  by  mistake  cause 
convulsions.  It  certainly  made  the  child  breathe,  but  an  enenia  u( 
chJoral  had  to  be  given  to  stop  the  convulsions.  The  child  did  ■•>•  ll 
subsequently,  but  the  convulsions  were  rather  alarming. 

Asphyxia  Pallida  is  a  much  more  difficult  condition  to  deai 
with.  If  the  cord  is  jiulsating,  do  not  cut  it  at  once.  Invert  the  child 
and  clear  its  air-passages,  and  rub  it  briskly.     Then  tie  and  cut  the 
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conl.  Put  the  chikl  into  a  hot  bath,  and  then  do  artificial  respiration 
by  the  ^k'liultze  method.     In  thesse  eases  use  strychnine. 

One  shoukl  persevere  with  artificial  respiration  so  long  as  the  heart 
is  heating,  but  when  the  heart  has  onee  stopped  nothing  will  do  any 
gootL  In  eases  of  asphyxia  livida  the  cord  may  be  untied  and  a  few 
drarhnis  of  blood  allowed  to  flow  out,  so  as  to  relieve  the  engorgement 
of  the  heart. 

After  Ivrea thing  is  established  the  child  must  be  kept  ver>"  warm, 
and  loosely  wrapped  up,  to  allow  of  a  free  play  of  the  chest  walL  If 
it  is  weakly  it  should  be  given  4  or  ">  drops  of  brandy  in  water  every 
few  hours, 

Intra-utertlie  Fractures  oceasionally  cx^cur,  but  in  tlie 
majority  of  cases  fractures  are  caused  during  deUvery,  The  bones  of 
the  legs,  arms,  and  shoulder  girdle  are  those  which  most  frequently 
suffer  from  fracture  or  dislocation,  but  the  cervical  spine  is  sometimes 
dislocated  in  delivering  an  after-coming  head.  The  lower  jaw,  too,  is 
occasionally  dislocated  or  fractured  in  the  saiiie  method  of  delivery. 

CiL^e  of  intra-uierine  Fracture  of  the  Skull.— ^i^,  G.,  8-para,  aged 
thirty-five,  full  time.  On  September  3  the  patient  shpped  and  fell 
on  her  back  while  hanging  up  clothes,  She  felt  on  a  stool,  which  struck 
her  on  the  right  lumbar  region  behind.  She  felt  sick  and  faint.  After 
this  the  foetal  movements  were  less  frequently  felt,  She  volunteeretl 
the  statement  that  it  was  only  when  turning  from  side  to  side  she 
felt  any  movement.  On  September  7  labour  pains  commenced,  and 
at  10  a.m.  the  membranes  ruptured,  and  a  lot  of  dark,  tarry  blood 
escaped. 

On  adimssion,  about  six  hours  later,  the  breech  was  felt  well  engaged 
in  the  pelvis.  The  back  of  the  child  lay  to  the  front  on  the  right  side. 
On  palpating  the  head  at  the  fnntlus  it  was  felt  to  be  peculiar,  but  the 
exact  condition  could  not  be  made  out.  The  breech  was  born 
naturally.  The  after-coming  head  came  away  without  difhculty. 
A  considerable  amount  of  dark  clot  and  the  placenta  came 
away  vnt\\  the  child.  The  child,  a  male,  weighed  1*  pounds,  and  was 
quite  dead.  There  was  no  maceration.  Over  the  region  of  the  right 
parietal  bone  a  spoon -shaped  depression  was  noticed,  and  at  the 
lower  edge  of  the  imrietal  a  ritlge  was  felt  that  suggested  a  fracture. 

Post-mortem  examinatir^n  report  by  Dr.  ('arstairs  Douglas  : 

*'  The  head  appeared  well  formed.  An  external  examination  revealed 
what  seemed  to  be  a  fracture  in  the  lower  part  of  the  right  parietal 
bone,  placed  horizontally  about  1  inch  above  the  tip  of  the  lobe  of 
the  right  ear,  and  a  little  anterior  to  the  same.     A  sharji  ridge  of  bone 
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eniild  be  felt  ht^re.  Above  it  a  depression  could  be  made  out  on  the 
right  parietal  bone.  On  reflecting  the  scalp  a  small  hemorrhage  was 
foiuid  f>n  the  anterior  portion  of  the  right  parietal,  and  another  pos- 
teriorly near  its  inferior  angle.  A  ver)'  distinct  roughly  triangular 
pit,  about  I  inch  in  its  largest  diameter,  and  about  y\  inch  deep 
at  its  deepest  part,  was  seen  on  the  parietal  about  1  inch  above  the 
union  of  the  latter  with  the  8C|uanious  and  J  inch  behind  the  coronal 
suture.  The  skull  was  not  broken  here  either  inside  or  out.  Below 
this  was  a  semiluiiar  cleft,  the  concavity  downwards,  about  j  inch 
in  lengthy  and  deepest  in  the  centre,  where  there  was  only  dum. 
Examination  of  this  showed  it  to  be  a  separation  at  the  suture  between 
the  inferior  margin  of  the  parietal  bones  and  the  squamous  part  of  the 
temporal,  the  latter  being  easily  depressed  below  the  sharper  harder 
n  argin  of  the  former.  It  %vas  this  that  had  given  rise  to  the  idea  of 
fracture  on  external  examination. 

''  On  opening  the  skull  the  dura  and  pia  were  found  engorged. 
There  were  several  extravasations  of  bloods  viz.,  between  the  lobe^ 
of  the  cerebrum,  over  the  tentorium,  and  in  larger  amount  in  the  base 
of  the  skulb  especially  in  the  middle  foss^.  The  brain  tissue  itself 
was  not  lacerated. 

**The  examination  of  the  inner  aspect  of  the  right  parietal  and 
squamous  lior.es.  removed  in  a  piece,  showed  the  bulging  inwards  of 
the  spoon -shaped  depression,  but  without  any  lesion  of  the  internal 
table  ;  while  at  the  sutural  separation  beioW  this,  although  the  boneft 
gaped,  tlie  dura  stretched  between  them  intact  '' 

Practure  of  the   Skull   duringr  Delivery.— In   dealiiig 

with  obstnicted  labours,  I  ha%'e  already  mentioned  depressed  fractures 
of  the  skull  from  the  pressure  of  the  promontory-.  This  may  occur 
when  deliver}^  is  effected  by  nature,  but  is  much  more  liable  in  difficult 
artificial  deliveries.  The  position  of  the  depression  varies,  but  it  is 
usually  in  the  anterior  part  of  the  parietal  bone,  or  on  the  frontal.  If 
it  is  on  the  frontal  the  eye  of  that  side  will  be  bulged  forward,  and 
there  may  be  haemorrhage  into  the  back  of  the  orbit.  In  the  ordinan* 
spoon-shaped  depression  the  bone  is  merely  bent  in  or  depressed,  and 
it  can  usually  be  raised  by  applying  pressure  obliquely  to  the  head* 
as  suggested  by  Dr.  Munro  Kerr.  If  the  bone  is  fractured,  however, 
you  cannot  raise  it  in  this  way.  When  there  is  an  actual  fractun 
the  brain  may  be  lacerated,  and  there  be  considerable  ha^morrk 
In  some  cases  yon  find  marked  ha?morrhage  without  any  actual 
fracture. 
Progno3u.—U  there  is  an  actual  fracture  with  haBmorrbage*  with  or 
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witliout  a  brain  lesion,  the  child  will  probably  die  within  a  few  hourg 
or  days.  When  there  is  only  a  depression,  even  although  it  be  a 
marked  one,  the  child  will  probably  live,  but  if  the  depression  iloes 
not  rise,  there  is  great  risk  of  imbecility  or  epilepsy  developing. 

Treatment . — The  ordinary  spoon -shaped  depression,  if  it  is  left 
alone,  usually  rises  of  itself  after  a  short  time,  but  more  or  less  per* 
manent  depression  may  be  left.  In  all  c^ses,  pressure  should  at  once 
be  applied  oblitpiely  to  the  head,  and  in  some  cases  the  depression 
will  thereupon  disappear.  If  it  does  not  disappear,  an  incision  should 
be  made,  with  aseptic  precautions,  down  to  the  dura  mater  near  the 
edge  of  the  bone,  and  a  probe  or  periosteum  elevator  introduced, 
between  the  dura  and  bone,  to  lever  up  the  depression-  The  openijig 
through  the  bone  should  not  be.  nmde  at  the  suture,  because  the  dura 
is  adlierent  there,  and  you  wish  to  avoid  injuring  it. 

1'ase  I. — Fmiiure  of  the  Left  Frontal  Bone  mith  Lacerdtion  of  the 
Brain  and  Ha^morrhaje, — ^The  mother's  pelvis  was  contracted,  the 
diagonal  conjugate  being  .'ij  inches,  giving  a  tnie  conjugate  of  about 
3  inches.  This  was  her  third  confinement,  the  other  two  having  been 
instrumental  ones.  The  first  child  was  still-born,  the  second  alive 
and  still  surviving.  This  time  delivery  was  effected  by  axis-traction 
forceps,  in  the  Walcher  position,  without  much  difficulty,  after  a  short 
trial  in  the  ordinary  left-side  |*osture. 

The  child,  which  weighed  (Jj  pounds,  breathed  at  once,  and  seemed 
all  right,  except  that  it  was  restless.  There  was  a  small  hfematoma 
of  the  scalp.  There  was  no  depression  of  the  skull.  About  seventeen 
hours  after  delivery  it  was  supposed  to  be  sleeping,  but  was  found  to 
be  dead. 

At  the  post-mortem  a  comminuted  fracture  of  the  left  frontal  bone 
was  foimd,  with  Ulceration  of  the  brain  and  cerebral  haemorrhage  in 
that  region.  There  was  also  some  haemorrhage  into  the  scalp.  The 
fracture  had  been  caused  by  the  pressure  of  the  promontory,  and  not 
by  the  blade  of  the  forceps. 

pASE  \l,^Fraciure  of  the  Lfft  Frontfd  Bone  with  Hcemorrhafje. — lu 
this  case  the  child  was  delivered  with  axis-traction  forceps  through  a 
pelvis  with  a  true  conjugate  of  3}  mches.  At  birth  there  were  no 
signs  of  respiration,  but  the  heart  beat  for  five  minutes. 

A  post-mortem  examination  of  the  head  made  by  Dr.  Carstairs 
Douglas  revealed  '*  a  considerable  lateral  compression,  the  right 
parietal  bone  overriding  the  left.  Dark  blue  depressed  marks  (due 
to  forceps)  were  seen  on  both  frontal  bones  and  behind  the  left  ear. 
There  was  a  large  caput  over  the  posterior  fontanelle.     On  reflecting 
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the  scalp  tlie  tissues  were  fownd  to  be  very  oedematous.  Slight 
heemorrhages  lav  over  the  frontal  bones.  A  coDipIet^  fissured  fracture 
was  found  iu  the  lower  part  of  the  left  frontal  about  J  inch  above  the 
orbital  plate,  ninning  out  horizontally  to  the  coronal  suture.  Inside 
the  skull  there  were  small  haemorrhages  opposite  the  points  of  appiieji- 
tion  of  the  forceps,  as  well  as  an  eifusion  of  dark,  venous  blood,  of 
moderate  size,  lyuig  over  the  tentorium  on  both  sides/* 

Case  IIL — Deep  Depression  of  the  Left  Frontal  Bmie  treated  hif 
Ifieisioti  afid  EUn^atwn* — The  mother  of  the  child  was  a  small,  rickety 
woman.  She  said  that  she  diJ  not  walk  until  she  was  seven  years  af 
age.  Her  legs  were  not  markedly  deformed.  The  pelvic  diameters 
were  as  follows:  Intercristal,  lOJ  inches;  interspinous,  9 J  inches; 
diagonal  conjugate,   4   inches.     The   true  conjugate   would  thus  be 

about   3 J   inches.     Her  first  child  had 
^  been    delivered    by   means  of    forceps. 

In  this,  her  second  confinement,  the 
head  had  presented  well  flexed  with 
the  occiput  towards  the  front  and  left. 
The  head  was  partly  moidded  into,  but 
had  not  pas8ed  the  brim.  I  gave  chloro- 
form, and  Dr.  Harrington,  one  of  my 
residents,  applied  Milne*Murray's  axis- 
traction  forceps.  He  had  to  use  con- 
siderable traction  force,  and,  as  tie 
liead  passed  the  promontory,  we  wew 
both  aware  of  a  thud.  The  child  soon 
cried,  and  seemed  to  suffer  no  incon- 
venience from  the  very  marked  depression  of  the  left  frontal  bone 
(see  Fig.  78).  I  applied  very  firm  pressure  to  the  head,  but  failed  to 
raise  the  depression.  As  the  patient  lived  in  a  single  room,  and  the 
surroundings  were  anything  but  sanitar}\  I  decided  to  leave  the 
child  until  the  mother  could  accompany  it  to  the  hospital. 

The  mother  made  a  normal  recovery,  and  she  and  the  child  werr 
admitted  to  the  Maternity  Hospital  on  August  23.  The  child  waa  quite 
well,  but  the  depression  in  the  bone  had  not  risen  at  all.  On  August  24, 
after  Dr.  Lindsay  had  taken  photographs  and  made  a  cast  of  half  of 
the  head,  I  reflected  about  1  inch  of  the  scalp  from  the  back  portion 
of  the  frontal  bone,  and  made  a  small  incision  thrtmgh  the  bone,  about 
J  inch  in  front  of  the  suture,  then  passed  McEwen's  periosteum  elevat<ir 
between  the  dura  mater  and  the  bone,  and  raised  the  depression.  The 
incision  was  made  away  from  the  suture,  because  the  dura  mater  i» 


Fio,  78.— Deep  Depression  of 
THE  Left  Frontal  Bone. 

CAU8KD     BY     THE     PrOMON- 
TORY,      RELIEVED      BY      Is- 

cisioK  AND  Elevation. 
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always  adherent  at  the  suture,  and  I  wished  to  avoid  cutting  the  dura. 
The  bone  was  fairly  hard,  but  I  cut  through  it  with  a  shaq>-pointed 
bistour)*.  When  I  passed  the  elevator  in  there  was  a  gush  of  1>loDd- 
fltained  serum.  I  was  surprised  at  the  amount  of  force  required  to 
raise  the  depressed  bone.  The  wound  in  the  scalp  was  closed  with 
stitches. 

The  child  stood  the  operation  well,  but  took  nearly  as  much  chloro- 
form as  an  adult.  The  scalp  wound  healed  by  first  int-ention,  and  the 
child  kept  perfectly  welL 

It  is  surprising  that  so  marked  a  depression  caused  no  inconvenience, 
but  if  it  had  been  left  the  brain  functions  would  sooner  or  later  have 
become  affected,  and  the  child  have  developed  into  an  idiot  or  an 
epileptic. 

Case  IV»— The  most  marked  depression  I  have  ever  seen  was  in  a 
case  where  there  was  no  deformity  of  the  pelvis.     The  abdomen  was 
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Fig*  79.— Depression  of  Skull. 
fi.  Front  view  ;  h,  side  view. 

exceedingly  pendulous.  Delivery  was  effected  with  high  forceps,  and 
the  head  showed  the  remarkable  appearance  depicted  in  Fig.  79> 
The  child  seemed  perfectly  well.  The  depression  had  lessened  con- 
siderably by  the  time  of  dismissal.  As  to  the  final  result,  I  cannot  say 
anything,  as  I  never  saw  the  child  again. 

Case  V, — This  child  was  delivered  by  forceps  through  a  contracted 
brim  by  Dr.  White,  outdoor  house-surgeon.  He  brought  the  child 
into  hospital,  and  under  my  supervision  operated  upon  it  when  it  was 
three  days  old.  Fig.  H()  shows  the  condition  before  ope  ration »  and 
Fig.  81  after  complete  recovery. 

I  have  also  operated  on  a  case  where  there  was  a  depression  of  both 
frontal  bones.  The  patient  made  a  good  ^ecover^^  In  none  of  these 
cases  operated  on  has  there  been  the  least  trouble  afterwards. 

Fracture  of  the  Iiong  Bones,— One  or  both  femora  may 
be  broken  in  doing  version,  or  in  delivering  an  impacted  breech  by 
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traction  in  the  groin.  If  a  blunt  hook  is  used  for  the  latter  purpose, 
a  fracture  is  likely  to  occur.  The  fracture  may  be  through  the  shaft, 
or  a  separation  of  the  epiphysis, 

TretUment, — It  is  difficult  to  put  a  long  splint  on^  as  the  natuiml 
position  of  the  child  is  to  He  with  its  legs  drawn  up  during  the  ftwt 
few  days  of  life.  If  a  long  splint  cannot  be  applied,  yon  may  apply 
extension  to  both  legs  by  means  of  small  weights  over  pulleys,  so 
arranged  above  the  child  that,  as  it  ties  on  its  back  in  its  crib,  both 


Fig.  80,— l>BpREft8ioK  or  Skull 
RMsxD  BY  Operation. 


Fig.  81*— Same  Cass  aftkb  Hsoovkbi 
FROM  Operation. 


legs  are  drawn  up  at  right  angles  to  its  body.     Union  takes  |>Uce  very 
quickly. 

Fracture    of  the   ClaTiCle    may    be    caused   when    you 
relieving  an  arm,  or  making  traction  to  deliver  an  after-coming 

TreatmefU, — Put  the  arm  up  in  the  usual  way,  fastenuig  it 
ti>  the  chest  with  strips  of  plaster. 

Fracture  of  the  Humerus.— This  is  usually  caused  in  relievii^ 
tlie  arm  Ironi  above  tin*  head.  When  the  arm  is  displaced  to  the  hadk 
of  the  head,  one  may  require  to  do  it  deliberately  to  save  the  child. 

TrealnterU^ — You  may  put  small  splints  on,  but  the  arm  should  abo 
be  finnly  bound  to  the  side  of  the  chest. 
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Injuries  to  the  Soft  Parts.— The  scalp  may  be  injured.  I 
have  knowji  it  to  be  wounded  iii  an  attempt  to  rupture  the  mem- 
branes where  they  were  already  ruptured.  If  a  cut  is  made  into 
the  scalp,  it  may  extend,  and  a  considerable  portion  be  peeled  off, 
as  the  head  is  coming  through  the  pelvis.  In  careful  hands  such  an 
accident  should  not  happen.  The  skin  should  be  replaced  and  stitched 
at  once. 

In  face  cAses  the  eyes  may  be  injured  by  rough  examination.  In 
delivering  with  high  forceps,  one  blade  usually  presses  over  or  near  the 
eye.  In  the  vast  majority  of  cases  no  injiuy  results,  but  occasionally, 
especially  with  badly-made  instruments,  the  eye  may  be  destroyed. 
I  have  known  complete  enucleation  happen.  In  a  fiat  pelvis,  how- 
ever, the  eye  may  be  injured,  not  by  the  blade  of  the  forceps,  but  by 
the  pressure  of  the  promontory  causing  a  fracture  of  the  frontal 
extending  into  the  orbital  plate.  In  many  cases,  subconjunctival 
htemorrhages  w^ll  be  seen,  even  after  normal  deliveries.  In  some 
difficult  deliveries  you  find  hemorrhage  into  the  back  of  the  orbit,  or 
into  the  eyelid,  and  occasionally  into  the  anterior  chamber  of  the  eye. 
The  haemorrhages  are  usually  absurbed  in  a  very  short  time. 

I  have  already  referred  to  the  occurrence  of  corneal  opacities  during 
difficult  deliveries.  In  the  twenty-second  volume  of  the  Tnimadiom 
of  the  Ophthaimological  Soeiefu  the  first  series  of  cases  observed  will 
be  found  recorded  by  Dr.  W.  Ernest  Thomson,  Ophthalmic  Surgeon 
to  the  Glasgow  Maternity  Hospital,  who  has  been  investigating  the 
condition.  In  addition  to  the  cases  reported,  I  have  seen  at  least 
ten  others.  There  was  usually  a  distinct  band  of  opacity  in  the 
vertical  axis  of  the  eyes,  in  addition  to  the  leas  marked  general  opncity, 
but  in  some  cases  there  were  several  bands  in  a  barrel-stave  arrange- 
ment, and  in  one  case  horiaiontal  bands  (Figs.  82  and  8.3).  In  most 
of  the  cases  the  opacity  cleared  up,  but  there  was  usually  a  linear 
scar  left  in  the  vertical  axis.  In  one  of  the  first  cases  a  very  dense 
opacity  of  the  whole  cornea  remained  so  long  as  the  child  was  under 
obaer^^ation,  and  it  seemed  as  if  it  would  be  ^jermanent.  The  cause 
of  the  opacity  was  evidently  the  pressure  to  which  the  eye  was  sub- 
jected during  delivery,  but  how  the  pressure  acted  was  not  very  clear. 
The  following  case,  which  occurred  quite  recently,  has  tbrowTi  some 
light  upon  the  subject,  and  has  furnished  us  with  the  probable  explana- 
tion ; 

A.  M.,  1-para,  aged  nineteen,  full  time  ;  delivered  by  axis- traction 
forceps  in  the  Walcher  position.  The  patient's  pelvis  was  a  typieally 
flat   one,  with  the  following  measurements  :   Interspinous  diameter, 
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t)J  inches ;  intercristal,  9|  inches ;  diagonal  cotijugat-e,  4  inchea  ;  tj 
conjugate  (by  direct  measurement),  3i  inches.  Delivery  was  effected 
in  the  Walcher  position.  The  child,  a  female,  weighed  7 J  pounds^ 
Its  heart  beat  for  a  considerable  time  after  birth*  but  vt  coidd  not  be 
resuscitated.  A  very  marked  opacity  was  noticed  in  the  right  eye. 
Both  eyes  were  removed,  and  Drs.  W.  Ernest  Thomson  and  Leslie 
Buchanan  examined  them  nncroscopically.  They  found  that  the 
posterior  elastic  lamina  of  the  cornea  was  ruptured  in  several  placea, 
and  that  there  was  a  certain  amoimt  of  laceration  of  the  posterior 
layers  of  the  corneal  tissue  proper.  A  full  report  of  the  condition 
has  been  published  by  Drs.  Thomson  and  Buchanan  in  the  twenty- 
third  volume  of  the  Tran^aclimis  of  (he  Ophthafmological  Society.  The 
opacity  seemed  to  be  due  to  the  aqueous,  acting  upon  the  corneal, 
tissue,  and  the  pennanent  bands  to  the  formation  of  scar  tissue  at 
the  seat  of  the  rupture  of  the  elastic  lamina  and  corneal  layers.     The 
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fractures  in  the  posterior  elastic  lamina  are  usually  vertical  in  direc* 
tion,  and  hence  the  frerpieDcy  of  vertical  bands  of  dense  opacity. 

Freesure  upon  Nerves,— The  facial  nerve  is  very  frequently 
pressed  upun  by  the  blade  of  the  forceps,  at  its  point  of  exit  from  the 
skulK  and  as  a  result  one-sided  facial  paralysis  is  very  common.  A» 
a  rule,  improvement  begins  within  a  few  hours,  and  in  a  day  at  to 
the  child's  face  will  he  quite  straight.  I  have  occasionally  seen  the 
paralysis  persist  for  a  week  or  two.  In  such  cases  there  had  probably 
been  some  haemorrhage  into  the  nerve  sheath  or  round  it  in  the  fora* 
men. 

Pressure  upon  the  brachial  plexus  sometimes  occurs  in  injury  or 
dislocation  of  the  head  of  the  humerus.  The  plexus  itself  may  be 
injured,  without  any  apparent  injury  to  the  joint.  The  paraivsis 
gradually  passes  o0,  but  a  certain  amount  of  j>emianeut  damage 
remain. 
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Haemorrhafe  into  the  Brain  or  its  Membranas.— 

In  fracture  of  the  i^ktill  this  is  apt  to  oceur,  bat  you  may  have  heemor- 
rhages  without  fracture,  especially  in  ditticult  head-last  taboora. 
These,  if  they  are  at  all  serious,  may  cause  the  death  of  the  child 
during  delivery,  or  veiy  shortly  afterwards*  They  may  cause  con- 
vulsious,  and  if  the  child  survives  these,  it  may  grow  up  more  or  lesa 
of  an  imbecile. 

Case  of  Cerebral  Hwmorrhage  without.  Fracture  of  Ike  Skuli  ;  Large 
FuU'time  Child  ;  Forceps  Deliver ij  ;  Child  Detul  Born. — Post-mortem 
exanunation  by  Dr*  Carstairs  Douglas  : 

''  The  head  exhibited  no  evidence  of  fracture  or  depression  of  bones, 
but  the  latter  were  extremely  mobile.  A  large  caput  lay  over  the 
posterior  part  of  the  head,  chiedy  to  the  right.      On  redecting  the 


Fia.  84. — Ckphalh,«matoma. 

ecftlp  several  large  haemorrhages  were  found,  chiefly  above  the  peri* 
cranium,  and  lying  over  the  bones  below  the  caput.  Under  the  peri- 
cranium posteriorly  a  smaller  anioimt  of  dark  blood  was  seen.  On 
retiecting  the  parietals  tlie  pia  was  seen  to  be  distinctly  engorged* 
Small  hicmorrhages  were  found  over  the  right  frontal  lobe  and  lying 
upon  the  plate  of  the  ethmoid.  There  were  snmll  effusions  in  the 
left  middle  fossa  of  the  skull,  «nd  also  on  the  tentorium,  chiefly  to 
the  left  side.  Larger  haemorrhages  were  found  in  both  posterior 
fossae.'* 

Cephalhsematoma. — This?  is  a  swelling  on  the  part  of  the  head 
which  presented,  and  is  caused  by  haemorrhage  beneath  the  peri- 
osteum. It  may  be  apparent  at  birth,  but  it  usually  forms  shortly 
afterwards.     There  is  usually  only  one  swelling,  but  there  may  be 
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two.  It  niay  be  on  eitlier  parietal  bone  or  on  both,  or  in  some 
on  the  occipital  bone.  It  may  be  nearly  as  large  as  a  closed  fist,  and 
it  feels  fairly  aoft.  Palpation  will  reveal  that  it  is  confined  to  one 
bone,  and  does  not  extend  beyond  the  edges  of  that  bone.  It  never 
extenda  beyond  the  sutures,  because  the  periosteum  ia  firaily  adherent 
at  the  edges  of  the  bone.  If  there  are  two  tumours  they  will  be  on 
separate  liones,  and  quite  distinct  from  each  other.  It  is  easily  dis- 
tinguished from  a  caput  succedaneum,  as  the  latter  is  in  the  scalp. 
not  lieneath  it,  and  is  not  bounded  by  the  sutures. 

The  eflFused  blood  wM  gradually  be  absorbetl,  but  it  will  be  six  or 
eight  weeks  before  the  swelling  has  disappeared.  If  there  has  been 
an  injury  to  the  scalp  during  dehven^  the  clot  may  suppurate. 

Tretitineht. — Elastic  pres.su re  may  hasten  absorjition.  but  as  a  rule 
no  treatment  ia  required,  unless  suppuration  occurs,  when  a  free 
incision  should  be  made. 

The  child  frum  which  the  photograph  of  Fig.  84  w^as  taken  pre- 
sented in  tbe  third  position,  R.O.P,,  and  was  delivered  by  forceps. 
Anterior  rotation  occurred  during  the  deliver}*,  and  the  furceps  had 
to  be  reap] died. 

Haemorrhage  may  occur  into  other  organs,  such  as  the  liver^  especially 
in  cases  where  artificial  respiration  by  Schultze's  method  has  be 
tried.  The  liver  is.  of  course,  a  ver}-  heavy  oj^an  compared  to  tl 
rest  of  the  body,  and  a  considerable  strain  must  be  put  upon  its  sus- 
j»ensorv  ligament  in  the  perfo nuance  of  this  method  of  n 
respiration.  In  such  cases,  I  have  mure  than  once  found  con>i 
haemorrhage  beneath  the  suspenaori'  ligament  of  the  liver. 

I^aceraticjn  of  the  groin  may  be  caused  in  delivering  an  impacted' 
breerh,  if  a  hook  is  used. 

The  genital  organs  of  the  child  may  be  injured,  in  rough  examin&*| 
tions,  in  a  breech  cape.     The  anus  has  more  than  once  been  mistakeii 
for  the  08  uteri,  and  attempts  made  to  dilate  it.     In  a  female 
the  perineum  has  been  completely  torn  and  a  cloaca  formed  in  thi» 
way.     Such  an  accident  should,  of  r*ourse.  never  happen. 


CHAPTER  XLIII 

rBNORMALlTlES  AMD  DISEASES  OF  THE  NEW-BOBN  CHILD 

Intra-uterine  Amputations  from  Ammotic  Barnes— Defcetive  Development  of 
Bones — Want  of  Development  of  Limbs — Club  Feet — ^Imperforate  Anus — 
Hypospadias:  Case— Difficulty  of  Micturition  — Shortness  of  tbe  FrEemim 
Linguii* — .Taundiee — Thrush— Discharge  of  Bloori  from  the  Vagina— En- 
gorgeinent  of  the  Breasts  —  Ophthalmia  Neoiiatoruui  —  Erythema  and 
Intertrigo  —  Syphilitic  Eruptions  —  Pemphigus  Neonatorum  :  Cases  — 
Hitmorrhage  from  the  Cord — Tetanus  Neonatorum- Septic  Infection — 
Non-clostire  of  the  Foramen  Ovale— Spioa-bihda— Sudden  Death  of  the 
Child — Convulsions, 


Intra-uterlne  Amputatlous.— I  have  seen  several  instances  of 
this  interesting  condition.  The  following  case  was  very  carefully 
exaniined  by  Dr.  John  Lindsay,  to  whom  I  am  indebted  for  the 
report  and  excellent  drawings.  The  fcetus  was  expelled  at  the  sixth 
nifnith  in  the  complete  sac.  I  found  the  specimen  in  the  niu^eiim, 
but  there  \va8  no  record  of  it.  Before  destroying  it  I  fortunately 
opened  tlie  membranes,  and  needless  to  say,  all  thoughts  of  destroying 
it  were  at  once  given  up,  There  was  still  some  liquor  amnii  in  the 
sac,  but  not  very  much. 

From  Dr.  Lindsay's  report  it  is  quite  evident  the  amputations  and 
deformities  were  caused  by  amniotic  bands. 

**  Fuj.  iS'j. — The  right  upper  limb  and  hand  are  normal  with  the 
exception  of  the  four  digits.  These  are  represented  by  four  very  short 
conical  processes,  each  with  the  impression  of  a  nail  at  the  free  ex- 
tremity.  A  lateral  process  from  the  ring  finger  overlaps  the  base  of 
the  middle  finger  on  the  dorsal  aspect.  A  strand  of  membranous 
tissue,  a  very  small  fragment,  lay  along  the  web  of  the  fingers  in  the 
palmar  flexure,  and  was  attached  to  the  root  of  the  middle  one.  This 
could  not  be  merely  a  flake  of  desquamated  epithelium  ;  it  was  too 
tough  and  tor^  firmly  attached  for  that.  Besides,  there  is  no  evidence 
of  peeling  elsewhere.  It  did  not  appear  to  encircle  or  constrict  any 
of  the  digits,  but  if  it  had  another  point  of  attachment,  as  probably 
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pedunculated  body  is  encircled  by  a  I'onstricting  band  having  a  short 
free  end.  Two  very  fine  but  strong  bands  nm  from  the  midst  of  the 
sniall  tubercles  to  be  attached  to  the  side  of  the  thumb. 

*'  Fig,  HI. — The  left  lower  limb  temiinates  abruptly  at  the  ] unction 
of  the  middle  and  low^er  thirds  of  the  leg.     Here  about  i  inch  of  bone 
— only  one  bone — protrudes  from  the  rounded  stump,  and  internal 
to  this  there  is  a  peduncu- 
lated fleshy  nodule  as  large 
as   a   pea.     No    band  was 
found  here. 

''Fig.  88.— The  right  lower 
bmb  is  normal  to  the  toes. 
The  bttle  toe  is  perfect, 
with  a  distinct  nail  The 
toe  adjacent  to  it  ends  in  a 
small  rounded  nodule,  and 
shows  a  mark  which  appears 
to  be  a  rudiment  a  ly  nail. 
Tw*o  quadrilateral  masses 
represent  the  remaining 
three  toes*  Springing  from 
the  cleft  between  these  two 
masses,  and  iimily  attached 
there,  is  a  slender  band 
which  widens  out  at  its  free 
extremity.  It  is  about  1 
inch  in  length.'' 

Want  of  Bevalop. 
ment  of  Bones.— The 
case  from  which  this  slcia- 
gram  (Fig.  89)  was  taken 
was  that  of  a  female  child 
a  month  okL  The  hand  was 
set  at  an  acute  angle  to  the 

forearm,  and  the  thumb  was  absent.  The  skiagram  shows  that  the 
radius  is  absent,  as  weU  as  the  bones  of  the  thumb.  The  child  had 
also  a  deformity  of  the  left  ear,  the  pinna  of  which  was  smaller  than 
that  of  the  right,  and  was  bent  down  over  the  external  meatus.  There 
was  also  a  small  meningocele  in  the  occipital  region.  The  child,  a  first 
one,  was  small  but  healthy,  barring  its  defonnities. 

I  have  seen  another  case  in  which  the  hand  was  set  nearly  at  right 
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angles  to  the  foreami.  In  that  case  the  foetus  was  niacemted,  aad 
had  been  retained  in  idero  a  month  beyond  the  expected  time  of  con- 
finement. 

In  such  cases,  if  one  had  to  do  podalie  version,  and  happened  to 
catch  the  deformed  hand,  it  would  be  almost  impossible  to  tell  it  from 
a  foot. 
Defective  Development  of  the  liimbs,— The   following 

nioHt  interesting  case  first  came  under 
my  notice  when  it  was  shown  at  the 
nhstetrical  Society  by  Dr.  Genmiill  Thom- 
-i>n.  When  the  child  was  nearly  six 
months  olil  it  died  in  convulsions,  and 
Dr.  Thontaon  kindly  sent  n:e  the  body. 

My  friend  Dr.  John  Lindsay  undertook 
(lie  dissection,  and  the  following  is  his 
adiiiirahle  report,  for  which  I  am  deeply 
indebted  : 

''  The  subject  of  this  report  was  shown! 
alive  at  the  meeting  of  the  Ghisgow ' 
Obstetrical  Society  of  February  23,  1898, 
The  case  wciirred  in  the  practice  of 
Dr.  Gem  mill  Thomson,  of  Ayr,  and  when 
the  chilli  died  in  June  of  last  year  be  sent 
the  body  to  Dr.  Jardine,  who  had  it 
photogmphed,  and  handed  to  me  for  dis- 
section. I  now  show  the  photograph  and 
a  cast,  with  drawings  of  the  dissect  ions, 
and  the  skeletons  of  the  upper  and  lower 
limbs. 

'"  Dr.  Gem  mi  11    Thomson    supplies   the 

following  particulars  of  the  pregnancy  and 

labour  :  The  subject^  a  male,  was  the  tbifd 

child  of   the   mother,   the  two  pi'     : 

cliildren  being  well  developed  and  i 

He  was  bom  on  December  31.  1897»  aod 

died    of  convulsions   on   June    19,    18S>8. 

The  mother  atates  that  she  felt    no  fretal    movements  during  the 

pregnancy.      The  labour,  m^hich  was  beheved   to  have  occurred  at 

eight  and  a  half  monthH,  although  the  infant  looked   to  be  of  full 

time,  was  easy  and  natural,  the  placenta  being  expelled  with  the  child. 

BTHtemol  Appearance  (Fig.  90).— The  body,  from  the  pelvis  upwards. 
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was  like  that  of  a  strong  and  healthy  infant,  of  six  or  seven 
months,  which  had  been  subjected  to  amputation  of  both  anna  at 
the  shoulder- joint*  The  stump  on  the  left  side  was  shghtly  more 
prominent  than  that  of  the  right,  owing,  as  it  aftenvards  appeared, 
to  the  greater  length  of  the  rudimentary  humerus  ou  this  side*  On 
the  extremity  of  each  there  was  a  shallow  linear  dimple.  The 
lower  Umbs  were  very  short,  the  shortening  occurring  almost  entirely 
in  the  region  of  the  thigh,  this  being  represented  merely  by  a  fleshy 
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Fjo.  91,— Right  Shoulpeb:  Front»  Superpicial  (Lindsay). 

a.  Double  omohyoid  ;  b,  line  of  union  of  deltoid,  pectorolis  major  and 
ktisaimuB  dorsi* 


fold  between  the  knee  and  the  inguinal  line.  The  feet  had  each  only 
three  toes,  but  othen^use  w^ere  well  formed,  and  in  proper  relation  to 
the  leg  at  the  ankle. 

"  Iniemal  Orgmi8.—T}i^  brain  was  carefully  dissected  throughout, 
the  pituitar}'  and  pineal  bodies  specially  noted,  but  neither  in  the 
surface  markings  nor  in  the  deeper  parts  could  any  deviation  from 
the  normal  be  detected.  The  spinal  cord  was  not  examined.  All 
the  other  organs  were  healthy  and  well  formed,  but  there  was  intus- 
susception of  the  ileum  at  two  places,  the  intussusception  being  easily 
reduced,  and  without  sign  of  inflammation. 
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"  Skeleiofi. — The  cranium  and  trunk  were  iiormaL  So  also  were 
the  clavieles  and  scapulae,  except  that  on  the  right  side  the  relations 
of  the  articular  surfaces  of  the  scapula  and  humerus  were  reversed, 
the  glenoid  facet  being  convex,  the  head  of  the  humems  concave. 
The  humerus  on  this  side  was  hardly  over  an  inch  in  length,  and  was 
recurv^ed  as  sho\vTi  in  Fig.  1U>  The  left  humerus  was  IJ  inches  long, 
nearly  straight,  and  tapering  to  a  blunt  point ;  the  joint  normal, 

'*  The  pelvis  was  well  formed  in  all  respects  save  tliat  the  aceta< 


Fm.  9*1— Right  Shocldbb:  Back,  Scprrficial  (Likdsay), 

a,  Slipe  from  infraBpinatus  to  deltokl ;    h^  slip  from  deltoid  to  teres  ininor; 
Cj  some  fibres  from  the  latissiurus  disappearing  io  the  subcutaneous  fut. 


bulum  was  entirely  absent  on  both  sides.     To  the  point  on  the 
innorainatnm,   where  the  articular  cavity  should  have  been,   there 
was  attached  a  thick,  twisted  strand  of  fibrous  tissue  about  1 J  inche 
long,  ending  in  a  cartilaginous  noduie  that  was  obviously  the  lower^ 
epiphysis  of  the  fenmr  (Fig.  9G).     On  the  outer  side,  and  near  the 
upjier  end  of  the  san.e  band,  there  was  another  and  smaller  nodul 
of  cartilage,  the  great  trochanter.     The  femur  thus  consisted  of  the' 
trochanter  and  lower  epiphysis,  the  fibrous  band  representing  the 
head  and  shaft.     The  tibia  was  strongly  curved  forwards,   but  not 
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otherwise  malformed.  The  fibula  was  altogether  absent^  but,  never- 
theless, the  interosseous  membrane  was  well  developed,  and  had  a 
thickened  cord- like  edge  where  the  fibula  should  have  been.  The 
tarsus  consisted  of  (a)  a  large  cartilaginous  piece,  incuinpletely  divided 
into  two,  80  that  it  was  probably  formed  by  the  coalescence  of  the 
astragalus  and  os  calcis  :  (h)  two  small  cube -shaped  cartilages  in  line 
with  the  first  metatarsal  Uone,  which  was  excavated  on  the  imier  side 
to  receive  one  of  them.  If  the  position  of  these  may  be  taken  as  a 
guide,  they  were  the  navicular  and  internal  cuneiform.  The  other 
tarsal  elements  were  awanting.  The  three  metatarsals  present,  and 
the  phalanges  in  series  with  them,  were  not  in  any  way  abnormal 
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FiG.  9S, — RioHT  Shoulder  :  Fhont,  Deep  (Lindsav). 

^r,  Supernumerary  pectoralis  minor;  6,  pectoralifl  minor;  r,  long  bead  of  the 
biceps ;  d^  short  heud  of  the  biceps  and  the  coraco-brachialis. 

"  Muscular  System. — The  most  notable  point  here  was  the  occur- 
rence of  nmny  anomalies  quite  unconnected  with  the  defective  parts. 
Thus,  the  omohyoid  on  the  right  side  was  double  (Fig,  91),  On  the 
left  the  ste mo- mastoid  and  cleido- mastoid  were  separate  and  distinct 
from  origin  to  insertion,  there  was  a  Bupemumerar)'  j>ectoraUs  minor 
on  the  right  (Fig.  93),  and  the  psoas  par\'U9,  though  present  on  the 
one  side,  was  entirely  absent  on  the  other.  These,  and  others  to  be 
afterwards  mentioned,  are  variations  which  are  found  in  subjects 
otherwise  conforming  to  the  t\^>e.  It  is  the  number  of  them  occurring 
in  this  one  hotly  that  is  of  interest  and  importance. 

"  The  following  description  of  the  anatomy  of  the  hmbs  applies  to 
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both  sides.     Where  there  was  difierence  between  them,  the  dilTerenc^ 
is  speeially  referred  to  : 

"  Upper  Limbs.— The  subcutaneous  fat  over  the  extremity  of  the 
stumps  was  increased  in  depth,  and  contained  much  fibrous  coimec- 
tive  tissue.  The  lymphatic  glands  were  of  the  usual  size,  and  were 
supplied,  as  is  also  usual,  by  the  alar  thoracic  branch  of  the  axillan* 
ftitery.  The  trapezius,  rhomboids,  and  all  the  other  muscles  between 
the  trunk  and  shouMer-girdle,  were  normal  The  great  superficial 
muscles  of  the  arm,  the  latissimus  dorai,  deltoid,  and  pectoraUs  major, 
were  also  normal  from  their  origin  to  very  near  their  insertion  ;  but 
before  «juite  reaching  that  point  the  fibres  of  each  became  inextric- 
ably niingk'd  in  a  common  sheet  covering  the  end  of  the  stump  (Fig.  111). 
This  common  mass  was  bound  to  the  humerus  by  strands  of  fibrous 


Fig.  94.— Skeleton  of  Shoulder  Girdle  and  Hombeus  on  twm 
EioHT  Side  (Lindsay). 


tissue,  one  of  which  joined  the  tendon  of  the  teres  major,  and  so  must 
be  regarded  as  the  tendon  of  the  latissimus  dorsi,  whilst  two  otheni 
could  be  similarly  indent ified  as  the  tendons  of  the  deltoid  and  pectoralia 
major,  t>n  the  left  side,  where  the  bone  had  been  cut  short  at  a  some- 
what lower  i»oint,  there  was  leas  mingling  of  the  muscles,  antl  tbeir 
insertions  were  consequently  more  distinct.  The  scapulo-humeml 
muiiclefi  were  quite  normal  on  the  left  side,  but  on  the  right  they 
presented  these  curious  modifications.  From  the  surface  of 
infraspinatus  two  thin,  but  quite  distinct,  fleshy  fascimU  pa 
to  the  postero-extemal  surface  of  tlie  deltoid,  the  upper  one  reaching 
as  far  as  the  acromion  (Fig.  ^•2),  and  the  posterior  fibres  of  the  deltoid 
itself  separated  from  the  rest  of  the  muscle,  and,  curving  backwaitla* 
joined  the  teres  minor,  being  attached  also  to  the  axillary  border  of 
the  scapula  by  aponeurosis*     The  small  pectorals  on  both  sides 


DISEASES  OF  THE  NEW-BORN  CHILD 


545 


iiornml.     On  the  right  side  there  was,  in  addition,  the  supernumerary 
shown  in  Fig.  U3, 

The  deep  muscles  of  the  arm  were  represented  by  two  fmudles 
of  fleshy  fibres,  largely  mixed  with  connective  tissue  (Fig,  93)*  One 
of  these,  easily  divisible  into  an  anterior  and  a  posterior  faseieuluH, 
was  attached  to  the  eoracoid  process^  and  doubtless  stood  for  the 
coraco-brachialis  and  short  head  of  the  biceps.  The  other,  attached 
at  its  upper  end  to  the  acromion,  the  capsular  hgament,  and  upper 


i-l 


Fftf.  9ij."-RiuHT  Thigh:  Front  ILindsay), 

d,  a-t  Cut  ends  of  aartoriaa ;  6,  tensor  vagintp  femoris  ;  l%  rectas  femoris ; 
d,  vastus  extemus ;  r,  vastus  iuternus ;  /,  peetincus ;  (jt  fj%  cut  eivh  of 
gracilis;    h,  adductor  ma^us;    k,  seoiiiueiubraDosus ;    I,  semitenclinosus. 

border  of  the  glenoid  facet,  was  apparently  the  long  head  of  the  biceps. 
Both  bundles  passed  into  the  common  mass  of  fleshy  and  fibrous 
tissue,  covering  the  end  of  the  humerus.  On  the  left  side  there  was 
also  a  slight  trace  of  the  triceps. 

'*  The  sixiUanj  Artertj. — On  the  left  side  the  artery,  after  giving 
ofi  the  superior  thoracic  and  the  acromio-thfjraeic,  divided  into  two 
trunks,  an  inner  and  an  outer,  the  latter  being  the  smaller  of  the 
two.     The  inner  tmnk  gave  off  the  long  thoracic,  and  terminated 

35 


Fi(i.  9B,— Skkleton  or  Leit  Leg  ILindsatu 

a.  Great  tro«b&nter ;  b,  lower  epiph y^ia  of  the  femur  ;  r.  fibrous  cord  i  (t,  tbicksii^A 
border  of  interosaeotis  membrane  ;  f^  combined  astrttgalus  and  o«  calcic 
/.  nnvieular  (?) ;  (ft  internal  cuneiform  r?)* 


one  nf  which  followed  the  course  of  the  pni^terior  circumflex,  add  th- 
other,  proliably  the  brachial,  ran  to  tlie  extremity  of  the  stum}^ 
The  axillary  of  the  right  side  was  similarly  disposed,  but  the  tw 
terminal  branches,  the  posterior  circumflex  and  thu  subscapular,  wer* 
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about  equal  in  size,  and  nothing  corresponding  to  the  brachial  could 
be  found. 

'*  The  hrfirhui^  plexm,  as  far  outwards  as  the  second  three  cords, 
was  formed  accDrding  to  the  plan  given  in  Quain  as  that  of  most 
frequent  occurrence.  The  outer  cord  ended  as  the  musculo-eutaneous 
in  the  muscular  bundle  attached  to  the  coracoid  process.  The  middle 
cord,  after  gi%'ing  off  the  subscapular  and  circumflex  nerves,  ended 
in  the  extremity  of  the  stump  by  splitting  into  small  twigs.  These 
terminal  branches  would  therefore  represent  the  musculo-spiral  nerve. 
The  inner  cord  spht  into  three,  one  of  these  ending  superficially  on 
the  stump.  The  destination  of  the  two  upper  branches,  which  were 
very  small  and  delicate,  could  not  be  determined.  The  three  together 
would  represent  either  the  internal  anterior  thoracic  with  the  lesser 
and  greater  internal  cutaneous  nerves,  or  one  of  these  was  absent  or 
lost,  and  the  nerve  ended  as  the  ulnar.  In  any  case,  the  outer  and 
inner  cords  did  not  divide  and  again  unite  to  form  a  median  nerve. 
That  important  nerve,  the  main  supply  of  the  forearm  and  hand* 
was  entirely  absent  and  no  doubt  there  was  a  causal  connection 
between  its  absence  and  the  absence  of  the  distal  part  of  the  limb,  but 
which  was  antecedent  and  which  CrOnsequent  must  remain  in  question, 

"  Lower  Limb, — Al!  the  muf^cles  of  the  thigh  were  much  degenerated, 
and  it  was  difficult  to  dissect  them  out  of  the  mass  of  fat  and  connec- 
tive tissue.  They  were  modified  in  form  chiefly  in  the  direction  of 
great  shortening :  but  the  os  innominatum  being  well  developed, 
except  for  the  absence  of  the  acetabulum,  their  pelvic  origins  were 
hardly  at  all  affected.  The  tibia  also  being  normal,  the  sartorius, 
gracilis,  semitendinosiLs,  and  semimembranosus  had  their  usual  inser- 
tions, that  of  the  last  named,  however,  being  thick  and  fleshy  instead 
of  tendinous.  The  biceps  has  ordinarily  an  attachment  to  the  fascia 
of  the  leg.  Here,  in  the  absence  of  the  fibula,  that  was  its  only 
insertion.  The  adductor  muscles  differed  from  the  type,  but  still 
mainly  in  the  direction  of  recognised  variations.  Thus  the  origin  of 
the  adductor  longus  extended  from  the  body  of  the  pubis  along  the 
ramus  and  tui>er  ischii,  and  the  adductor  magnus  was  in  two  parts. 
Both  muscles  with  the  pectineus  and  the  adductor  brevis  were  inserted 
into  the  inner  side  of  the  lower  epiphysis.  The  quadriceps  was  a 
somewhat  globular  mass,  easily  separable  into  the  usual  component 
parts,  the  rectus  arising  from  the  ilium,  the  vastus  externus  from 
the  trochanter,  and  the  vastus  internus  from  the  h>wer  epiphysis. 
The  crureus  was  also  distinguishable.  The  small  common  tendon  was 
inserted  into  the  head  of  the  tibia  without  the  inter\^ention  of  a  patella. 

35—2 
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The  tensor  vagina^  united  with  the  gluteus  maximus,  and  this 
inserted  partly  into  the  investing  fascia  and  partly  into  the  fibrous 
Imnd  uniting  the  upper  to  the  lower  cartilaginous  nodule,  The  latter, 
the  fenioral  attachment,  waa  blejided  with  the  tendons  of  the  ilio- 
psoas, quadratus,  and  obturator  extemus.  The  deeper  glutei,  the 
obturator  internus,  and  the  pyriformis,  were  attached  to  the  upper 
cartilaginous  nodule.  It  will  thus  be  seen  that  this  nodule  repre- 
sented the  great  trochanter,  and  the  great  trochanter  only*  The 
superior  gemellus  waa  ab&ent,  another  common  variation. 

''  Leg  and  Foot. —The  extensor  longus  digitorum  ended  in  three 
tendons,  one  of  them  going  to  the  great  toe  after  being  joined  bjr  m 
aHy  from  the  special  extensor  of  that  digit.  In  the  left  leg  tlie  muscle 
was  divided  into  two  parts  from  its  origin  downward8.  the  tendon 
of  the  inner  portion  uniting  with  that  of  the  extensor  propriua  hallucis. 
The  extensor  brevis  also  sent  a  slip  to  the  great  toe  as  well  as  one  lo 
each  of  the  other  two  digits.  Of  tiie  peronei  muscles,  only  one  of 
the  three  was  present  on  each  side ;  on  the  right  it  was  the  peiuneois 
tertius,  on  the  left  the  peroneus  longus,  which  was  present.  The 
tibiahs  posticus,  springing  from  the  tibia  only,  was  embedded  in  the 
fleshy  portion  of  the  common  long  liexor.  The  latter  muscle  sent  m 
tendon  to  the  great  toe,  but  the  short  Hexor  did  not,  and  the  proper 
long  flexor  of  that  digit  was  entirely  absent.  The  plantaris  was  of 
considerable  size  in  the  left  leg»  but  was  not  found  at  all  in  the  right. 
The  transversus  pedis  was  not  found,  but  the  small  muscles  of  the* 
great  and  little  toes  were  well  developed.  There  were  two  hunbricaleft, 
normally  disjjosed,  two  dorsal  interossei  attached  one  to  each  side  of 
the  middle  toe,  arul  one  plantar  interosseus  attached  to  the  inner  side 
of  the  little  ti>e.  The  arrangen:ent  of  these  muscles  would  imUcmte 
that  the  middle  toe  was  the  tnie  second  digit,  and  that  the  absentees 
were  the  tlxird  and  the  fourth, 

"In  addition  to  the  regular  muscles  of  the  part,  which,  so  far  as 
they  have  not  been  specially  mentioned,  were  normal,  there  was  alao 
present  in  the  left  leg  a  small  anomalous  muscle,  probably  the  tibio* 
fascialis  anticus.  springing  from  the  lower  front  of  the  tibia  and  inter* 
osseus  niemlirane,  aofl  ending  in  a  thread-like  tendon  on  the  outer 
front  of  the  astragalus.  There  was  also  a  strand  of  muscular  aiwi 
fibrons  tissue  running  from  the  angle  of  union  between  the  heads  o( 
the  gastrocnemius  to  be  attached  to  the  tuber  ischii.  What  the 
significance  of  this  may  be  I  cannot  guess,  but  I  have  found  a  similar 
structure  in  a  c^lf  with  duplicity  of  one  hind-leg,* 

*  The  Vfimnarianf  Heptember,  189», 
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'"Of  the  blood-supply  of  the  lower  limb  there  is  only  this  to  be  said  : 
that  the  main  stream  of  the  femoral  artery  went  by  way  of  the  pro- 
fimda  femoria  to  the  back  of  the  thigh.  The  sciatic  artery  was 
quite  as  large  as  the  profunda,  and  the  two  united  to  form  the  pop- 
liteal 

*'  There  was  nothing  unnaual  about  the  lumbo-sacral  plexus  or 
about  the  nerves  of  the  limb,  except  that  the  great  sciatic  divided, 
while  still  within  the  pelvis,  into  the  external  and  the  internal  popliteal 
iier\^es. 

''  Etwlogij.—jy^Uztwe,  development  of  the  limbs  may  be  due  either 
to  a  cause  external  to  the  fcetua,  or  to  something  within  the  organism 
arresting  the  action  of  the  fonnative  forces,  or  diverting  them  from 
their  usual  course.  Pressure  is  the  only  conceivable  external  agency 
by  which  such  a  condition  as  we  have  here  could  be  produced.  This 
pressure  might  be  brought  about  by  means  of  amniotic  bands,  or 
through  the  resistance  of  foetal  membranes  too  closely  applied  to  the 
growing  embryo.  The  constriction  of  anuiiotic  bands  producing 
intra-uterine  amputation  would  quite  account  (or  the  absence  of  the 
arms.  The  dimples  seen  on  the  ends  of  the  stumps  might  well  be 
the  cicatrices  of  amputation,  nearly  obliterated  by  the  subsequent 
growth  uf  the  remaining  parts.  But  there  is  nothing  like  amputation 
in  the  lower  limbs.  Still,  the  case  which  Dr.  Jardine  (Figs.  85  to  S8, 
p.  538)  showed  last  session  proved  that  very  slight  inflammatory' 
bands  adhering  to  the  growing  limb-buds  are  capable  of  causing  great 
distortion  and  even  coalescence  of  parts.  That  case,  however,  in 
common  with  others  referable  to  the  same  cause,  showed  what  i« 
not  seen  in  the  case  of  this  child — namely,  such  irregularity  in  the 
deformities  as  might  be  expected  from  the  action  of  chance  adhesions. 

^'^  The  effect  of  want  of  room  in  the  anmion  would  be  similar  to  that 
of  pressure  by  bands  \  but  to  admit  the  probable  truth  of  this  theory' 
it  is  necessary  to  agree  to  the  reasonableness  of  the  assumption  on 
which  it  rests,  that  there  is  extreme  deficiency  of  the  amniotic  fluid 
at  the  time  when  it  is  usually  at  its  greatest  amount  relative  to  the 
size  of  the  embiy^o.  Such  a  condition  has  not  been  observed,  and. 
a  priori,  its  occurrence  is  exceedingly  problematical. 

'*  The  defective  development  of  the  hmbs,  however,  is  not  all  that 
is  to  be  accounted  for  here.  There  are  the  numerous  muscular  varia- 
tions, the  high  division  of  the  sciatic  nerve,  the  unusual  but  not  un- 
precedented course  pursued  by  the  blood-supply  of  the  legs ;  above 
all.  there  is  the  strongly  symmetrical  character  of  the  defects.  It 
seems  to  me  that  these  can  only  be  satisfactorily  explained  by  supposing 
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aom©  cauBe  within  the  embiyo  itself.  It  would  appear  that  this 
embryo  was  profoundly  disposed  to  vary,  and  that  the  disposition 
to  var\^  went  beyond  liounds.  This  is  not  much  as  an  explaxmtic«i : 
it  leaves  nndiscovered  the  agent  that  started  the  development  on 
wrong  lines,  but  it  is  aomethiiig  in  the  search  fur  causes  to  fix  the 
limits  within  which  they  may  be  found." 

Club  Feet. — When  a  ease  of  this  occurs,  the  nurse  should  be 
instructed  to  straighten  the  feet  and  massage  the  faulty  muBcIes 
several  times  daily.  With  perseverance  and  care  even  the  worst  cases 
can  he  improved  very  nmch.  The  feet  are  too  small  for  the  use  of 
sphnts,  excepting  in  talipes  calcaneus,  1  have  completely  cured  a  case 
of  that  kind  in  a  few  weeks  by  massage  and  the  use  of  small 
splints  with  foot-pieces. 

Imperforate  Anus.— H  a  child's  bowels  have  not  moved  within 
a  few  hours  of  its  birth,  a  careful  examination  of  the  rectum  should  be 
made.  Mere  inspection  will  not  do,  as  the  anus  may  be  all  right  and 
yet  the  bowel  be  completely  obstructed  about  half  an  inch  up.  Paas 
the  little  finger  in,  to  feel  if  there  is  any  obstruction.  If  there  is  no 
obstruction,  a  small  dose  of  castor  oil  may  be  given,  but  oil  should  never 
be  adminislered  unless  you  have  made  sure  there  is  no  obstruction, 

Treahneni.— An  imj)erforate  anui5  .should  be  operated  on  at  once* 
An  incision  should  be  made  in  the  position  of  the  anus,  and  a  can^fid 
dissection  carried  up,  until  the  blind  end  of  the  rectum  is  reached. 
This  should  be  ojiened  into.  There  is  always  a  great  tendency  for  the 
opening  to  contract,  and  it  will  have  to  be  dilated  daily  with  a  botigie. 
WTien  the  child  gets  older,  if  the  tendency  to  contract  eontinuea,  it  witl 
be  advisable  to  have  the  constricted  portion  of  the  bowel  excised,  as 
in  an  ordinary  excision  of  the  rectum. 

In  some  cases  it  is  impossible  to  And  the  blind  end  of  the  bowel 
from  below.  The  sigmoid  should  then  be  opened  into  through  tbt 
abdomen,  to  give  relief  for  the  time  being,  and  after  the  child  has  gol 
a  Uttle  stronger,  a  probe  may  be  passed  down  to  enable  you  to  finA 
the  rectum  from  l)elow. 

H3rpOSpadiaSp — In  a  case  of  this  kind  the  genital  organa  of  the 
male  closely  resemble  those  of  the  female,  and  if  a  careful  exatninatioQ 
is  not  made  a  mistake  may  easily  arise,  and  a  male  may  be  actually 
registered  as  a  female  child.  A  case  of  this  kind  has  recently  como 
under  my  observation. 

The  child,  a  supposed  female,  when  a  fortnight  old,  wa«  ^-  ^o 

me  by  the  midwife  who  had  attended  at  the  birth,  as  it  w*as  tot  ^  d. 

The  midwife  asked  me  to  look  at  the  genital  organs,  as  they  we» 
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kkiger  than  usual.  I  found  that  what  the  midwife  and  the  mother  had 
taken  for  somewhat  ealarged  female  genital  organs  were  really  a  <livided 
scrotum  with  a  testicle  in  each  side,  Wliat  they  had  taken  for  the 
vagina  was  merely  a  shaUow  depression.  The  penis  resembled  a  some- 
what broadened  and  enlarged  clitoris.  As  the  child  had  already  been 
registered  as  a  female,  it  was  necessar}^  to  apply  to  the  sherili  for  a 
warrant  to  have  the  entry  changed.  In  such  cases  it  is  rather  awkward 
ivhen  the  discovery  of  the  true  sex  is  not  made  until  the  age  of  puberty 
is  reached.  In  this  case  it  was  fortunately  made  early.  The  midwife 
was  a  very  competent  woman,  and  had  attended  thousands  of  cases, 
both  in  connection  with  hospital  and  private  work,  and  yet  she  was 
misled  by  the  strong  resemblance  the  organs  had  to  those  of  a  female. 

In  such  cases  it  is  of  the  utmost  importance  to  definitely  settle  the 
question  of  sex,  so  a  very  careful  examination  should  be  made. 

Difficulty  of  Mioturltion. —In  boys,  if  the  foreskin  is  long 
anil  adiiereut,  it  juay  close  the  meatus,  and  cause  retention  of  urine, 
or  great  difficulty  of  micturition.  The  foreskin  may  require  to  be  sht 
uj),  and  in  some  cases  a  probe  may  have  to  be  passed  into  the  bladder. 
In  some  cases  there  may  be  very  Uttle  urine  excreted  for  the  first  day 
or  two,  and  what  little  is  passed  may  cause  the  child  considerable  pain. 
At  birth  the  tubules  of  the  kidneys  often  contain  deposits  of  uric  acid, 
and  this  causes  the  scanty  excretion  and  pain  in  micturition.  The 
child  should  be  given  hot  water  to  drink,  and  lU-minim  doses  of  sp,  a^th. 
nitrosi.  A  hot  hip-bath  from  time  to  time  will  stimulate  micturition 
and  relieve  the  pain. 

Sliortness  of  tlie  FrseBimi  Iiingnse.— Tliis  condition  is 
occasionaUy  seen,  but  is  not  so  common  as  many  nurses  make  out. 
If  the  tongue  is  tied  to  the  tip,  the  cliild  will  not  be  able  to  suck  pro- 
perly. The  fncnum  should  be  snipped  and  torn  back  with  the  finger- 
nail.    The  bleechng  is  usually  insignificant. 

Jaundice.— A  slight  amount  of  jaundice  is  very  common.  It  is 
due  to  the  rapid  destruction  of  the  red  blood-corpuscles  which  takes 
place  in  the  first  few  days  of  life.  It  passes  off  in  a  short  time,  but  one 
occasionally  sees  a  case  where  the  jaundice  is  very  deep.  It  is  usually 
seen  in  weakly  children,  especially  premature  ones.  They  very  often 
die.  In  some  the  bile-ducts  in  the  liver  will  be  found  occluded. 
Syphilitic  disease  of  the  liver  may  also  be  found, 

I  have  seen  one  fatal  case  in  an  apparently  healthy  chUd.  The 
post-mortem  examination  threw  no  light  on  the  cause.  (See  case  of 
Cicsarian  section,  Case  VI.,  p.  520.) 

Tre(UftwnL—Hnmll  doses  of  gray  powder  or  calomel  give  the  beat 
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results,  but  if  there  is  occlusion  of  the  ducts  in  the  liver  nothing  will 
do  any  gooil. 

Thru sh.— The  tongue  and  mouth  of  the  child  sometLmes  become 
coatiHJ  witli  a  white  fur.  This  is  most  {rc(|uently  seen  in  bottle*fed 
chitdreji  whose  bottles  are  not  kept  thoroughly  clean.  The  cause  is 
the  growth  of  the  fungus  Otdhim  albicans.  It  is  apt  to  derange  the 
chihriii  digestion  and  bring  on  diarrhoea.  In  common  parlance,  the 
thrush  is  said  to  pass  through  the  child. 

Trfatmnit, — ^ Apply  glyeerinum  boracis  to  the  mouth  and  tongue. 
and  see  that  the  bottles  and  teats  are  kept  absolutely  clean.  A  few 
doses  of  gray  powder  and  bicarbonate  of  soda  are  very  useful.  Borax 
and  honey  is  the  common  remedy,  but  the  honey  forms  rather  a  good 
medium  for  the  growth  of  the  fungus. 

Bischarge  of  Blood  from  the  Vagina.— This  is  not  very 
common,  liut  is  seen  every  now  and  again.  By  some  it  is  said  to 
be  purely  a  vaginal  discharge,  but  it  possibly  may  come  from  the 
uterus.  In  one  case  I  examined  it  certainly  came  from  within  the 
hymen.     It  is  of  no  consecjuenee,  and  will  cease  in  a  day  or  two. 

I  \mv('  occasionally  seen  a  discharge  of  blood  from  tlie  bowel.  If  it 
is  associated  with  the  coiidition  of  haDmophiha,  the  child  will  probably 
die.  I  have  seen  one  case  of  this  disease  where  there  was  ha^morrhagi? 
from  all  the  mucous  niendjruries.  and  into  the  joints  and  different  parts 
i»f  the  body.     It  soon  proved  fatal. 

Engorgement   of  the   Breasts.— This    is  very  common, 

equally  so  in  bdth  sexes.  A  milky  fiuid  can  be  expressed  from  the 
nippies.  The  breasts  are  hard  and  painful.  If  they  are  left  alone 
the  condition  will  soon  subside,  but,  unfortunately,  mothers  and  nursea 
wiW  |)ersist  in  st|Uce3sing  the  milk  out,  and  then  su])puration  frequently 
occurs. 

TrpfihnevL — A  pledget  of  wool  should  be  placed  over  the  breast, 
under  the  child's  binder,  to  promote  absorption.  If  suppuration 
ofcurs  a  free  incision  must  be  nmde,  or  the  pus  will  burrow  deeply. 

Ophthalmia  ITeonatomm.— During  the  earlier  part  of  fcpUl 
life  till-  eyelids  are  united  by  their  margins,  and  this  prevents  anything 
entering  the  conjunctival  sac,  but  by  the  time  the  foetus  is  viable  this 
union  has  disappeared.  During  labour  the  lids,  as  a  rule,  remain  clos 
Imt  tht^y  may  be  easily  separated,  especially  in  face  cases  and  the 
delivered  by  instruments.  If  they  are  opened  during  the  passiage  of 
the  head  through  the  vagina,  the  vaginal  secretions  are  sure  to  find 
entrance  into  the  conjunctival  sac.  In  the  majority  of  cases,  however, 
the  lids  are  only  separated  after  the  head  is  born,  and,  as  the  eyel 
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and  margins  of  the  lids  are  covered  with  the  secretions,  the  infective 
material  then  gains  entrance.  If  in  man,  as  in  some  of  the  lower 
animals,  the  eyelids  remain  closed  for  some  day?^  after  birth,  the  risk 
of  ophthalmia  occurring  would  be  exceedingly  small.  As  it  is.  by 
careful  washing  of  the  lids  as  soon  as  the  head  is  born,  the  risk  of  infec- 
tion can  be  minimized. 

In  about  two-thirds  of  the  cases  of  ophthalmia  neonatorum  the 
onococcus  is  found  in  the  discharge,  and  in  the  other  cases,  which  are 
"of  a  milder  type,  other  bacilli  have  been  demonstrated. 

Time  of  Onset. — The  symptoms  usually  begin  to  manifest  themselves 
on  the  second, or  third  day,  but  cases  are  occasionally  seen  where  the 
disease  is  active  at  birth.  I  have  seen  one  case  where  pus  was  present 
in  the  eyes  when  the  child  was  born.  One  of  my  Caesarian  section 
babies  developed  it  three  hours  after 'deliver)*.  It  must  have  been 
infected  in  lUero  (see  Csjesarian  section,  Case  V,,  p.  rjUJ).  If  the  onset  is 
delayed  beyond  the  fifth  day,  the  infection  has  not  taketi  place  during 
labour,  but  has  been  conveyed  to  the  eyes  through  the  medium  of 
contaminated  towels,  sponges,  etc.  I  have  several  times  seen  cases  of 
this,  where  the  infant's  eyes  were  infected  from  the  eyes  of  other 
children  in  the  house,  and  in  one  very  virulent  case  the  infection  came 
from  the  mother's  eyes. 

Course  of  the  Disease. — A  day  or  two  after  birth  the  eyelids  become 
red  and  swollen,  and  at  first  there  is  a  copious  secretion  of  a  serous 
nature,  quickly  turning  to  pus.  The  amount  of  pus  formed  is  very 
great,  and  will  stream  out  if  the  lids  are  not  glued  together  If  the 
lids  are  glued  together  the  pus  will  be  retained,  and  on  forcing  the  lids 
apart  it  will  gush  out.  The  palpebral  conjunctiva  becomes  so  swollen 
and  injected  that  it  protrudes  as  a  bright  red  mass,  when  the  lids  are 
everted,  and  you  will  have  difficulty  in  seeing  the  cornea.  The 
conjunctiva  bleed^s  easily.  In  most  cases  the  cornea  remains  intact, 
but  if  the  case  is  neglected,  ulceration  will  be  sure  to  commence,  and 
if  the  utmost  care  is  not  taken,  the  eye  will  be  very  quickly  destroyed, 

Proffnosii.—Ii  a  case  is  seen  in  time,  and  prnnipt  treatment  ado])ted, 
a  cure  will  be  quickly  effected,  but  in  neglected  eases  the  sight  of  one 
or  both  eyes  will  probably  be  lost.  Probably  about  one-third  of  the 
bhndness  in  this  country  is  caused  by  this  disease.  Blindness  at  birth 
is  an  exceedingly  rare  condition,  and  in  the  vast  majority  of  cases  the 
bhndness  is  really  caused  during  the  first  or  second  week  of  life. 
Besides  total  blindness  of  one  or  both  eyes,  ^-ision  may  be  more  or  less 
impaired  by  the  presence  of  corneal  opacities,  but  these,  fortunately, 
clear  up  to  a  large  extent. 
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TreMment. — There  are  few  diseases  in  which  prophylactic  treatment 
has  given  better  results.  Prior  to  the  introduction  of  what  is  known 
as  Credo's  method  the  disease  was  a  scoiuge  among  new-born  infants 
in  maternity  institutions,  but,  like  puerperal  fever,  it  is  now  seldom 
seen. 

In  all  cases  of  labour  with  a  vaginal  discharge,  an  antepartum  douche 
of  lysol  should  be  given,  but  this  is  not  sufficient,  and,  besides,  gouor- 
rhtea!  infection  may  be  present  in  the  vagina  without  any  discharge ; 
therefore  the  child" y  eyes  in  every  case  should  be  cleansed  as  soon  as 
the  head  is  born.  If  the  lids  are  thoroughly  wiped  with  swabs  of  wool 
or  rag,  wrung  out  of  boiled  water,  or  a  solution  of  boracic  acid  or  weak 
perchlaride,  that  is  all  that  need  be  done  in  ordinary  private  work. 
unless  one  is  suspicious  of  gonorrhoea.  In  hospital  work  more  energetic 
treatment  has  to  be  ailopted.  In  what  is  known  as  Crede's  methcKt 
the  eyes  are  cleansed  as  soon  as  the  head  is  born,  and  when  the  child  \s 
washed,  a  few  drops  of  a  2  per  cent,  solution  of  silver  nitrate  ai« 
instilled  into  the  eyes.  After  that  the  eyes  are  carefully  washed  each 
time  the  child  is  bathed.  Instead  of  silver  nitrate,  1  in  2AKXJ  j>er' 
chloride  of  mercury  solution  is  used  by  some.  It  should  be  borne  in 
mind  that  silver  nitrate  and  perchloride  of  mercury  are  not  to  be 
used  together,  or  a  double  salt  of  silver  and  mercury  will  deposit  in 
a  dense  white  scum  over  the  cornea. 

Tlie  following  method  has  been  adopted  by  us  in  the  Maternity 
Hospital :  As  soon  as  the  head  is  born,  the  eyelids  are  carefully  wiped 
with  dry  sterilized  wool,  so  aa  to  cleanse  them  before  the  child  opens 
its  eyes.  As  soon  as  the  child  is  born  the  lids  are  separated,  and  a  drop 
of  a  20  per  cent,  solution  of  protargol  is  instilled  into  each  eye.  So  far 
the  result  with  the  protargol  or  a  2  per  cent,  silver  nitrate  aoiution 
has  been  very  satisfactory.    The  strong  solution  does  not  injure  the  eye. 

WTien  the  Uds  become  inflamed  no  time  must  be  lost,  as  the  sooner 
the  disease  is  attacked  the  better.  Have  the  eyes  well  washed  witli 
boracic  solution,  so  as  to  remove  all  discharge.  This  is  best  done  with 
a  douche,  but  swabs  of  wool  do  quite  well  If  only  one  eye  is  affected, 
be  careful  not  to  allow  any  of  the  discharge  to  get  into  the  sound  one. 
Wlieu  the  eye  is  clean  apply  a  2  or  4  i>er  rent,  solution  of  silver  niti 
or  a  stronger  one  of  2n  per  cent,  of  protargoL  See  that  the  solution  \ 
well  into  the  eyes.  The  best  way  is  to  brush  it  in,  so  that  you  get  into 
all  the  folds  of  the  mucous  membrane.  The  surplus  solution  can  be 
washed  out  with  a  little  salt  water.  Even  when  only  one  eye  b 
affected  put  the  solution  into  both.  In  bad  cases  this  may  be  done 
twice  a  day,  but  onc^  a  day  is  usually  sufficient.     The  eyes  should  be 
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thoroughly  washed  every  few  houra,  using  boracic  lotion.  To  prevent 
the  hda  adhering,  a  Utile  vaseline  may  be  put  between  them.  The  use 
of  the  silver  solution  should  be  continued  until  the  puB  secretion  stops, 
but  the  eyes  must  be  kept  clean  with  a  luild  antiseptic,  hke  boracic 
lotion,  until  every  vestige  of  inflammation  has  subsided.  If  there  ie 
corneal  ulceration  a  httle  fine  calomel  may  be  dusted  in,  but  not  along 
with  a  silver  solution. 

Among  the  poor  the  utmost  carelessness  is  often  manifested.  As 
soon  as  the  inflammation  begins  to  subside  they  often  stop  all  applica- 
tions, and  a  relapse  usually  results.  I  have  known  a  case,  wliich  was 
^ne^rly  well,  allowed  to  relapse,  and  one  eye  destroyed  and  the  other 
permanently  damaged,  although  the  mother  was  warned  what  would 
happen  if  she  neglected  to  wash  the  eyes  with  the  lotion  supphed  to  her. 
One  cannot  too  plainly  point  out  to  such  people  the  terrible  responsi- 
bility which  rests  upon  them  if  they  neglect  such  eases. 

As  the  disease  is  exceedingly  contagious,  the  utmost  care  must  be 
taken  to  guard  against  others  being  infected. 

Erythema  and  Intertrigo. — Many  infani&>  are  very  subject 
to  irritation  about  the  buttocks  which  may  extentl  down  the  thighs. 
The  buttocks  and  tliighs  become  an  angry  red  colour,  and  at  places 
lexcorintions  form.  Every  time  the  child  micturates  or  dehecates, 
■great  smarting  is  caused.  The  condition  usually  arises  from  the  want 
of  proper  care  in  changing  the  child's  naj^kins  when  they  are  soiled, 
but  it  sometimes  occurs  even  when  the  greatest  care  is  exercised.  It 
is  very  prone  to  occur  in  syphihtic  children,  and  hand-led  children  are 
more  liable  to  it  than  breast-fed  ones.  The  child  suffers  greatly, 
especially  when  its  imj^kins  are  wet. 

Trcafment. — The  greatest  care  must  be  taken  to  keep  the  child  as 
dry  as  possible.  Its  bowels  must  be  regulated,  Fine  dusting  powders, 
like  Huxley's,  must  be  freely  used.  For  bathing  the  parts,  a  tliin  gruel 
makes  a  good  ajipUcation.  If  there  is  a  syphilitic  taint,  mercury 
should  be  given  internally,  and  a  small  amount  of  calomel  added  to  the 
dusting  powder.  Fuller's  earth  is  largely  used  as  a  dusting  powder, 
but  it  is  rather  coarse  and  may  irritate. 

Syphilitic  Eruptions.  —  The  commonest  s^^ahilitic  erup- 
tion is  a  cop]iery-coloured,  papular  one,  generally  about  the 
buttocks,  but  sometimes  affecting  other  parts.  Fissures  are  liable 
to  form  about  the  anus  and  mouth,  and  condylomata  may  also 
be  seen.  The  child  will  probably  be  puny,  and  it  will  have  snuflles. 
These  indications  manifest  themselves  wnthin  three  weeks  or  so  of 
birth. 
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Treatment. — Mcrcun^  should  be  given,  either  internally  or  by  in- 
unrtiun.     Calomel  should  be  added  to  the  dusting  powder. 

PemplllgtlB  Neonatomin. — In  nnost  cases  this  disease  is  due  to 
gyphilis,  but  there  is  also  a  non-syphilitic  form.  It  specially  affects  the 
soles  of  the  feet  and  the  palms  of  the  hands,  but  it  may  be  all  over  the 
body  and  face.  It  appears  in  the  form  of  blebs  which  contain  sero- 
pus.  These  blebs  soon  break  and  leave  raw  patches.  The  onjset  n^ay 
be  within  a  day  or  two  of  births  but  in  one  case  I  saw  the  blebs  were 
present  at  the  time  of  birth,  and  the  child  only  lived  a  few  hours.  In 
the  non-syphilitic  form  a  few  small  blebs  may  bo  seen  on  different  parts 
of  the  body,  and  they  soon  dry  up  after  they  have  burst.  In  bad  < 
the  ailment  is  very  Hkely  to  prove  fatal. 

It  is  a  contagious  disease,  and  may  easily  be  carried  from  one  child 
to  another.  A  number  of  eases  have  recently  occurred  in  connection 
with  one  of  our  outdoor  departments.  The  contagion  was  probably 
carried  on  the  jittendant's  apron.     The  mother  may  be  affected. 

It  sometimes  assumes  an  epidemic  form  in  hospitals.     In  such  a 
case  the  strictest  isolation  of  the  mothers  and  children  should 
carried  out. 

The  Stfiphtjloeoccus  aureus  has  been  found  in  the  senim  of  the  blebs, 
and  in  fatal  cases  streptococci  have  been  found  in  the  blood.  In  one 
case  we  investigated  staphyiococci  were  present  in  the  serum. 

Treatment — In  the  syphilitic  form  mercury  should  be  given  freely, 
and  in  the  non-syphilitic  arsenic, 

( *ASE  L — The  child,  at  the  time  of  birth,  was  above  the  average  siae 
for  a  first  one,  and  appeared  quite  healthy.  The  mother  was  tuber- 
cular. On  the  third  day  blebs  began  to  form  on  the  legs,  buttocks, 
arms,  face,  and  neck.  The  hands  and  feet  were  affected  on  both 
palmar  and  dorsal  aspects.  The  blebs  quickly  broke,  and  left  large  raw 
patches.  In  a  day  or  two  the  child  was  in  a  deplorable  state.  The  raw 
condition  about  the  mouth  prevented  it  taking  its  food,  and  the  uiine 
and  faBC^a  caused  great  irritation  to  the  legs  and  buttocks.  Snuffle 
were  also  present.     Fortunately,  death  soon  put  an  end  to  its  suffering 

I  put  it  on  15-minim  doses  of  liq.  hydnirg,  perchlor..  and  had  tl 
parts  dusted  with  oxide  of  zinc  and  calomel. 

The  mother  developed  several  blebs  on  the  outside  of  the  buttocl 

Task  IL — The  second  child  of  this  same  patient,  when  born,  appear 
quite  healthy,  but  about  the  third  day  small  blebs  about  the  sijie  of 
split  peas  began  to  appear  on  the  buttocks  and  legs.  One  appeared 
on  the  side  of  the  head,  and  one  or  two  on  the  arms.  The  feet  and 
hands  were  not  affected.     The  buttocks  became  copper*coloured<  and 
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there  was  a  alight  attack  of  snuffles.  The  child  took  its  food  {diluted 
cow's  iiiilk)  well,  and  did  not  seem  to  suffer  much  in  general  health. 
The  same  treatment  was  adopted  as  in  the  first  case,  and  the  condition 
quickly  subsided.     In  about  a  fortnight  it  was  apparently  all  right. 

The  mother  did  not  show  any  indications  of  syphilis,  except  the  few 
blebs  of  pempliigus  during  the  first  puerperium,  but  ,she  was  in  a  weakly 
state  of  health.  During  the  second  pueqierium  she  developed  melan- 
cholia of  a  rehgious  t}i>e,  but  recovered. 

Hsemorrliage  from  the  Cord»— This  may  occur,  shortly 
after  birth,  from  the  Hgature  .slipping  nr  becoming  slackened  by 
shrinkage  of  the  cord,  or  at  any  time  during  the  first  fortnight.  In  the 
latter  case  it  is  due  to  infection,  syphilitic  dis(*ase,  or  hiemophiiia. 

Treatment. — Before  the  cord  is  dressed  it  should  be  carefully 
examined  to  see  that  it  has  been  securely  hgatured,  and  if  it  is  very 
thick,  as  is  especially  the  c^se  with  ])remature  children,  or  if  the 
ligature  is  slack,  a  second  ligature  should  be  applied  nearer  the  body. 
In  all  cuses  where  a  trained  nurse  is  not  in  attendance  1  invariably 
apply  a  second  ligature.  When  secondary  htcmorrhage  occurs  from 
slipping  or  slackening  of  the  ligature,  a  fresh  ligature  should,  uf  course, 
be  applied  at  once.  One  would  imagine  that  common*sense  would 
teach  \vojnen  to  do  this,  but,  as  a  rule,  they  send  for  the  doctor  when 
they  discover  there  is  bleeding,  and  do  not  toucb  the  cord.  If  some 
time  elapses  before  the  doctor  can  reach  the  child,  the  chances  are  that 
he  will  find  it  blanched  or  actually  dead.  Wlien  the  bleeding  occurs 
later  in  the  puerperiimi,  it  is  a  nuich  more  serious  condition  to  treat. 
Various  styptics;  such  as  tannic  acid,  perchloride  of  iron,  etc,  have  been 
tried.  The  suprarenal  extract  should  be  useful  in  these  cases. 
Pressure  may  .sometimes  give  good  results,  but  the  softness  of  the 
abdomen  is  a  drawback.  The  best  way  is  to  transfix  the  umbilicus 
with  two  needles,  and  then  put  a  firm  ligature  under  them.  If  the  case 
is  one  of  haemophilia,  it  will  probably  prove  fatal,  from  ha?morrhage  into 
other  parts  as  well.  In  septic  cases  the  parts  should  be  sterilized  as 
well  as  posf^ible,  an<l  drensed  with  a  wet  antiseptic  tlressing. 

Tetanus  Neonatorum,-  In  tropical  regions  this  disease  is  very 
common,  but  it  is  rare  in  this  climate.  In  the  Island  of  St.  Kilda,* 
however,  it  was  endemic  for  a  long  time,  and  for  years  neariy  every 


♦  St.  Kilda  is  nn  island  of  the  Outer  Hebrides,  which  lies  aboitt  seventy  uiiles 
ofit  the  west  coa,^t  of  Scothvnd.  For  nearly  cine  months  in  the  yeai-  it  is  entirely 
isolated,  as  it  is  impossible  to  land  on  it  except  in  summer  weather.  There  is  no 
resident  medical  man,  so  the  missionary  ha»  to  do  the  best  he  can  in  times  of 
illness.     The  houses  have  mud  tloors,  in  which  the  bacillus  probably  lurks. 
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child  bom  on  the  island  died  from  it  within  the  first  few  days  of  life. 
Prior  to  the  discovery  of  the  tetanus  bacillus,  the  cause  of  the  disease  in 
8t.  Kilda  was  ascribed  to  the  diet  of  the  mothers,  which  consists 
largely  of  sea-birds  and  fish-     In  181)5  my  friend  the  late  Dr,  Geo.  A, 
Turner,  of  Glasgow,  who  was  for  many  years  a  medical  missionary  in 
8amoa,  gave  full  instructions  to  the  missionary  on  the  island  as  to  the 
proper  way  to  deal  with  tlie  stump  of  the  cord,  and  since  then  there 
have  been  no  more  cases.     Dr.  Turner's  instructions  were  that  all  the 
old  baby-clothes  on  the  island  were  to  be  burnt,  and  entirely  new  outfit 
got.     When  the  chihl  was  born,  the  cord  was  to  be  carefully  washed 
with  perch lo ride  of  mercury  solution,  then  dusted  well  with  iodoform 
powder,  and  a  dressing  of  sal  alem broth  gauze  applied.    In  the  event  of 
fits  coming  on,  the  missionary  was  instructed  to  give  the  child  J  grain 
of  chloral  three  times  daily.     Next  year  three  children  were  born,  and 
all    survived.     8ince    then    the    same    gratif^ang    results  ha^'e    beet 
obtained.     Not  only  have  the  instructions  regarding  the  dressings  beeii^ 
carried  out,  but  as  the  people  have  greater  faith  in  medicine  t^ken 
internally  than  in  anything  applied  externally^  they  have  also  giveiij 
dosea  of  chloral,  and  they  will  not  give  it  up.     They  say  they  never  hadl 
such  good  chikljen  before,  as  they  never  cry,  and  sleep  most  of  the  tijne 
for  the  first  ten  days  of  their  lives. 

Tetanus  affects  an  infant  in  the  same  way  as  it  does  an  adtilt,  and 
will  in  a  ver>'  short  time  prove  fatal. 

TreatmefiL — Preventative  treatment  is  the  utdy  thing  that  is  of 
avail  It  is  most  effectual,  but  it  must  be  applied  from  the  birth  of 
the  child.  It  consists  in  dressing  the  cord  antisepticaUy,  ^^^len  the 
disease  has  actually  commenced,  chloral  is  about  the  only  drug,  except 
the  antitetanic  serum,  that  is  of  any  service.  The  sennn  should  be 
given  a  trial  in  a  dose  suitable  to  the  age  of  the  infant. 

Septic  Infection.— It  is  surprising  that  this  is  not  more  frequent 
than  it  is.  It  is  liable  to  take  the  form  of  pyaemia.  There  may  not  be 
very  much  local  manifestation,  but  pus  may  form  in  different  parts 
of  the  body,  as  in  the  joints.  It  may  be  mistaken  for  acute  articular 
rheumatism. 

In  milder  cases  there  is  some  redness  and  inflammation,  extending! 
for  an  inch  or  so  round  the  umbilicus,  but  this  may  rapidly  spread,! 
and  involve  the  whole  of  the  abdominal  and  chest  wall,  and  ilifTnae 
suppuration  occur  under  the  skin.     Metastatic  abscesses  may   form 
in  tlifferent  parts.     The  condition  is  of  an  er^'sipelatous  nature. 

Propwsig.  — In  bad  cases  it  is  exceetbngly  grave,  but  in  mild  eaa^a 
the  condition  quickly  subsides  under  appropriate  treatment. 
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Tfe4StmefU. — Antiaeptic  dr^sing  of  the  cord  will  prevent  it.  When 
it  occurs,  if  the  cord  has  not  separated,  it  should  be  removed,  and  the 
parts  should  be  very  thoroughly  disinfected,  and  dressed  with  iodoform 
and  a  wet  antiseptic  dressing.  Where  there  is  diffuse  suppuration 
the  skin  must  be  freely  incised.  In  bad  cases  the  child  should  be 
freely  stimulated  with  brandy  or  whisla\  20  drops  every  lew  hours. 
Metastatic  abscesses  inust  be  opened  as  soon  as  they  are  detected. 

NoB-closnre  of  th©  Foramen  Oval©.— At  birth  the  cora- 
munication  between  the  riglit  and  left  side  of  the  heart  should  be 
closed  by  tlie  Eustachian  vah^e»  l>ut  occasionally  tins  does  not  occur, 
and  then  we  have  what  is  commonly  known  as  a  Ww€  bahj.  The 
blood  passes,  to  a  large  extent,  from  the  riglit  to  the  left  side  of  the 
heart,  instead  of  through  the  hings,  so  that  very  little  oxygenation 
of  the  blood  occurs.  The  result  is  that  the  tissues  are  ill  supplied 
with  oxygen.  If  the  oxygenation  is  not  sufficient  to  support  life, 
death  ensues  in  a  short  time,  but  in  some  cases  enough  purification  of 
the  blood  occurs  to  preserve  life,  and  the  child  survives  for  a  time, 
though  adult  life  is  rarely  reached. 

Diagnosis. — After  hirtb,  as  soon  as  respiration  is  fully  established* 
a  cliild  should  become  of  a  pinkish  colour,  showing  that  its  blood  is 
being  aerated,  If  it  remains  of  a  dull,  dusky  bluish  hue,  aud  the 
hands  and  feet  cold  and  bUiislh  the  l>lood  is  not  being  jmrified.  If 
the  lungs  have  been  expanded,  the  improper  purification  of  the  blood 
can  only  be  due  to  patency  of  the  foramen  ovale  or  occlusion  of  the 
pu  I m ona  ry  a  rt  e  ry . 

Prognosis, — If  the  foramen  does  not  close  within  a  few  hours,  the 
condition  is  a  hopeless  one,  and  the  prolongation  of  the  child's  life 
is  not  desiralile,  as,  if  it  lives,  it  will  be  doomed  to  a  hfe  of  suffering. 

Treatment. — Tf  nature  fails  to  cure  the  condition,  there  is  nothing 
you  can  do  to  help,  except  to  keeji  the  child  lying  perfectly  quiet. 

Spina-bifida. — This  condition  has  already  been  mentioned  in 
connection  with  obstructed  labour.  There  is  usually  more  or  less 
of  a  sac,  protruding  through  the  gap  in  the  spine,  a  spinal  meningo- 
cele. The  sac  consists  of  skin  and  the  spina!  membranes,  and  its 
contents,  of  spinal  fluid.  It  may  burst  during  dehvery,  or  it  may 
be  so  bmised  that  the  *kin  will  very  soon  slough.  In  many  cases 
the  child  will  be  stilMiorn,  or  will  die  shortly  after  deUvery,  but,  if 
it  is  likely  to  survive,  treatment  should  be  adopted. 

Treaiment, — Formerly,  injection  of  the  sac  with  Morton's  fluid  was 
the  usual  method,  but  of  late  years  the  much  more  scientific  method 
of  excision  has  given  better  results.     If  there  is  any  liabihty  to  slough, 
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the  operation  should  be  done  at  onoe,  but,  if  passible,  it  should  bt* 
postponed  until  the  child  is  a  few  months  old.  When  you  excise  the 
sac,  close  the  gap  in  the  spine,  to  prevent  all  the  cerebro-spinal  fluid 
draining  out,  and  then  carefully  stitch  the  remains  of  the  sac  over  the 
opening.  The  operation  must  be  done  with  strict  aseptic  precau- 
tions. 

Case.— The  sac  was  injured  during  deliver>%  and  it  was  quite  evident 
sloughing  w^ould  soon  occur.  The  sac  was  a  small  one,  but  its  base 
was  nearly  as  large  as  a  penny.  A  few  hours  after  birth  it  was  dis* 
aected  off,  and  the  nerve  filaments  were  returned  into  the  neural 
canaL  The  erector  spin^e  muscles  were  united  over  the  incomplete 
lamina?,  and  the  skin  edges  brought  together,  tension  on  the  skin 
being  relieved  by  lateral  incisions.  Slight  paralysis  of  the  legs  existed 
for  a  few  days  after  operation,  but  a  month  later  the  muscles  were 
quite  strong.  The  operation  was  performed  by  my  resident,  l)r 
S.  J.  M.  Cameron,  under  my  super\dsion. 

Sudden  Deatll  of  the  Child.— Weakly  chikken  olt^n  die 
from  at  elect  iisis  within  a  few  hours  or  days  of  birth,  but  one  occa- 
sionally  meets  with  a  case  in  which  an  apparently  perfectly  strong 
child  dies  suddenly  wnthin  a  few  hours  or  days  of  birth.  In  my 
hospital  cases  I  have  insisted  on  having  a  post-mortem  examination 
in  all  such  cases,  and  in  some  we  have  found  haemorrhages  into  the 
brain,  but  in  many  there  has  been  nothing  on  which  we  could 
an  opinion  as  to  the  cause  of  death.  It  has  been  suggested  that 
sudden  enlargement  of  the  thymus  may  account  for  the  death  is 
some  cases.  So  far,  w^e  have  not  been  able  to  come  to  any  definit 
conclusion  regarding  this,  but  there  is  no  doubt  that  in  son  it*  nf  il 
cases  the  thymus  has  been  very  large, 

CenvulsioilB  in  the  new-bom  infant  are  occasionally  seen, 
liave  already  referred  to  this  in  connection  with  eclampsia.  We  have 
had  several  cases  in  which  they  have  occurred  in  the  infants,  onoe 
or  twice  with  fatal  results.  As  I  have  already  intimated,  the  child'd 
urine  will  lie  found  to  contain  albumin  from  the  exciting  cause,  what* 
ever  it  may  be,  acting  on  the  kidneys  in  exactly  the  same  way  as  il 
does  on  the  another's.  They  occasionally  occur,  however,  aft 
difficult  labours,  especially  in  deliveries  by  the  br<>*M*h,  presiimabl 
from  cortical  haemorrhages,  as  in  the  case  on  p.  252. 
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Axioms— Weaning — A  Wet  Nnrae — Essential  Elements  of  Food — Re()nirements 
of  a  Proper  Food  for  an  Infant — How  to  Prepare  the  Food —  Pasteuri/.atioii 
—Boiling— Sterilization — Oeam  Mixture — Artificinl  Human  Milk— } bottles. 

At  no  period  is  more  eareful  feeding  required  than  during  the  first 
year  of  life.  Statistics  show  conflusively  that  two-thirds  of  the  deaths 
of  infants  under  one  year  of  age  are  due  to  diarrhceal  diseases,  caused 
by  improper  feeding,  and  also  that  the  mortality  among  those  brought 
up  on  the  breast  is  comparatively  very  small  The  importanc^e  of 
proper  feeding  cannot,  then,  be  overestimated.  A  writer  on  this 
subject  has  said  that  ''  the  children  of  the  poor  die  from  inferiority 
in  methods  of  feeding  sometimes,  frcm  inferiority  in  quality  frequently, 
and  from  both  combined  frequently.  The  children  of  the  richer 
classes  are  more  fTcquently  brought  up  alive,  certainly,  but  crippled 
in  health  from  imperfection  in  the  method  of  feeding." 

In  his  book  on  *'  The  Feetling  of  Infants  "  Dr.  Cautley  says  :  "  Oer- 
tain  statements  are  so  often  made,  and  are  based  on  such  a  large 
amount  of  facts  and  clinical  evidence,  that  they  may  be  almost 
regarded  as  axioms,  and  may  be  expressed  in  this  fashion  : 

'*  Axiom  I .  '  Early  mortality  depends  largely  on  diseases  of  the 
digestive  organs/ 

**  Axiom  2.  '  Every  healthy  mother  contributes  to  the  illness  and 
deatt  of  her  child  by  refusing  to  nurse  it.' 

'*  Axiom  3.  *  Normal  alimentation  is  especially  important  during 
the  first  few  months  of  life,  and  for  this  period,  at  any  rate,  breast- 
feeding must  be  insisted  on/  '" 

These  axioms  show  how  very  important  it  is  for  every  mother,  who 
is  able,  to  nurse  her  child.  This  is  what  nature  intended,  and  nature 
is  not  likely  to  have  made  a  mistake.  There  are,  however,  certain 
conditions  under  which  nursing  would  neither  be  good  for  the  child 
nor  for  the  mother — e,g.,  as  when  the  mother  is  too  weak,  or  is  suffering 
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from  severe  constitutional  disease,  especially  if  it  is  of  a  tubercalaf 
nature.     A  tubercular  woman  should  never  nurse. 

When  the  child  is  born  there  is  not  usually  much  milk  in  the  breasts, 
but  there  is  always  a  small  amount  of  col€*drum.  which  acts  as  a  natural 
purgative  to  the  infant.  By  the  second  or  third  day  active  secretion 
will  be  established  in  the  breasts,  and  there  should  be  plenty  for  the 
wants  of  the  little  one.  Regularity  in  feeding  must  be  insisted  on 
from  the  beginning.  With  most  children  every  two  hours  during  the 
day^  with  an  interval  of  five  or  six  hours  at  night,  is  quite  often  enough. 
H  it  is  a  w^eakly  child,  it  may  require  it  every  hour  and  a  half.  In  a 
very  short  time  it  will  come  to  recognise  its  proper  feeding  time,  but 
if  it  finds  that  by  crying  it  will  get  food,  it  will  soon  form  a  bad  habit. 
This  crying  is  not  always  due  to  the  child  being  hungry,  but  ver>'  often 
from  indigestion,  the  pain  of  which  is  reheved  for  a  little  by  the  warm 
milk  it  gets  from  the  mother,  only  to  become  worse  afterwards.  As 
the  child  gets  older,  the  intervals  between  the  feedings  muat  be 
lengthened.  It  should  not  be  allowed  to  take  its  drink  too  rapidly, 
and  it  should  not  fall  asleep  and  he  with  the  nipple  in  its  mouth. 

A  nursing  mother  must  always  bear  in  mind  that  she  is  bounil 
consider  her  child  before  everything  else,  She  must,  therefore,  study 
herself  as  regards  her  diet,  which  must  be  simple  and  nourishing.  All 
excitement  must  be  avoided,  or  the  milk  will  be  so  altered  that  it  may 
have  a  very  deleterious  effect  on  the  child.  No  claims  of  society  mu^t 
ever  be  allowed  to  weigh  against  the  claims  of  the  babe.  The  ideal 
mothers  are  those  who  lead  quiet,  uneventful  lives,  free  from  all 
excitement.  I  am  afraid  they  are  not  as  common  in  the  present  day 
as  they  were  a  generation  or  two  ago. 

Nursing  should  be  continued  for  the  first  nine  or  ten  months.  In 
many  cases  the  mothers  milk  will  not  be  sufficient  for  the  child^s 
wants  during  the  last  month  or  two,  so  some  artificial  food  will  W 
required.  Anu>ng  the  working- classes,  in  many  cases,  the  children 
are  nursed  far  too  long,  I  have  seen  them  as  old  as  two  ye4ir8  still 
on  the  breast.  It  is  not  good  for  the  child,  and  it  is  certainly  very 
bad  for  the  mother.  If  the  child  is  very  delicate,  it  may  be  necessary 
to  continue  it  at  the  breast  for  a  month  or  two  longer,  but  it  should 
nev#*r  bp  continued  beyond  the  twelve  months. 

Weaning.— As  regards  weaning,  a  time  should  he  selected  when 
the  rhild  18  in  good  health,  and  it  should  not  be  done  in  hot  weather. 
In  very  hot  weather  the  stomach  and  bowels  arc  apt  to  be  deranged 
by  the  artificial  food,  and  fatal  inflammation  of  the  bowels  may  h*^ 
set  up.     Weaning  may  he  accomplished   slowly,   by   leasemng   iht 
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number  of  drinks  day  by  day,  and  increasing  the  artificial  food,  or  it 
may  be  done  suddenly.  The  gradual  method  is  the  better,  A  very 
good  mixture  to  give  is  one  of  milk,  cream,  sugar  and  barley- 
water — 2  ounces  milk,  i  ounce  cream,  1  lump  of  sugar,  and  3  ounces 
barley-water.  If  this  does  not  satisfy  it,  you  can  give  it  an  ounce  or 
two  more  ;  but  w*e  shaU  have  something  to  say  later  on  about  the 
proper  food  for  an  infant  of  nearly  a  year  old. 

Breast-fed  infants  do  not  always  thrive.  There  may  be  several 
causes  for  this  on  the  part  of  the  mother — from  ill-health,  the  breasts 
and  nippies  may  be  affected,  the  milk-supply  may  be  scanty,  or  in 
some  cases  the  milk  may  actually  disagree  with  the  infant.  The  mode 
of  life  of  the  mother,  and  her  mental  disposition,  may  so  afiect  the 
milk  as  to  render  it  unfit  for  the  child.  Most  of  these  defects  may  be 
remedied,  provided  the  mother  will  devote  herself  to  her  child  entirely, 
but  if  she  will  not  do  so»  it  will  be  better  to  wean  it,  in  part,  at  all 
events. 

If  a  mother  is  unable  to  nourish  her  child  entirely,  should  she  con- 
tinue to  do  so  in  part  i  Most  decidedly  she  should.  It  is  a  great 
mistake  to  imagine  that  the  two  forms  of  food  will  disagree*  Tlie 
artificial  food  may,  hut  the  mother*8  milk  will  not,  in  the  vast  majority 
of  cases. 

A  Wet  ITurSd. — Now  we  come  to  consider  a  very  important 
point.  If  the  mother  is  unable  to  nurse,  what  is  the  best  substitute  ? 
A  wet  nurse  is  undoubtedly  the  best,  but  it  is  one  which  only  the 
wealthy  can  afford. 

A  wet  nurae  should  be  selected  with  great  care.  She  should  be  a 
perfectly  healthy  woman,  w^ith  well- formed  breasts  and  nipples,  and 
a  plentiful  supply  of  milk.  Her  own  child  should  be  near  the  same 
age  as  the  one  she  is  to  suckle.  Syphilis  and  tuberculosis  in  any 
form  are  the  two  diseases  you  must  be  specially  on  the  look-out  for. 
Syphilis  is  difficult  to  detect  in  some  cases,  but  although  the  mother 
may  show  nothing,  there  will  probably  be  some  manifestations  of  its 
presence  in  her  infant.  Examine  the  infant  very  carefully  for  snuffles, 
cracks  about  the  mouth  or  anus,  and  a  coppery  rash,  especially  over 
the  buttocks.  If  any  of  these  indications  are  found,  or  if  the  child  is 
only  puny  and  sickly,  the  mother  should  not  be  engaged.  If  her  own 
child  is  not  thriving,  it  is  hardly  Ukely  that  another  woman's  child 
will  thrive  on  her  milk. 

The  employment  of  wet  ourses  is  becoming  rarer  and  rarer.  Aa 
they  are  a  luxury  that  only  the  wealthy  can  afford,  most  children 
who  cannot  be  nursed  by  their  mothers  must  be  brought  up  by  hand. 
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In  the  adultt  the  body  requires  a  constant  supply  of  material  for 
various  purposes,  the  chief  of  these  being  for  repair  of  tissues,  which 
are  constantly  changing.  We  must  have  a  constant  supply  to  keep 
up  secretions,  as  in  digestion,  and  also  fuel  to  be  burnt  up  in  the  body* 
to  supply  heat  and  energy  for  every  movement  and  action  in  life.  In 
children,  in  addition,  there  is  another  great  need,  namely,  for  the 
structure  and  development  of  new  parts,  as  the  child  is  actively 
growing.  The  tissues  have  to  be  kept  in  repair,  just  as  in  a  full-grown 
person^  but,  in  addition,  a  child  requires  new  building  material,  so  to 
speak.  It  thus  requires  a  more  abundant  supply  of  certain  kinds  of 
material  than  an  adult. 

Tlie  Essential  Elements  of  Food  are  of  Five 
Classes. 

1.  The  Xitrogeiunis.  The  chief  of  these  are  the  albuminates  or 
proteids,  found  most  largely  in  animal  foods.  The  best  example-* 
are  albumin  of  egg,  the  casein  or  curd  of  milk,  the  syntonin  of  muscle^ 
and  the  gluten  of  wheat, 

2.  The.  Hydrocarbons  or  Fats, 

3.  The  Carbohydrates,  of  which  starch  and  sugar  are  the  chief  forms, 

4.  The  Mineral  Elements — salts  of  lime,  potash,  soda,  and  iron. 
5-  The  moat  general  and  largely  used  of  all^Wat^r, 
To  ensure  perfect  health,  an  adult  must  be  fed  on  materials  drawn 

from  each  of  these  five  groufjs.  He  may  get  on  for  a  time  without  onr 
or  other,  but,  if  deprived  of  any  of  tliem  for  any  length  of  time,  his 
health  \rill  suffer.  For  perfect  hea!th  they  must  be  combined.  Thr 
same  holds  good  for  a  child.  With  a  chikh  aa  with  an  adult,  the 
filbuwinate  or  prok-id  eleuu^its  rank  first,  Nitrogen  is  essential  for 
every  vital  process  in  the  body.  Protoplasm,  which  ia  the  centre  of 
life  and  energy  in  every  individual  celL  is  formed  of  nitrogt^noiw 
matters,  and  is  nourished  out  of  them.  Nitrogenous  elements  are 
used  in  the  building  up  of  brain,  nerve,  muscles,  and  glands.  It  \& 
quite  clear,  therefore,  that  these  elements  are  of  the  utmost  importai 
especially  for  a  growing  child,  not  only  to  supply  the  waste  of  tisst 
but  also  to  build  up  new  structures.  If  a  child  be  deprived  of  nit 
genous  food  it  will  cease  to  grow,  its  muscles  become  flabby,  and  it 
will  easily  fall  a  prey  to  disease. 

The  second  food  element,  jtd.  enters  largely  into  many  of  the  at  mo* 
tures  of  the  body,  and  is  stored  up  in  many  parts  of  it ;  it  serves  as 
a  fuel  in  the  btxly,  just  as  oil  does  in  a  lamp,  or  coai  in  a  fire,  and  il 
ke^ps  up  the  animal  heat.  It  is  wanted  for  every  tissue,  especially 
for  brain  and  nerve-cells,  anrl  for  marrow.     If  there  is  not  enough  oi 
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it  ill  the  food,  the  bony  structures  grow  slowly,  and  are  ituperfectly 
developed.  The  deficiency  of  fat  in  the  food  is  one  of  the  chief  causeB  of 
rickets.   In  a  cold  clmiate  much  more  fat  is  required  than  in  a  warm  one. 

The  starch  and  sugar  elements  are  largely  converted  into  fat.  They 
are  not  so  essential  as  the  preceding.  The  Esquimaux,  for  instance, 
get  very  Mttle  of  them,  as  they  live  almost  entirely  on  animal  food. 
They  may  get  a  little  in  summer  from  berries^  but  that  suj)ply  is 
necesBarily  very  limited.  Their  children,  of  course,  get  it  during 
infancy  from  the  lactose  in  the  mother'^  milk.  There  is  a  consider- 
able amount  of  lactose  in  milk,  so  it  is  a  very  necessary  part  of  the 
food  of  an  infant.  There  is  no  starch  in  milk,  and  this  is  an  element 
which  should  not  enter  into  the  composition  of  a  very  young  child's 
food.  Starch  cannot  be  absorbed  as  starch,  as  a  solution  of  starch 
cannot  pass  through  an  animal  membrane.  It  has  tirst  to  be  con- 
verted into  sugar.  This  is  done  by  ptyalin  in  the  mouth,  and  amyl- 
opsin  in  the  small  intestines.  For  the  first  few  months  of  its  life  a 
child  does  not  possess  this  ferment,  therefore  to  give  it  starchy  food 
is  to  supply  it  with  a  stone  instead  of  bread.  When  it  begins  to  get 
its  teeth  the  power  gradually  comes  to  it.  A  child  should  not  have 
any  starchy  food  until  it  has  got  at  least  six  teeth,  and  even  then  only 
I  a  small  amount  should  be  given.  This  is  the  reason  why  all  the 
artificial  foods  are  malted,  as  they  consist  largely  of  start^hy  sub- 
stances which  are  changed  by  malting  them.  This  important  fact 
is  constantly  ignored,  among  the  working-classes  at  least,  as  they  are 
in  the  habit  of  giving  cornflour,  farola,  etc.,  to  their  young  infants. 
These  things  are  easily  prepared,  and  look  bland  and  inviting,  but  they 
only  serve  the  piirj>ose  of  irritating  the  stomach  and  intestines,  as 
they  cannot  be  digested. 

The  fmncfol  elements  are  essential  at  all  times  of  life,  but  especially  so 
to  a  growling  chiJd,  as  they  enter  largely  into  the  formation  of  the  bones. 

The  last  element,  water,  is  a  most  important  one.  It  is  necessary 
for  the  solutions  and  secretions,  and  for  building  up  new  tissues, 
which  consist  of  four-fifths  of  water. 

Numerous  experiments  have  shown  that,  in  order  to  keep  an  adult 
body  in  perfect  health,  the  various  elements  should  be  supphed  in 
the  following  proportions  : 

Froteida  (albumiji,  caseinj  etc.)             -             -             -  'rtX) 

Fats       --.-.-.  :vm 

Carbobvdrates  (sugar  and  starch)         -            -            -  1500 

8a!tB 115 

Water   -            -            .            _            .            ^            -  7'j'H5 

100  00 
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For  a  child  the  proportioas  are  not  the  same.  Human  milk  may  be  i 
taken  as  the  proper  standard  food  for  an  infant,  and,  on  analyzingj 
it.  it  is  found  to  contain  approximately  -* 


Proteida 
Fata     - 

Carbohydrates 
Halts    - 
Water  - 


41J0O 
0i:iH 

100000 


If  we  study  these  tables,  we  see  that  the  adult  should  get  5  partfti 
proteid  to  3  of  fat,  while  the  child  should  get  3  J  proteid  to  3  of  fat — 
i.e.,  the  proteid  and  fat  in  a  child's  diet  should  be  nearly  equal,  instead 
of  5  :  3,  as  in  the  adult's,  Roughly  speaking,  a  tiny  infant  requires 
from  a  half  to  three-fourths  as  much  fat  in  twenty -four  hours  as  a 
full-grown  man.  The  prrdetd  element  also  requires  to  be  much 
higher  in  proportion  to  the  carbohydrate — i.e.,  they  are  nearly  equal, 
instead  of  as  5 :  15,  It  is  of  the  utmost  importanc-e  to  remember  that 
the  food  of  a  child  requires  this  large  amount  of  fat.  Milk  is  a  rich 
emulsion  of  fat,  but  this  is  too  often  entirely  forgotten,  and  children 
are  constantly  being  fed  on  foods  destitute  of  this  important  element. 

So  much  for  the  elements ;  but  there  are  certain  other  qualities 
necessary  for  healthy  nutrition.  If  an  adult  is  deprived  of  besh 
vegetables,  and  is  fed  on  salted  meat  for  any  length  of  time,  he  will 
he  attacked  \^ith  8cur\'y.  This  antiscorbutic  element  is  contained  inj 
human  milk,  and  a  child  on  the  breast  will  never  get  scurvy  unleaal 
the  mother  has  the  disease.  Fresh  cow's  milk  contains  it  also,  but 
condensed  milk  loses  some  of  this  pp>perty,  and  so  does  boiled 
milk  to  a  slight  extent.     It  is  absent  from  all  farinaceous  foods. 

The  food  must  contain  a  large  amount  of  animal  matter.  From 
purely  vegetable  food  sufficient  proteid  or  fat  cannot  be  obtained* 
A  purely  vegetable  diet  w^ill  cause  a  child  to  be  ana?mic,  tlahbv  rirlrt  v. 
and  scorbutic. 

The  food  must  also  be  in  a  condition  in  which  it  can  be  ab^orl«5d. 
The  stomach  of  an  infant  is  only  designed  to  deal  with  the  bland  and  j 
easily  digested  mother's  milk.     It  cannot  deal  with  solid  masses. 

As  regards  the  quantity  of  food  a  child  requires,  we  may  be  guided^ 
to  a  certain  extent,  by  the  amount  of  milk  secreted  by  the  mother. 
During  the  first  few  weeks  of  suckling,  the  breasts  jield  about  one  pint 
of  milk.     This  gradually  increases,  until,  by  the  end  of  nursing,  they 

*  **  Artificial  I'eeding  and  Food  Disorders  of  Infants**  iCheadleK  Tbeaiuoosl 
of  proteid  given  berv  is  much  greater  than  in  most  other  analytieB^ 
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will  be  secreting  3  pints.  To  begin  with,  a  child  should  get  the 
equivalent  of  nearly  a  pint  of  its  mother's  milk,  and  this  should  be 
iniTeased*  For  the  first  month  it  should  be  fed  every  two  hours, 
getting  2  ounces  at  a  time. 

After  the  first  month,  3  ounces  every  three  hours  should  be  given. 
If  it  is  not  satisfied  with  this,  you  will  have  to  give  more.  To  a  certain 
extent  the  child's  stomach  will  regulate  the  amount,  by  rejecting  the 
surplus.  To  an  infant  vomiting  is  not  a  disturbing  occurrence,  as  it 
is  to  an  adult.  The  milk  simply  wells  up  without  any  discomfort. 
This  is  a  merciful  dispensation,  otherwise  there  would  be  a  vast  deal 
of  suffering  among  them,  as  the  majority  of  hand-fed  infants  are 
allowed  to  take  far  too  nnich  at  a  time.  The  stomach  of  a  new-born 
infant  is  a  very  small  organ,  and  only  holds  about  three-fourths  of  an 
ounce  when  undistended. 


Requirements  op  a  Proper  Food  for  an  Infant. 

L  It  must  contain  the  different  elements  in  the  proper  proportions, 
as  they  are  contained  in  human  milk. 

2.  It  must  contain  the  antiscorbutic  property, 

.*!  The  proper  ipiantity  for  twenty-four  hours  must  represent  the 
nutritive  value  of  from  I  to  3  pints  of  human  milk,  according  to  the 
age  of  the  child, 

4,  It  must  not  be  purely  vegetable,  but  must  contain  a  large  quantity 
of  animal  matter. 

5,  It  must  be  in  a  form  suited  to  the  digestion  of  the  infant,  and  at 
a  suitable  temperature  {\0(f  FJ. 

6,  It  must  ho  fresh  and  sound. 

Cow's  milk  is  what  is  usually  substituted.  It  fulfils  all  the  con- 
ditions as  regards  containing  the  different  elements,  it  is  an  animal 
matter,  and  also  lias  the  antiscorbutic  property.  The  ptire  milk 
contains  a  great  proportion  of  the  elements,  especially  of  the  proteids. 
There  is,  however,  this  drawback,  and  a  very  serious  one  it  is— viz., 
that  it  forms  a  ver).'-  much  denser  curd  than  human  milk,  so  that  the 
stomach  of  the  infant  is  unable  to  deal  vni]i  it  in  an  undiluted  form. 

Goat's  milk  is  sometimes  used,  but  its  curd  is  denser  than  that  of 
cow's,  so  it  is  even  less  suitable. 

As&^s  nulk  forms  a  very  light  curd,  and  it  is  very  suitable  for  deUcate 
children.  The  elements  in  it  are  in  less  proportion  than  in  human 
nulk,  except  the  sugar,  which  is  greater.  Ass's  milk  is  ditTicidt  to 
obtain,  and  is  therefore  little  used. 
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To  obviate  the  difficulty  regarding  the  density  of  the  curd,  cow's^ 
milk  is  given  in  a  very  dilute  form — viz,,  one  part  milk  and  two  pa 
water*  This  reduces  ail  the  elements  very  much,  so  that  to  get  th0 
proper  amount  the  child  would  require  to  take  nearly  3  pints  of  thia 
mixture  in  twenty-four  hours,  which  is  far  too  much.  As  a  matter 
of  fact,  many  children  do  very  well  on  from  1  pint  to  IJ  pint8  of  this 
for  the  first  months  and  then  the  water  element  can  be  decreased 
gradually.  The  carbohydrate  or  sugar  element  is  always  increased 
by  adding  sufficient  sugar  to  make  the  mixture  sweet.  Milk-sugar  is 
the  proper  form  to  use,  but  ordinary  cane-sugar  does  ver)''  well.  The 
other  elements  can  also  be  increased.  For  the  proteid  elements  raw 
meat- juice  can  be  added,  and  for  the  fat  we  have  an  excellent  sub* 
stance  at  hand — viz.,  cream^  which  is  almost  pure  fat.  Sometimes^ 
cod- liver  oil  is  used  if  cream  cannot  be  obtained,  but,  if  you  can  get 
milk,  of  course  cream  can  also  be  got. 

As  I  have  already  said,  the  massive  curd  of  cow's  milk  is  the  one 
great  drawback  to  it.  Diluting  with  water  does  not  overcome  this 
satisfactorily,  but  there  are  other  expedients.  By  some  authorities 
boiled  milk  is  said  to  give  a  less  dense  curd  than  unboiled.  If  barley- 
water  be  added  instead  of  ordinar}^  water,  the  curd  is  much  lighter. 
Lime-water  has  the  same  effect*  The  addition  of  lime-water  is  very 
necessary-  for  another  reason,  viz.,  to  render  the  milk  alkaline,  to 
correspond  with  the  mother's  milk.  Cow's  milk  very  quickly  becomes 
acid.  Bicarbonate  of  soda  is  sometimes  used  for  the  same  puj 
and  it  also  makes  the  curd  lighter,  but  it  should  not  be  used  to  an 
extent,  aa  it  may  have  a  very  injurious  effect  on  the  child's  digestion. 

By  peptonizing  the  milk  the  curd  is  got  rid  of  entirely,  but  thia 
a  form  which  should  only  be  used  in  an  emergency,  and  not  for  an 
length  of  time,  ficeause  if  you  predigest  the  food,  the  stomach  will 
lose  from  disuse  the  power  of  doing  its  work  properly. 

Condensed  milk,  when  properly  diluted,  gives  a  very  fine  curd. 
Many  children  are  brought  up  on  it,  and  some  of  them  get  very  fat  and 
thrive  wclL  but  as  a  rule  it  is  not  a  good  form  of  food.  It  is  deficient 
in  fat,  and  has  far  too  nmch  sugar  in  it,  while  the  antiscorbutic  propifrty 
is  wanting.  Another  drawback  is  that  diiferent  tins  of  it  vary  very 
much  in  composition,  and  it  is  too  often  made  from  sldm  milk.  It 
is  useful  on  sea  voyages.  Condensed  skim,  or  separated,  milk  should 
never  be  used.  The  fat  is  practically  all  removed  from  it,  and  it  ta 
therefore  absolutely  useless  as  a  food  for  an  infant. 

The  order  in  which  these  different  mLxtures  may  be  ranked  as  regarda 
the  digestibility  of  the  curd  is  : 


in  an  emergencv). 


How  TO  Prepare  the  Food. 

First,  a  worJ  about  '*  one  cow's  milk,"  whith  many  dairies  adver- 
tise. Milk  from  one  row  is  excellent,  if  yon  tire  living  in  the  t'0uutry» 
and  know  about  your  cow.  Some  cows  give  much  richer  milk  than 
otliers,  and  it  will  be  all  right  if  the  cow  happens  to  be  a  good  one, 
but  the  chances  are  just  au  great  that  her  iiiilk  may  be  poor*  It  is 
far  better  to  take  inilk  from  the  ordinary  niLxed  milks,  as,  at  all 
events,  it  will  lie  sure  to  be  an  average  milk.  If  the  cow  is  kept  in 
the  city,  you  had  better  not  have  anything  to  do  with  the  milk. 

We  sp€ak  about  getting  pure  milk,  but,  from  a  bacteriological  point 
of  view,  I  am  afraid  there  is  no  such  thing  as  absolutely  pure  mdk 
supplied.  You  are  all  familiar  with  the  ordinary  methods  of  milking, 
which  is  usitaUy  done  in  a  more  or  less  dirty  byre.  Milk  is  one  of  the 
finest  meiiia  we  have  for  micro-organisms  to  grow  iji,  and  it  is  fre- 
quently the  source  of  disease.  It  will  not  keep  sweet  for  any  length 
of  time.  Changes  begin  in  it  as  soon  as  it  is  exposed  to  the  air.  AJl 
milk  contains  numerous  micro-organisms.  There  are  no  less  than 
700  different  species  of  milk  bacteria,  150  being  dairy  bacteria.  Many 
of  these  produce  a  mature  growth  in  twenty  minutes,  which,  in  turn, 
produces  its  family  twenty  minutes  later.  They  fjuickly  give  rise 
to  changes  in  the  milk,  as  souring  and  curdling,  and  render  it  untit 
for  a  child,  as  it  will  derange  the  stomach,  and  set  up  severe  diarrhoea 
and  vomiting.  Deleterious  changes  may  take  place  in  it  which  cannot 
be  detected  by  taste,  smell,  or  sight.  The  milk  may  contain  the  germs 
of  scarlet  fever,  typhoid,  diphtheria,  or  tuberculosis.  Some  method 
must  be  adopted,  then,  to  prevent,  or  at  all  events  t-o  minimise, 
the  risks.     There  are  three  chief  processes  : 

L  Pmleurization^ — This  process  consists  in  raising  the  milk  to  a 
high  temperature  (70  C.  or  158-  F.),  and  keeping  it  at  this  temperature 
for  at  least  half  an  hour,  and  then  cooling  it  down  rapidly.  There 
are.  various  different  forms  of  apparatus  for  doing  this.  It  can  easily 
be  done  uith  an  ordinarj^  saucepan,  the  milk  being  placed  in  a  clean 
bottle  stopped  w^th  cotton-wool.  The  pan  is  fiiled  with  w^ater  as 
high  up  as  the  milk  in  the  bottle.     It  is  placed  on  the  fire  and  heated 
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luitil  the  water  reaches  155^  F.,  at  which  temperature  it  ia  kept  fxs>m 
twenty  to  thirty  minutes,  and  then  cooled  rapidly, 

2.  Boil  if  t^  the  niilk  is  a  simple  m6thr»d.  It  slumld  he  placed  in  a 
clean  saucepan,  and  brought  to  the  boil  It  should  be  kept  in  a  cold 
place,  preferably  in  a  refrigerator,  and  carefully  covered  up.  A  very 
good  plan  is  to  place  each  meal,  mixed  in  proper  proportions,  in  a 
clean  soda-water  bottle  and  plug  it  with  clean  cotton-wool  Several 
of  these  can  be  prepared  at  once.  They  should  then  be  placed  in  a 
wire  stand,  which  will  keep  them  of!  the  bottom  of  the  pan,  which  is 
filled  up  to  the  necks  of  the  bottles.  The  whole  is  boiled  for  half  aa 
hour,  and  then  taken  off  the  fire  and  allowed  to  cool.  The  hottte 
should  then  be  put  in  a  refrigerator.  If  you  put  them  into  the 
refrigerator  hot  they  will  be  likely  to  burst. 

There  are  certain  objections  to  boiling  the  milk.  It  altera  the  taste 
and  smell  (hut  if  the  child  has  never  had  anything  hut  boiled  milk 
it  will  not  object).  It  coagulates  to  a.sHght  extent,  and  thus  a  smaU 
proportion  of  the  nouri:j*hnient  is  lost.  On  the  other  hand,  it  form», 
according  to  some  authorities,  a  finer  curd  than  unboiled  milk,  whidi 
is  a  distinct  advantage. 

3.  Stent {ztdi(y?i  by  steam  is  the  third  method.  The  milk,  contained 
in  suitable  bottles,  is  subjected  to  the  influence  of  superheated  steam 
for  twenty  or  thirty  minutes.  There  are  numerous  sterihzers  on  the 
market.  Some  of  them  are  devised  so  as  to  sterihze  each  meal  separ- 
ately in  a  bottle  of  its  own,  doing  a  sutticient  number  for  the  day  at 
once.  The  fond  [^  heated  when  wanted,  and  given  cbrt*rtlv^  from 
the  bottle. 

Pasteurized  or  sterilized  milk  is  now  sent  out  by  some  ol  tlie  daino3, 
in  hermetically  sealed  bottles.  For  safety  to  the  child,  then,  it  is 
necessary  either  to  boil,  sterilize,  or  pasteurize  the  milk.  Boiling  tC 
is  the  easiest  method  of  all,  and  the  one  that  can  be  carried  out  under 
any  circumstances. 

For  a  new-born  infant  the  proportions  are  :  One  part  of  milk,  two 
parts  of  water,  which  .should  have  been  boiled,  and  a  little  sugar^ 
milk'sugar  is  the  proper  kind,  but  cane-sugar  does  well  enough.  Th 
is  given  slightly  warmed.  A  little  Hme-water  should  be  added  to 
each  portion,  so  as  to  render  it  alkaline.  If  barley-water  is  u«cd 
instead  of  plain  water,  it  makes  a  better  mixture.  This  mixture,  as 
we  have  already  eeen,  is  weak  in  all  its  ingredients.  To  overcome 
tijat,  cream  mixtures  are  uiied,  so  as  to  increase  the  amouTit  of  fat, 
which  is  so  essential  Inste^ad  of  this,  the  following  mixture  may  be 
used  :    Boiled    milk.   I    tablespoonful ;    cream.   1   to  2  teaspoonfuU ; 
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boiled  water,  or  barley-water,  2  to  2i  tablespoonfuls  ;  sugar,  one  small 
lump  ;  lime-water;  1  teaspoonful.  The  linie-water  should  not  be 
boiled,  but  should  be  added  when  the  milk  has  cooled  down.  If  the 
child  h  not  satisfied,  it  should  have  more  of  the  mixture  in  the  same 
proportions.  After  the  first  month,  the  amount  of  milk  and  cream 
should  be  increased  and  the  water  gradually  lessened. 

Cream  mixture,  ready  prepared,  can  be  got  from  some  of  the 
dairies.  It  can  be  easily  prepared  at  home.  Take  1  pint  good  milk, 
and  add  an  equal  quantity  of  water,  strain  and  put  in  a  clean  dish, 
with  a  tap  or  a  small  hole  with  a  cork  in  it,  near  the  bottom ;  let  it 
stand  for  an  hour  in  summer  and  two  hours  in  winter ;  then  draw 
oft  the  lower  half.  What  is  left  will  contain  the  cream.  It  should  be 
boiled,  and  before  feeding  you  add  a  little  lime-water  and  sugar.  If 
it  is  found  too  rich,  it  should  be  diluted  further. 

What  is  known  as  artificial  human  milk  is  now  being  supplied  by 
some  of  the  large  dairies.  It  ran  be  made  at  home  quite  easily.  Let 
the  milk  stand  until  the  cream  has  risen,  then  skim  the  cream  off. 
Divide  the  skim  milk  into  two  equal  p:)rtions,  and  to  one  of  these 
add  sufficient  rennet  to  curdle  it.  Strain  the  whey  from  the  curd, 
then  mix  the  whey,  the  skim  milk,  and  the  cream  together.  The  curd 
is  thrown  away.  This  mixture  is  easily  tligested,  as  it  only  contains 
half  as  much  curd  as  ordinary  cow's  nulk,  but  it  is  not  identical  in 
quahty  with  human  milk,  as  there  is  too  little  proteid.  It  dcies  not 
keep  long,  so  should  be  freshly  prepared  daily. 

There  are  different  forms  of  i:K)ttles  used  for  administering  the  food. 
The  one  most  usually  employed  has  a  long  tube,  but  it  is  a  very  bad 
form.  It  is  most  difficult  to  keep  clean,  and  there  is  always  a  tempta- 
tion to  leave  the  child  in  its  cot  with  the  bottle  by  its  side,  with  the 
result  that  it  will  greedily  empty  it,  and  then  go  on  swallowing  air 
until  the  stomach  is  overdistended,  and  a  bad  attack  of  colic  will 
follow.  The  best  form  of  bottle  is  one  in  which  the  teat  is  slipped  on 
the  end.  It  is  easily  kept  clean,  and  the  child  nnxst  be  iield  on  the 
knee  while  it  is  taking  its  drink.  The  bottle  should  be  tilted  sufficiently 
to  keep  the  teat  full,  and  not  to  allow  of  air  being  swallowed,  and,  as 
soon  as  the  drink  is  finished,  the  teat  should  be  taken  from  the  baby's 
mouth.  The  bottle  should  then  be  thoroughly  washed  and  kept 
standing  in  a  soda  or  boracic  acid  solution.  At  least  two  bottles  are 
necessary.  It  is  of  the  utmost  importance  to  keep  them  perfectly 
clean.  If  the  least  quantity  of  sour  milk  is  given  to  the  child,  fermen- 
tation will  be  set  up  in  the  stomach,  and  an  attack  of  inflammation 
be  brought  on.     In  hot  weather  it  requires  very  great  caution  to 
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avoid  this.  A  so-called  *'  pacifier  "  should  never  be  given  to  a  child 
to  keep  it  quiet. 

Besides  cow's  niilk  there  are  many  other  forms  of  artificial  food 
used,  and  some  of  them  give  excellent  results.  Many  of  them  are 
purely  vegetable,  and  for  that  reason  they  should  never  be  used  alone. 
Only  those  which  are  to  be  added  to  milk  are  to  be  used.  They  do 
admirably  after  the  first  few  months.  When  a  child  has  cut  a  number 
of  its  teeth,  a  certain  amount  of  starchy  food  can  be  given  to  it  once 
a  day,  such  as  boiled  bread  and  milk,  or  finely  made,  well  -  boiled 
porridge.  When  it  comes  to  be  about  a  year  old  it  may  have  porridge 
and  milk  in  the  morning,  and  at  noon  mashed  potatoes  and  gravy, 
occasionally  beef  or  chicken  tea,  soft-boiled  egg,  or  milk  pudding, 
and  of  course  milk  to  drink,  with  some  barley-water.  For  its  after- 
noon meal,  bread  and  milk,  or  bread  and  butter.  At  bed-time,  milk 
and  biscuit,  or  perhaps  porridge  again.  After  eighteen  months  of 
age  it  may  have  a  Uttle  meat  or  fish,  and  a  Uttle  cocoa  may  be  added. 
Milk  should  enter  largely  into  the  diet  of  a  child  for  the  first  six  or 
seven  years  at  least.  There  is  nothing  better  than  porridge  and  milk 
for  the  breakfast  of  a  growing  child.  The  food  should  be  given  at 
regular  and  stated  intervals,  and  eating  at  odd  times  should  not  be 
allowed. 

Fruit,  such  as  the  pulp  of  grapes,  may  be  given  to  a  year-old  child, 
and  a  Uttle  later  on  ripe,  cooked  or  uncooked,  simple  fruits  are  bene- 
ficial. Green  or  over- ripe  fruit  should  never  be  given.  As  regards 
sweets,  the  fewer  children  have  the  better  for  them.  Stimulants 
should  never  be  given,  unless  in  a  time  of  illness. 
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STATISTICS  OF  THIRTY  YEARS^  WORK  (1869  TO  tSBB  INCLUSIVE)  IM  THE 
OUTDOOR  AND  INDOOR  DEPARTMENTS  OF  THE  GLASGOW  MATERNITY 
HOSPITAL 


The  following  statistics  have  been  compiled  from  the  Journals  of  the 
Ola&gow  Maternity  Hospital.  They  represent  the  full-time  and 
premature  labours  attentled  in  the  outdoor  and  indoor  departments 
of  the  hospital  for  thirty  years,  from  IHiit*  to  189H  inclusive.  The 
abortions  and  miscarriages  have  not  been  included,  only  labours  with 
viable  children.  Three  periods  of  ten  years  are  dealt  with  in  each 
department.  The  thirty  years'  work  of  each  department  is  combined 
in  two  tables,  and  finally  the  whole  work  is  sunmied  up  in  one  table. 
The  labours  are  classified  according  to  their  numbers  from  one  to 
twenty,  and  the  ages  of  the  patients  are  divided  into  tive-year  periods 
beginning  at  fifteen  and  ending  at  fifty -five.  The  married  and  single 
have  been  kept  separate.  The  fatal  cases  are  tabulated  in  the  small 
columns  to  tlie  left  of  the  others.  I  have  had  to  onut  perhaps  5rM)  or 
<>(K)  cases  where  the  age  or  number  of  the  confinement  has  not  been 
noted,  but  none  of  these  were  fatal  ones.  The  causes  of  death  are 
recorded  under  two  heathngs  :  (1)  Causes  primarily  due  to  parturi- 
tion»  and  (2)  causes  not  primarily  due  to  parturition.  Under  the  first 
heading  I  have  included  the  few  cases  in  which  no  cause  of  death  was 
given.  Some  of  these  probably  belong  to  Class  2,  but  their  number 
is  80  small  that  they  do  not  much  influence  the  final  result. 

The  operative  cases  and  the  serious  complications  have  also  been 
tabulated.  The  fever  cases  and  some  of  the  septic£emia  ones  were 
transferred  to  the  Fever  Hospital  Through  the  kindness  of  Dr.  Dick, 
a  former  Maternity  resident,  I  have  been  able  to  trace  nearly  all  the 
septic  cases,  especially  those  of  the  last  ten  years.  The  fatal  ones 
have  been  included  in  the  lists.  The  typhus  and  scarlet -fever  cases 
I  have  not  traced,  but  as  they  are  diseases  unconnected  with  par- 
turition, their  omission  is  of  small  consequence. 

The  records  of  the  cases  have,  on  the  whole,  been  faithfully  kept, 
but  of  course  there  are  bound  to  be  some  errors.  I  have  been  most 
particular  about  the  fatal  ones,  and  they  are  the  ones  which  would 
be  sure  to  be  recorded.     As  the  entire  work  has  been  done  by  myself, 
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I  can  speak  with  some  confidence  as  to  the  tables  being  as  nearly 
accurate  as  one  can  get  them. 

To  discuss  the  cases  properly  an  entire  volume  would  be  necessary  ; 
but  as  space  is  limited,  I  shall  merely  point  out  a  few  of  the  outstand- 
ing features,  and  leave  the  tables  to  speak  for  themselves. 

The  outdoor  cases  are  the  more  valuable  of  the  two,  as  the  con- 
ditions under  which  the  work  is  done  more  nearly  approach  those  of 
ordinary  private  midwifery  work  than  those  of  the  indoor.  The 
patients  are  attended  at  their  own  houses  by  nurses,  students,  and 
young  graduates,  who  do  their  work  under  the  supervision  of  the 
outdoor  house  surgeons.  The  abnormal  cases  are  dealt  with  by  the 
house  surgeons  and  district  accoucheurs,  and  exceptionally  difKcult 
cases  are  transferred  to  the  hospital,  or  are  dealt  with  at  home  by  one 
of  the  chief  physicians. 

A  study  of  the  tables  brings  out  some  very  interesting  facts.  'We 
shall  take  the  outdoor  ones  first. 


First  decade     - 
Second  decade  • 
Third  decade    • 

No.  of  Cases. 
.       8553 

-  12402 

-  20166 

Fatal. 
60 
72 
56 

Approximate  Proportion. 
1  in  142 
1  in  172 
1  in  360 

41111  188  1  in  218 


This  shows  a  remarkable  fall  in  the  death-rate. 
If  we  take  the  deaths  due  primarily  to  parturition,  we  see  a  much 
more  striking  improvement. 


Xo.  of  Cases. 

Fatal. 

Approximate  Protiortioii. 

FirRt  de<^ade     - 

-       8653 

46 

1  in  186 

Second  (iecacie 

-     12402 

52 

1  in  238 

Third  ciecade    - 

-     -20156 

39 

1  in  517 

41111  137  1  in  300 

Of  these  \M  deaths,  46  were  due  to  septicaemia,  viz.  : 

No.  of  CaR«<.  Fatal.  Approximate  Proportion. 

FifHt  decade     -         -         -       8553  18  1  in    475 

Second  decade  -         -         •     12402  14  1  in    886 

Third  decade    -  -     20156  14  1  in  1440 

4II11  46  1  in    894 

This  is  a  most  gratifying  result,  because  it  has  been  frequently 
pointed  out  that  puerperal  septicaemia,  throughout  the  country 
generally,  is  almost,  if  not  quite,  as  fatal  as  it  was  before  the  intro- 
duction of  antiseptics.  In  our  next  ten  years  I  am  convinced  that 
there  will  be  a  much  greater  improvement. 

If  we  consider  the  total  cases  (Table  IV.),  we  find  there  were  41 11 1 
with  188  deaths  (1  in  218) ;  of  these  137,  or  73  per  cent.,  were  primarily 
due  to  parturition  (1  in  300),  and  of  these  latter  46,  or  25  per  cent.. 
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were  due  to  aepticaemia  {1  in  894).  Taking  the  married  and  single 
separately,  we  find  37338  married  wath  1G4  deaths  (1  in  227),  and 
of  those  primarily  due  to  parturition  118,  or  72  per  cent.  (1  in  316). 
Of  the  3773  single  ones.  24  were  fatal  (1  in  157),  and  19,  or  79  per 
cent,,  primarily  due  to  parturition  (1  in  2W)).  As  one  would  expect, 
the  death-rate  among  the  single  is  considerably  higher  than  among 
the  married. 

It  would  be  interesting  to  study  the  death-rate  according  to  the 
age  and  number  of  confinements,  but  we  cannot  go  into  that  at 
present.  I  merely  wish  to  point  out  that  the  rate  is  very  high  in 
primipane  (1  in  145  among  the  married,  and  1  in  137  among  the 
single),  and  it  then  falls  among  the  married  until  we  reach  the  eleventh 
labour,  when  there  is  a  very  marked  rise  ;  the  thirteenth  comes  next, 
and  then  the  twelfth.  Among  the  single,  nineteen  out  of  the  twenty- 
four  deaths  occurred  an^.ong  the  prinnparte. 

We  might  take  up  the  tiiiferent  causes  of  death  and  compare  them 
during  the  tbi!erent  decades  ;  but  I  shall  only  deal  with  two — viz,, 
flecondar}^  post-partum  haemorrhage  and  rupture  of  the  uterus.  During 
the  first  decade,  secondar}^  post-partum  h£emorrhage  occurred  seven 
time^,  with  five  deaths  ;  during  the  second  there  were  four  cases, 
and  during  the  third  three,  without  any  deaths.  This  clearly  shows 
a  decided  improvement  in  the  conducting  of  the  third  stage  of  labour, 
and  also  in  the  treatment  of  post-partum  haemorrhage.  The  use  of 
the  hot  douche  has  undoubtedly  saved  more  hves  than  the  cold  one. 
There  is  a  marked  improvement  in  the  results  of  the  treatment  of 
primary  post-partum  hirmorrhage  during  the  third  decade  when  the 
hot  douche  was  freely  used.  As  regards  rupture  of  the  utenLs,  there 
were  two  in  the  hrst  decatle,  and  very  probably  a  third  one,  which  is 
entered  as  a  death  from  shock.  As  the  patient  died  a  few  minutes 
after  version  of  a  hydrocephalic  ciiild  which  forceps  had  failed  to 
extract,  I  think  rupture  had  likely  occurred.  In  the  second  and  third 
decades  there  were  nine  at  least  treated,  to  a  finish,  at  their  own 
homes.  There  was  a  case  of  spontaneous  rupture  in  the  third  decade 
which  was  transferred  to  the  hospital  and  is  included  among  the 
indoor  cases.     Al!  were  fatal. 

In  considering  the  operative  work,  we  learn  that  the  forceps  was 
applied  nearly  twice  as  frequently  during  the  second  and  third  decades 
as  during  the  first.  I'raniotomy  was  done  more  frequently  during  the 
middle  decade.  The  proportion  of  craniotomies  is  ver>^  small,  con- 
sidering the  large  amount  of  rickets  present  in  Glasgow.  The  explana- 
tion of  t!ie  small  number  during  the  last  ten  years  is  due  to  the  fact 
that  such  cases  are  usually  transferred  indoor.  Married  women  used 
to  ol)ject  to  come  in,  as  the  hospital  in  the  olden  days  had  a  very  bad 
reputation.  Happily  that  is  now  becoming  a  thing  of  the  past. 
The  proport'on  of  outdoor  operative  cases,  taking  them  all  round,  is 
not  a  verv-  large  one.  When  we  come  to  consider  the  operative  work 
done  indoors,  we  shall  find  the  very  opposite  to  be  the  case. 
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The  indoor  cases  are  fewer  in  number,  but  the  death-rate  is 
exceedingly  high.  From  the  nature  of  the  cases  dealt  with  it  could 
not  be  otherwise.  I  have  already  stated  that  a  good  many  of  the 
most  difficult  cases  are  brought  in  from  the  outdoor  department. 
Besides  these,  we  have  many  exceedingly  bad  cases  sent  in  by  private 
practitioners  in  Glasgow  and  its  inrnaediate  neighbourhood,  and  also 
from  the  various  towns  in  the  West  of  Scotland.  As  a  rule,  these  cases 
only  reach  us  after  they  have  been  long  in  labour,  and  in  many  cases 
after  repeated  attempts  have  been  made  to  deliver  them.  As  illus- 
trative of  this,  take  the  eight  cases  of  ruptured  uterus  in  the  third 
decade.  Six  were  sent  to  us  in  a  hopeless  condition ;  in  fact,  one 
died  a  few  minutes  after  admission.  Of  the  other  two,  one  was  a 
case  of  spontaneous  rupture,  already  referred  to  as  having  occurred 
in  the  outdoor  department,  while  the  remaining  one  alone  occurred 
in  the  hospital.  This  was  a  case  of  contracted  pelvis  deUvered  by 
antero-posterior  forceps.  The  promontory  perforated  the  back  of 
the  lower  uterine  segment.  In  the  same  way  a  good  many  cases  of 
eclampsia  and  ante-partum  haemorrhage  come  to  us  practically 
moribimd.  By  rights  these  deaths  should  not  be  entered,  but  it  has 
always  been  the  custom  to  do  so.  If  we  followed  the  method  usually 
adopted  in  general  hospitals  of  not  coimting  such  deaths,  our  deatli- 
rate  would  be  much  diminished.  In  the  first  decade  the  patients  were 
treated  in  the  old  hospital  which  stood  on  the  same  site  as  the  present 
one.  It  was  pulled  down  in  1879,  and  the  present  one  put  in  its 
place.  The  old  building  was,  I  beUeve,  imsuitable  in  many  ways. 
The  present  one,  which  w^as  opened  in  January,  1881,  falls  far  short 
of  the  requirements  of  the  present  day.  The  labour-rooms  are  far 
too  small,  there  is  no  operating-theatre,  and  no  isolation  ward  for 
septic  cases.  I  believe  the  old  building  was  condemned  because  of 
80  many  of  the  cases  becoming  septic.  If  stone  and  lime  were  at 
fault,  the  new  building  should  have  been  free  from  this ;  but  a  study 
of  the  cases  treated  during  1881  shows  the  same  series  of  high  tempera- 
ture, with  occasional  fatal  cases  of  sepsis,  as  occurred  before.  This 
condition  of  matters  continued  more  or  less  imtil,  in  1896,  five  cases 
of  sepsis  were  removed  to  the  Fever  Hospital  in  one  week,  and  there 
were  many  cases  of  high  temperatures  in  the  hospital.  Overcrowding 
was  generally  blamed,  and  efforts  were  made  to  restrict  the  numbers 
admitted.  Every  antiseptic  precaution  was  adopted  during  labour, 
and  it  seemed  quite  evident  to  me  when  I  took  charge  of  the  hospital 
in  December,  189(),  that  the  patients  were  being  infected  in  the  wards. 
Napkins  to  receive  the  lochial  discharges  were  used  over  and  over 
again.  They  were,  of  course,  washed,  and  were  supposed  to  be 
boiled.  I  had  two  of  the  supposed  boiled  napkins  tested  bacterio- 
logically,  and  staphylococci  were  foimd  in  both.  My  suspicions  were 
confirmed,  and  the  explanation  of  the  high  temperatures  made  plain. 
A  sterilizer  was  at  once  fitted  up,  and  since  then  everything  w^hich 
comes  in  contact  with  the  patients  has  been  sterilized.     St<»rilized 
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wool  napkins  are  now  used,  and  burned  when  soiled.  The  most  rigid 
aseptic  precautions  are  adopted  during  the  labour  and  the  puer- 
perium.  During,  or  immediately  after,  labour,  douching  is  never 
done,  except  in  operative  cases,  cases  of  post-partum  hsemorrhage, 
cases  with  a  septic  vaginal  discharge,  and  when  there  is  a  macerated 
foetus.  Vaginal  examinations  are  made  as  seldom  as  possible,  and 
only  after  the  patient's  external  genitals  have  been  thoroughly  cleansed. 
The  examiner's  hands  and  forearms  are  rendered  as  aseptic  as  possible, 
and  only  lysol  is  used  as  a  lubricant.  All  instruments  are  boiled 
immediately  before  being  used.  The  result  is  that  we  now  rarely 
have  rises  of  temperature  from  septic  absorption  in  the  cases  we  have 
had  to  deal  with  from  the  first.  If  the  case  has  been  examined  out- 
side without  the  external  genitals  having  been  cleansed,  we  often  find 
a  sUght  rise.  We  have  had  septic  cases,  but  during  the  last  three 
and  a  half  years  we  have  only  sent  one  septic  case  to  the  fever  hospital, 
and  she  was  septic  on  admission.  Intra-uterine  douching  during  the 
puerperium  is  hardly  ever  necessary.  In  1896  it  was  being  done 
almost  daily.  As  regards  overcrowcQng,  during  last  year  we  treated 
more  patients  in  the  hospital  than  in  any  previous  year,  and  this  year 
shows  a  marked  increase  over  last. 
We  shall  now  examine  the  indoor  cases. 


Xo.  of  Cases. 

Total  Fatal. 

Approximate  Proportion. 

First  decade     - 

-       2960 

51 

Iin68 

Second  decade  - 

-       2897 

63 

1  in  46 

Third  decade    - 

-       43-22 

99 

1  in  44 

10179  213  1  in  48 

This  shows  a  marked  rise  in  the  death-rate. 

If  we  take  the  deaths  primarily  due  to  parturition,  we  find — 


Xo.  of  Cases. 

Fatal. 

Approximate  Proportion, 

First  decade     - 

-       2960 

40 

lin74 

Second  decade  - 

-       2897 

52 

1  in  56 

Third  decade    - 

-       43-22 

86 

1  in  50 

10179  178  1  in  57 


This  still  shows  a  steady  rise. 

Of  these  178  deaths  95  were  due  to  septicaemia,  viz.  : 


First  decade     - 
Second  decade  - 
Third  decade    - 

Xo.  of  Cases. 
.       2960 
.       2897 
-       4322 

Fatal. 
20 
31 
44 

Approximate  Proportion. 
1  in  148 
lin    93 
1  in    99 

10179  95  1  in  107 


The  proportion  of  deaths  from  sepsis,  as  compared  to  other  deaths 
primarily  due  to  parturition,  is  practically  the  same  in  the  first  and 
third  decades — viz.,  50  and  51  per  cent. — but  it  is  slightly  greater  in 
the  second  (60  per  cent.).     In  the  first  decade  the  cases  were  treated 
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in  the  old  hospital,  in  the  second,  most  of  them  were  in  the  new  build- 
ing, and  the  remainder  in  a  temporary  hospital. 

Taking  the  total  cases,  the  entire  death-rate  is  1  in  48  ;  from  causes 
primarily  due  to  parturition  {84  per  cent,  of  the  total  deaths),  1  in  57  ; 
and  from  sepsis  {53  per  cent,  of  those  primarily  due  to  parturition), 
1  in  107. 

In  considering  the  outdoor  cases  we  aaw  that  the  death-rate  has 
fallen  markedly,  while  in  the  indoor  cases  we  now  see  the  very  opposite. 
At  first  sight  this  does  not  seem  very  satisfacto^>^  but  there  is  a  very 
simple  explanation.  A  glance  at  the  number  of  operative  cases  and 
comphcatione  dealt  with  will  at  once  show  the  caiiBe  of  the  high 
deatb-rate.  During  the  different  decades  the  following  operations 
were  done  : 


FotrepS              -  .  .         . 

Vt^rsion               .  .  .          . 

Craniittoiiiy        .  .  .         - 
ludurtioii  uf  labour  - 
Cieflarian  sect  ion 

Ca?»ftnan  flection,  |K)«t- mortem 

Total          .  ,  .         . 


Kir*t  Dit'Ade. 

m     1  in      44 

21      I  in     141 

2      1  in  USO 

2     I  in  1480 


Secouid  Oef^adc. 

3l»7     1  in      9 

39     1  in    74 

3S     1  hi    7*3 

10     I  in  2U0 

:i     1  in  987 


Third  Docadf. 

650  1  in         7 

ir>4  1  in      2S 

IVI  1  in      :«* 

90  1  in      4H 

5ti  I  fii      77 

2  1  in  2161 


m     1  in      32 


17     I  in      7       lOiU     1  in 


In  the  same  way,  if  we  compare  the  complications  dealt  with,  a 
single  glance  will  show  the  enormous  difference  in  the  cases.  Takfl" 
the  cases  of  ante-partum  hemorrhage  in  each  decade.  In  the 
decade  there  were  two  cases  of  placenta  pm^via  (both  fatal),  and  one 
case  of  accidental  hst^morrhage.  In  the  second,  sixteen  cases  of 
placenta  pra^via  {two  fata!),  and  seven  cases  of  accidental  hemor- 
rhage in  a  smaller  number  of  cases.  In  the  third  there  were  forty* five 
cases  of  placenta  pnevia  (six  fatal),  and  twenty-eight  nf  accidental 
haemorrhage  (two  fatal). 

In  the  first  decade  the  cases  were  mostly  nonnah  In  fact,  the 
proportion  of  liad  cases  was  much  the  same  as  in  the  outdoor  depart- 
ment. During  the  last  two  decades  more  and  more  abnormal 
have  been  steadily  coming  to  the  hospital.  The  increase  in  tl 
operative  work  has  been  enormous.  The  more  frequent  use  of  the 
forceps  accounts  for  a  good  many  of  the  operations.  It  goes  without 
saying  that  the  forceps  is  applied  ver}^  much  more  frequently  than 
formerly,  and  with  the  happiest  results.  No  woman  is  now  allowed 
to  linger  on  in  agony  until  she  is  exhausted.  If  with  good  pains  the 
head  is  not  making  any  ])rogress  after  the  second  stage  has  lasted 
three  hours  in  a  multipara  or  four  in  a  primipara,  we  make  it  a  nd«» 
to  deliver.  A  \evy  large  proportion  of  nur  forceps  cases  are  high  «' 
with  contracted  pelves,  and  in  many  delivery  is  only  jKissible  iti  mi 
Walcher  position.  That  the  early  application  of  forceps,  and  there- 
fore their  more  frequent  use,  is  beneficial  to  the  patienta,  is  abon- 
dantly  proved  by  the  results  in  the  different  decades.  In  the  fir^t 
tlecade,  of  the  68  cages  12  died  (1  in  i\)  :  in  the  second,  of  the  HOT  ca 
S  died  (1  in  38) ;  and  in  the  tliird,  of  the  iljO,  7  died  (1  in  1*3).     In  tl 
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second  and  third  decadea  some  of  these  fatal  forceps  cases  were  really 
cases  of  ante-partum  haemorrhage  and  eclampsia,  whereas  in  the 
first  decade  so  few  of  these  complications  were  dealt  with  that  exceed- 
ingly few  of  the  fatal  forceps  cases  coald  have  been  of  this  nature. 
Sepsis,  shock,  and  exliaustion  were  the  causes  of  death  in  forceps 
cases  in  the  first  decade. 

Versions  and  inductions  of  labour  have  also  been  much  more 
frequent  in  the  last  two  decades.  Taking  the  major  operations  of 
craniotomy  and  Cirsarian  section,  we  see  a  very  great  increase.  It  is 
ver>^  extraordinary  that  in  the  first  decade  only  two  craniotomies 
were  necessary.  One  of  these  was  fatal.  Very  few  cases  of  con- 
tracted peivis  were  dealt  with. 

Deformity  of  the  pelvis  from  rickets  is  so  very  common  at  the 
present  day  that  we  are  practically  never  without  one  or  two  cases 
in  the  hospital,  and  have  sometimes  had  as  many  as  eight*  Within 
the  last  two  or  three  years  fully  10  per  cent,  of  the  cases  have  had 
contracted  pelves,  and  by  that  1  mean  with  a  true  conjugate  of  from 
♦tj  inches  downwards.  We  have  nmny  others  with  ver)'  slight  con- 
tractions. From  the  study  of  the  records,  it  seems  to  me  that  rickets 
could  not  have  been  a  very  common  tlisease  among  the  infants  of 
fifty  years  ago,  but  that  after  that  it  must  have  become  much  more 
common.  At  the  present  day  we  are  deahng  with  the  results  of  the 
disease  of  from  twenty  to  thirty  years  ago.  Sir  Hector  Cameron 
recently  remarked  to  me  that  he  was  quite  con\inced  that  rickets 
was  now  on  the  decHne  in  Glasgow.  From  a  much  more  limited 
experience  I  had  come  to  the  same  conclusion.  Fifty  years  ago  the 
city  was  not  nearly  so  overcrowded,  and  I  take  it  that  the  poor  lived 
more  on  oatmeal,  and,  what  is  of  the  greatest  consequence  to  the 
infants,  they  were  l>rought  up  on  the  breast,  and  not  on  condensed 
skim  milk  or  starchy  trash  as  at  the  present  day.  Lot-h  Katrine 
water  is,  of  course,  generally  blamed,  but  unjustly.  I  have  seen  quite 
as  bad  cases  of  rickets  in  London  as  here,  and  yet  the  London  water 
is  just  as  hard  as  the  Glasgow  water  is  soft. 

Fifty  years  ago  sanitation,  which  is  now  doing  so  much  in  improving 
the  pubUc  health,  was  in  its  infancy.  In  a  few  years,  I  imagine,  the 
number  of  rickety  pelves  vdll  begin  to  diminish,  but  at  the  present 
time  we  are  deahng  with  the  results  of  the  disease  when  it  was  at  its 
acme.  *  The  proportion  of  other  complications  is  also  very  large. 
As  I  have  already  pointed  out,  many  of  these  complicated  cases 
are  in  a  hopeless  condition  when  adniittetl. 

If  we  now  compare  the  proportion  of  deaths  among  the  married 
and  single  of  the  three  decades,  we  find  : 


First  deeado     - 
Second  dtx^ade 
Third  decatie   - 

Total 


Miirrit^,  Tula!  Futal.  PriiiioriJy  due  to  Partfiritioii. 

HIO  11     1  in  73  y     1  ill    IK) 

830  27     1  in  31  21     I  in    4^ 

1563  69     I  in  23  5Q     I  in^ 

3203  107     1  in  30  89     1  in    36 
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Single.  Total  Fatal.  Prinuirily  due  to  Parturitioii. 

First  decade     -        -         -     2150  40     1  in  54  31     1  in    69 

Second  decade  -  -     2067  36     1  in  57  31     1  in    67 

Third  decade    -        -         -     2759  30     1  in  92  27     1  in  102 


Total  -       -         -     6980  106     1  in  66  89     1  in    78 

It  is  rather  curious  that,  except  in  the  first  decade,  the  death-rate 
among  the  married  is  much  the  higher.  Taking  the  total  in  the  three 
decades,  the  death-rate  among  the  married  is  fully  double  that  among 
the  single.  This  is  contrary  to  what  one  would  expect,  but  the 
explanation  will  be  found  in  the  fact  that  the  great  majority  of  patients 
sent  in  by  practitioners  are  married.  They  are  all  very  difficult  cases, 
and  some  of  them  hopeless. 

Many  interesting  details  might  be  brought  out  by  comparing  the 
results  of  treatment  of  the  complicated  cases  in  each  decade,  but 
space  will  not  permit  me  to  do  this. 

In  Table  IX.  we  have  the  whole  of  the  cases  combined. 

Total  Fatal.  Primarily  due  to  Partiiritioo. 

Married       -         -         -     40541  271     1  in  150  207     1  in  196 

Single  -         -         -     10749  130     1  in    83  108     1  in  100 


Total   -         -         -     51290  401     1  in  128  315     1  in  164 

The  death-rate  among  the  single  cases  all  over  is  thus  seen  to  be 
much  higher  than  among  the  married.  The  death-rate  among  the 
primiparsB,  especially  among  the  single  ones,  is  much  higher  than 
with  subsequent  births  imtil  we  reach  the  eleventh  among  the  married, 
when  it  reaches  its  highest  point  (1  in  42). 
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Abdomen,  changes  of  size  and  shape  of, 
m  pregnancy,  9 

palpation  of,  in  pregnancy,  10 
in  labour,  124 
Abdominal  binder,  182 

pregnancy,  149 
Abortion,  154  et  seq. 

causes  of,  156 

complete,  treatment  of,  164 

criminal,  170 

curetting  in,  169 

dangers  of,  154 

diagnosis  of,  160 

freciuency  of,  155 

incomplete,  159 

treatment  of,  164 

induction  of,  170 

inevitable,  159 

treatment  of,  168 

menstrual,  156 

missed,  160 

diagnosis  of,  162 

procured,  169 

signs  and  symptoms  of,  158 

spurious,  170 

threatened,  159 

treatment  of,  162 

time  of  occurrence,  155 

treatment,  prophylactic,  172 

tubal,  151 

varieties  of,  158 
Abscess,  mammary,  462 
in  infant,  552 

of  Bartholin's  glands,  68 

metastatic,  894 

pelvic,  428 
Acardiac  monster,  805 
Accidental  haemorrhage,  175 
Accouchement    force     in     accidental 
hemorrhage,  184 

in  eclampsia,  827 
Acctonuria  in  pregnancy,  82 

in  puerperium,  894 


,   Adherent  membranes,  285 
placenta,  285 
Adhesions,  pelvic,  77 
Adnexa,  tumours  of,  obstructing  labour, 

280 
After-coming    head,    delivery    of,    by 
forceps,  295 
by  suprapubic   pressure, 
298 
I  impaction  of,  292,  295 

I  treatment  of,  295 

perforation  of,  295,  498 
After-pains,  140 
Air  embolism,  449 
Albuminuria  in  infant,  820 
in  pregnancy,  80,  819 
in  puerperium,  898 
Alimentary  canal,  diseases  of,  18  ct  seq. 
Amenorrhoea,  6 

conception  during,  7 
during  lactation,  468 
Amnion  in  twin  pregnancies,  304 
Amputations,  fcetal,  587 
'   Anaemia,  88 

pernicious,  in  pregnancy,  39 
'   Anasarca  of  fcetus,  275,  499 
Anesthesia  in  labour,  467  et  seq. 
spinal,  467  et  seq, 
'  Anchylosis  of  pelvic  joints,  261 
Anencephalic  monster,  501 
Aneurism,  47 

Anteflexion  of  gravid  uterus,  73 
i   Ante-partum  hemorrhage,  175  et  seq. 
Antiseptics  for  use  in  labour,  122 
Antistreptococcic  serum  421 

in  cases  of  insanity,  465 
Anus,  fissure  of,  409 
imperforate,  550 
Aphthse  of  new-bom,  552 
I   Apoplexy,  62 

Appendicitis  in  pregnancy,  29 
!   Appetiie  cravings,  8 
Areola,  9 
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Armamentarium,  120 

Arms,  delivery  of,  in  breech  cases,  295 

fracture  of,  295 

upward  displacement  of,  295 
Arrangement  of  bed,  122 
Artificial  dilatation  of  cervical  canal, 
485 

feeding  of  infant,  566  et  seq. 

human  milk,  571 

respiration,  526 
Ascites  as  a  cause  of  delay  in  labour,  214 

foetal,  275 
Asepsis,  2 
Asphyxia  neonatorum,  524 

livida  and  pallida,  525 
Ass's  milk,  567 
Asthma  in  pregnancy,  57 
Atresia  of  os  uteri,  215 

of  pulmonary  artery  in  child,  659 
Attitude  of  foetus,  107 
Auscultation,  124 
Auvard's  combined  instrument,  494 

delivery  with,  494 
Axis  of  the  pelvis,  107 
Axis-traction  forceps,  475 

Bacteria,  vaginal.  8,  4 
Bag,  Barnes',  486 

Champetier  de  Bibes',  485 
of  membranes.  111 

early  rupture,  112,  219 
Ballantyne's  obstetric  satchel,  121 
Ballottement,  11 
Bandl's  ring,  187 

causing  impaction  of  breech, 
294 
Bartholin's  glands,  abscess  of,  68 
Basilyst,  495 

Baudeloccjue's  diameter,  105 
Bed,  arrangement  of,  122 
Bile  in  urine  in  pregnancy,  82 
in  eclampsia,  845 
in  puerperium,  894 
Binder,  abdominal,  application  of,  182 

breast,  application  of,  141 
Binovular  twins,  804 
Bipolar  version,  888,  580 
l^ladder  in  pregnancy,  7,  85 
exstrophy  of,  254 
in  labour,  causing  delay,  222, 224 
irritability  of,  85 
Blindness  in  eclampsia,  821 
Blood,  diseases  of,  in  pregnancy,  88 
discharge  of,  from  genitals  of  new- 
born, 552 
in  urine  in  pregnancy,  82 
in  puerperium,  898 
Blue  baby,  559 


Blunt  hook  and  crotchet,  498 
for  decapitating,  500 
Bones,  want  of  development,  589 
Bottles,  nursing,  571 
Bougies  for  induction  of  laboiu*,  484 
Bowels,  case  of  obstruction,  282 
Brain,  diseases  of,  in  pregnancy,  65 

injuries  to,  during  delivery,  535 
Braun's  hook,  500 
Breasts,  abscess  of,  462 

areola,  9 

care  of,  141,  461 

changes  in,  9 

engorgement  of,  in  child,  5q^ 

hypertrophy  of,  468 

inflanunation  of,  461 

pain  in,  9 

striae  of,  9 

supernumerary,  462 
Breech  presentations,  289 
delay  in,  292 

impacted,  294 
Bregma,  108 
Brim  of  pelvis,  105 
Bronchitis,  56 
Brow  presentations,  281 
Bruit,  uterine,  12 

Cffsarian  section,  507  et  seq, 
in  eclampsia,  827 
post-mortem,  575 
under  spinal  anupsthesia,  475 
vaginal,  528 
Calculi,  renal,  88 
vesical,  86 

after  Caesarian  section,  614 
Cancer  of  cervix  in  pregnancy,  80 

in  labour,  218 
Caput  succedaneum,  118 
Cardiac  disease  in  pregnancy,  47 
in  labour,  810 
in  puerperium,  447 
Care  of  child  during  puerperium,  142 
of    mother    during    puerperium, 
188 
Cams,  cur\'e  of,  107 
'Casein  of  milk,  564 
Catheterization,  895 
Caul,  112 

Cellulitis,  pelvic,  424 
Cephalhtematoma,  585 
Cephalic  version,  471 
Cephalotribe,  498 
Cervix,  atresia  of,  215 
changes  in,  11 
dilatation  of,  218 
hypertrophy  of,  218 
impaction  of  anterior  lip»  224 


Bm^r          ^^^F                                 ^^    ^^^^1 

1             Cervix,  laceration  of,  410 

Crude's  method  of  expressing  the  pla-                ^^^^| 

^^             mali^naut  disease  of«  80,  218 

centa,  286                                              ^^^^1 

^H            rigidity  of,  217 

preventing  ophthalmiat  554                   ^^^^^ 

^^m            rupture  of,  20i>,  410 

Crotchet,  49H                                                           ^^^H 

^^B             shortening  of,  21H 

Curetting  after  an  abortion,  169                            ^^^^| 

^^              atitching  of,  410 

Cyanosis  of  new -bom,  524                                      ^^^^M 

i'essatioji  of  meiiKtrimtion,  6 

Cystitis  in  pregnancy,  37                                       ^^^^| 

Chainpetier  de  Kibes  bag^  485 

in  puerperium,  394                                           ^^^^^t 

Cbfljicres,  soft,  87 

Cyatocele,  224                                                           ^^^H 

Cliild,  jibnormiiUties  and  diseases  of, 

^^^^^M 

537  et  seq. 

Death  of  fii'tuB,  habitual,  3H9                                ^^^1 

sudden  death  of,  560 

in  ectopic  pregnancy,  150                       ^^^^^ 

ChloraJ  in  eclanipsia,  ;127 

sudden,  from  syncope,  447                            ^^^^| 

in  Hfjidity  of  the  cervix,  214,  219 

from  embolism,  448                                  ^^^^H 

Chlorate   of   potash,  use  of,  in  preg- 

of child,  560                                                 ^^^H 

nancy,  IBH 

Decapitation,  499                                                    ^^^^M 

Chorea,  64 

Decidua  in  early  months,  157                                ^^^^H 

Chorion,  cystic  degeneration  of,  172 

in  twin  pregnancy,  304                                     ^^^^H 

retention  of,  2H5 

Deciduoina  rtialignuni,  211                                    ^^^^| 

Cicalricefl  in  vagina^  225 

Deformities,  pelvic,  235  t^t  seq.                              ^^^^^H 

Clavicle,  fracture  of,  r)32 

of  foetus,  275                                                     ^^^^H 

Cleausin*<  the  patient,  127,  132 

Delirium,  464                                                         ^^^1 

Cleidotomv*  Am 

Delivery,  management  of  normal,  128                 ^^^^| 

Club  feet,  550 

^^^^1 

Cocaine  in  rigidity  of  CGr\'ix,  217 

Depression  of  frontal,  528                                      ^^^^| 

spinal  injection  of,  457 

of  skull,  52»                                                       ^^^H 

Coccyx,  movabihty  of,  100 

Dermoid  cyst,  70                                                       ^^^^| 

Cold  in  hii?morrha^e,  200 

Descent  of  head,  1 16                                               ^^^H 

Colostrum,  142,  552 

Diabetes,  32                                                             ^^^^^H 

Complex  labour,  126,  2B7  ft  9eq, 

Diagonal  eon  jugate,  236                                          ^^^^| 

Concealed  accidental  hji^morrhage,  175 

Diatiic4cr^  of  pelvis,  104                                            ^^^^| 

puat-partum  hiifinorrhage,  199 

of  fiPtal  head,  109                                              ^^^1 

Continement,  date  of,  17 

Diarrhiha  in  pregnancy,  27                                      ^^^^^| 

Conjugate  diameter  of  pelvis*  105 

Diet  in  albiuninuria,  30                                           ^^^^| 

diagonal,  2M 

in  infaucy,                                                        ^^^H 

how  to  lengthen,  2:i7 

in  puerperium,  1 40                                           ^^^^^ 

Constipation,  27 

Dilatation  of  the  birth-canaJ,  313                           ^^^H 

Contracted  pelves*  235  et  mq. 

Dilator,  Barnes  ,  4H5                                               ^^^M 

measurement  of^  236 

Hozzi's,  4H5                                                        ^^H 

Contractions,  uterine.  111 

Hcgai-'s,  485                                                        ^^^M 

irregular,  222 

Chatnpetier  de  Eibes',  465                              ^^H 

Convulsions.     See  Eclampsia 

Diphtheria,  100                                                      ^^H 

in  new-bom  child,  560 

Displacement  of  arms  in  breech  cases,                 ^^^H 

Cord,  dressing  of,  142 

292. 295                                                                  ^^M 

hiemorrba^^e  from,  557 

Displacements  of  the  uterus  in  preg-                 ^^^H 

^^.             knots  on,  524 

nancy,                                                       ^^^^| 

^^m            ligature  of,  130 

in  pnerperitniit  415                                   ^^^^^ 

^H            prolapse  of,  ri02 

Dol^ria  on  spinal  aniesthesia,  467                           ^^^^| 

^H            round  the  neck,  130,  524 

on  induction  of  labour,  467                             ^^^^| 

^^m            separation  of,  143 

Double  promontory,  2:^7                                          ^^^H 

^^m            septic  infection  of,  558 

uteru8,  cases  of,  362                                         ^^^^| 

^V           shortness  of,  276 

vagma,  362                                                         ^^^H 

F           Cornea,  opacity  of,  253,  533 

Dotaohe,  inlra-uterine,  2(X)                                     ^^^H 

1           Cow^H  milk,  557 

Drainage    of    ti terns,   importance  of,                 ^^^H 

^K    Coxalgic  pelvis,  264 

^^H 

^y    Cranioclast,  493 

Dril»bling  of  urine,  36,  395                                     ^^^M 

^^     Cratiiotnijiy,  497 

Dry  labour,  219                                                       ^^H 

f           Cream  mixture,  571 

1       « 

Duration  of  pregnancy,  16                                    ^^^H 
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Eclampsia,  818  et  seq. 

cases  of,  328  et  8eq, 

causes  of,  318 

diagnosis  of,  322 

frequency  of,  322 

prognosis  of,  328 

recurrence  of,  820 

treatment  of,  824 
Ectopic  pregnancy,  148 

changes  in  uterus,  150 

diagnosis,  152 

prognosis,  152 

signs  and  symptoms,  150 
of  rupture,  150 
varieties,  149 
Elbow  distinguished  from  knee,  298 
Embolism,  60,  448 
Embryotomy,  499 
Emphysema  in  pregnancy,  57 

subcutaneous,  in  labour,  57 
Endometritis,  as  a  cause  of  abortion,  156 
accidental  haemorrhage,  176 

septic,  428 
Endometrium,  involution  of,  135 
Enchondroma  of  pelvis,  265 
P^nema  syringe,  121 
Enteric  fever,  95 
Epilepsy,  65 
Ergot,  use  of,  138,  163 
Eruptions,  syphilitic,  555 
Erysipelas,  103,  440 
Erythema  and  intertrigo,  555 
Evisceration,  499 
Evolution,  spontaneous,  300 
Examination,  external,  123 

vaginal,  during  labour,  1*26 
Excoriation  of  nipples,  464 
Exostoses  of  pelvis,  265 
Expulsion,  spontaneous,  300 
Exstrophy  of  bladder,  254 
Extension,  movement  of,  117 
External  rotation,  117 

conjugate,  105 
Eyes,  care  of,  at  delivery,  180 

inflammation  of,  552  et  seq, 

injuries  to,  533 

Face  presentations,  278 
Fallopian  tubes,  tumours  of,  72 
False  pains.  111 
Feeding  of  infant,  561  et  seq. 

bottles,  571 
Femur,  fracture  of,  290,  531 
Fever,  puerperal,  417 
Fevers,  specific,  in  pregnancy,  91  et  aeq. 
Fibroid  tumours  in  pregnancy,  69 

in  labour,  226 
Fillet,  295 


Finger-nails,  diseases  of,  in  pregnancy, 

67 
Fissure  of  anus,  409 

of  nipples,  464 
Fistula,  recto-vaginal,  405 

uretero-vaginal,  404 

uterine,  404 

utero-vaginal,  408 

vesico-vaginal,  86,  400 
Fits,  eclamptic.     See  Eclampsia 

epileptic,  322 

hysterical,  822 
Flat  pelvis,  241 
Fleshy  mole,  160 
Flexion,  117 
Floating  kidney,  85 
Foetal  attitude,  107 

complications,  802 

head,  108 

diameters  of,  109 
injuries  to,  239 
large  size  of,  271 
ossification  of,  272 

heart-sounds,  12 

movements,  8 

parts  easily  felt,  8 

position,  108 
Foetus,  distention  of  body,  275 

habitual  death  of,  889 

malformations  of,  275 

papyraceous,  805 
Fontanelles,  108 
Food,  essential  elements  of,  564 

preparation  of,  569 

proper,  for  infants,  567 
Foot  presentation,  289 

club,  550 
Foramen  ovale,  closure  of,  624 

non-closure  of,  559 
Forceps,  axis-traction,  475 

amount  of  force  to  use,  480 

application  of,  478 

condition  in  which  to  apply,  476 

delivery  in  Walcher  position,  480 

position  of  patient,  477 

traction,  479 

versus  turning,  248 
Forewaters,  111 
Fractures  in  uterOt  527 

during  delivery,  538 
of  skuU,  528  et  seq, 
Fraenmn  linguae,  shortness  of,  551 
Frontal  bone,  depression  of,  528 
Fundus  uteri,  height  of,  10 
Funic  presentation,  302 

prolapse,  302 

souffle,  13 
Funnel-shaped  pehis,  262 
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Galactocele,  462 
Gall-stones,  28 

Genital    organs,    complications    con- 
nected with,  68 
of  child,  injuries  to,  536 
Glycosuria,  82 
Goat*s  milk,  567 
Gonorrhoea,  86 
Gonorrhceal  rheumatism,  439 
Gums,  inflammation  of,  18 

Hsematocele,  150 
HaBmatoma,  210 

of  external  genitals,  148 
Haematuria,  32 
Haemophiha,  45,  146 

in  infant,  146 
HaBmoptysis,  60 
Haemorrhage,  accidental,  175 
concealed  treatment  of,  184 
diagnosis  of,  178 
etiology  of,  176 
from  blood  diseases,  145 
from  cord,  557 
from  diseased  cervix,  147 
from  wounds  of  external  genitals, 

147 
in  ectopic  pregnancy,  151 
into  brain  of  child,  535 
Nature's  method  of  checking,  183 
of  early  months  of  pregnancy,  145 
of  the  puerperinm,  228,  234 
post-partiim,  198  et  seq. 
atonic,  198 

causes  of,  199 
diagnosis  of,  199 
primary,  199 
secondary,  199,  208,  211 
signs  and  symptoms  of,  208 
source  of,  198 
traumatic,  205 
treatment  of,  199 
varieties,  199 
prognosis  of,  177 
subconjunctival,  533 
time  of  occurrence  of,  176 
treatment  of,  180 
unavoidable,  187  et  acq, 

CaBsarian  section  in,  194 
diagnosis  of,  193 
prognosis  of,  193 
source  of,  190 
time  of  occurrence,  191 
treatment  of,  194 
Haemorrhoids,  29 

prolapsed  and  inflamed,  408 
Head,  foetal,  diameters  of,  109 
malposition  of,  276 


Head,  foetal,  moulding  of,  108 
in  face  cases,  281 
movements  of,  116 
how  to  test  size  relative  to  pelvis, 
247 
Heart  disease  and  marriage,  55 
in  labour,  310 
in  pregnancy,  47 
in  puerperium,  447 
\  sounds,  foetal,  12 

i  Hegar's  dilators,  485 
I  sign  of  pregnancy,  11 

I  Hemiplegia,  63 

'  Hernia  into  Douglas's  pouch,  284 
I  Herpes,  67 
'  Hook,  blunt,  500 
I  decapitating,  500 

author's,  500 
!  Hamsbotham's,  500 

!  Hour-glass  contraction,  287 
''  Human  milk,  analysis  of,  566 
artiticial,  571 
Humerus,  fracture  of,  532 
Hydatid  mole,  172 
Hydramnios,  78,  219 
Hydrocephalus,  272 
Hydro-nephrosis,  85 
Hydrorrhoea  gravidarum,  82 
Hymen,  persistent,  225 
Hypospadias,  550 
Hysteria,  65,  322 

Ice  in  htemorrhage.  200 

Imbecility  arising  from  injury  at  birth, 

252 
Imperforate  anus,  550 
Impetigo  herpetiformis,  67 
Impregnation,  155 
Incarceration  of  uterus,  78 
Incision  of  cervix,  218 
Incontinence  of  urine,  36,  400 
Induction  of  abortion,  170 

of  labour,  482 
Inertia  uteri  in  first  stage,  214 
in  second  stage,  222 
in  third  stage,  284 
Infant  feeding,  561  et  seq. 
Infantile  pelvis,  262 
Infection  from  drains,  419,  458 

septic,  of  cord,  558 
Influenza,  102 
Infusion  apparatus,  204 
Injuries,  effect  of,  on  pregnancy,' 90 

to  child  during  delivery  528  et  seq. 

to  soft  parts,  583 
Insanity  in  pregnancy,  65 

in  puerperium,  464 

sepsis  in,  464 
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Integumentary  system,  diseases  of,  67 

Internal  rotation,  117 

Intertrigo,  555 

Intra-uterine  amputations,  537 

douche,  200 

fractures,  527 
Inversion  of  uterus,  411 
Involution  of  endometrium,  185 

of  uterus,  184 
rate  of,  186 
Irregular  uterine  contractions,  222 

Jaundice,  27 

in  child,  551 

in  eclampsia,  846 
Jaw,  traction  on,  298 
Jellett    on    treatment    of    accidental 
hemorrhage,  184 

Kidney,  congenitaUy  displaced,  85,  284 

cystic  disease  of,  85 

diseases  of,  80  et  seq. 

floating,  85 

in  pregnancy,  81,  819 
Knee,  289 

Knotting  of  cord,  524 
Kyphotic  pelvis,  261 

Labia,  uedema  of,  in  eclampsia,  820 

varicose  veins  in,  46 
Labour  and  its  mechanism,  104-119 
classification  of,  114 
clinical  phenomena  of,  110 
complex,  114 
delay  in  first  stage,  218 

in  second  stage,  221 

in  third  stage,  284 
dry,  219 
duration  of,  114 
effect  on  child,  118 
factors,  104 
first  stage,  111 
fuU  time,  114 
how  to  conduct  first  stage,  128 

second  stage,  129 

third  stage,  181 
in  a  double  uterus,  861 
in  a  flat  pelvis,  244 
in  cardiac  disease,  811 
induction  of,  482 
laborious,  114 
length  of  second  stage  to  be  allowed, 

221 
lightening  before,  110 
mature,  104 
mechanism  of,  115 

in  breech  cases,  291 

in  face  cases,  278 


Labour  mechanism  in  first  position, 
116 
in  second  position,  118 
in  third  position,  276 
in  transverse  positions,  299 
of  third  stage,  119 
missed,  115 
normal,  114 

obstruction  from  tumours  of  ad- 
nexa,  280 
from  tumours  of  uterus,  226 
painless,  20,  48 
premature,  104 

induction  of,  482 
premonitory  symptoms,  110 
pretemattural,  114,  288 
risks  from  contraction  of   pelvis, 

289 
spurious,  15,  164 
second  stage  of,  112 
stages  of,  110 
third  stage  of,  112 

delayed,  284  et  seq. 
Laceration,  cervix,  182,  410 
perineum,  182,  406 
vagina,  182,  409 
Lactation,  141,  561 
Lateral  obliquity  of  uterus,  217 
Leucin,  88 

Ligaments  of  uterus,  involution  of,  184 
Limbus,  defective  development,  589 
Linea  nigra,  9 
Liquor  amnii,  excessive  amount,  78, 219 

small  amount,  219 
Lithoptt*dion,  150,  885 
Liver,  diseases  of,  27 

hseniorrhage  into,   in    eclainpsia, 
819 
m  child,  586 
Lochia,  185 
I^ocked  twins,  808 
Locking  forceps,  478 
Lordosis,  258 

Maceration,  886 
Malacosteon,  259 
Malformation  of  fcetus,  275 

of  uterus,  860 
Malposition    and    malpresentation    as 
cause  of  delay  in  first  stage,  220 

of  arm,  288 

of  head,  804 
Malpresentations  of  head,  278 
Mamma  in  pregnancy,  9 

abscess  of,  in  pregnancy,  464 
in  puerperium,  462 

hypertrophy  of,  468 

in  puerperium,  462 


^^^p                                                          ^i^r         ^^^ 

1 

Mamma,  aupernuuierary,  46*2 

Nervous  syatem,  etfeot  of  pregnancy 

^^1 

MftOiTuary  compile ationB,  461 

upon,  61 

^^^H 

Mania>  -tM 

Neuralgia,  62 

^^^^1 

Marriai^'e  in  heart  disease,  ^t^t 

Nipples,  care  of,  141,  464 

^^^H 

Mftstitia,  462 

chapped,  464 

^^^H 

Maternal  f'ninpltpations  of  lnbour»  MQ 

supernumerary,  462 

.^^^H 

Measleg,  100 

Normal  labour,  114 

^^^^1 

Mechanism  of  kbour,  115 

Nurse,  wet,  568 

^^^H 

of  face  presentation 8,  278 

^^^^1 

^_                 Df  flat  pelvis,  244 

1   Obliquely  contracted  pelves,  26« 

^^^H 

^^b               of  juato  minor  pelvis,  240 

Obliquity  of  uterus,  217 

^^^H 

^^M               of  Dc'cnpitopoatrerior^  27(3 

Occi  pi  to -posterior,  276 

^^^^H 

^^H               of  pelvic  presentations,  291 

I  Edema  in  eclampBia,  820 

^^^^H 

^^m                of  transverse  presentations,  29« 

in  heart  disease,  48 

^^^H 

P              Meconium,  on  examining  finger,  2&0 

in  t^vins,  305 

^^1 

1               Melancboha,  66,  464 

Operations   destructive    tu    child,    4«2 

^1 

Membranes,  adhesion  of,  220 

et  seq. 

^1 

L                               in  third  stage,  285 

effect  of,  on  pregnancy,  90 

^^^H 

^^                bag  of,  111 

obstetric,  466  et  neq. 

^^^^^ 

^^P                earl^'  rupture  ot  219 

Operculum,  4 

^^^H 

toughness  of,  271 

Ophthalmia  neonatorum,  552  et  neq. 

^^^H 

Meningocele,  275 

Organisms  of  sepsis,  417 

^^^^1 

Menopauae,  7 

method  of  entrance  of,  418 

^^^H 

Menstrual  abortion,  1^6 

Os,  occliDsian  of,  215 

^^^^1 

Menstruation  in  pregnancy,  144 

Osseous  system,  diseases  of,  66,  259 

^^^^1 

suppression  of,  6 

Oaalti cation  of  fii^tal  head,  272 

^^^H 

Micturition  after  de!iver>',  IH9 

Osteo-malacia,  66,  259 

^^^^H 

difficulty  of,  in  child,  551 

Ovarian  cyst,  2:^0 

^^^H 

frequency  of,  7 

pregnancy*  69 

^^^H 

Milk,  artificial,  human,  "j71 

tumour.  69,  280 

^^^^1 

^^                 condensed,  56W 

Overlaying,  525 

^^^H 

^K               cow's,  567 

Ovumt  expulsion  of,  161 

*  ^^^^^^1 

^^r                dispersal  of,  141 

^^^^1 

peptonized,  508 

Painless  labour,  20-43 

^^^^1 

Miscftrria^'e*  154 

Pains,  after-,  140 

^^^H 

missed,  HHH 

false  and  tnie,  191 

^^^^1 

Missed  abortion,  160 

Pftlpaiion  of  abdomen,  124 

^^^H 

labour.  115,  HH5 

Papyraceous  frtttus,  805 

^^^H 

Mitral  stenosi>4,  prognosis  of,  HI  1 

Paralysis  in  pregnancy,  62 

^^^^M 

Mole,  tleahy,  IBO 

in  puerperium,  468 

^^^H 

vcsicuhir,  172 

Parametritis,  424 

^^^^1 

Monster,  acardioc,  B05 

Paraplegia,  62,  223 

^^^H 

Monsters,  275 

Parietal  presentations,  244 

^^^^H 

Monlf^omery'fl  tubercles,  1* 

Parovarian  eyst,  69,  280 

^^^H 

Mornint*  Bickness,  7 

Passages,  faidts  of  first  stage,  215 

^^^H 

Mother,  cai*e  of,  during  puerperium,  184 

second  stage,  228 

^^^H 

Moulding  of  head,  iOH,  lU 

Paesenger  causing   delay,  first  stage, 

^^^H 

in  face  cases,  281 

219 

^^^^1 

Movementfi,  fi^tal,  8 

second  stage,  271 

^^^H 

Multiple  pregnancy,  HOJt 

Posteuri station  of  milk,  569 
Pelvic  adhesions,  77 

^H 

Naegele  pelvis,  264 

celltilitis,  424 

^^^H 

Nausea,  19 

contractions,  method  of  diagnoaing, 

^^^H 

Nephritis,  80 

285 

^^^H 

Nerves,  preasur©  upon,  534 

perimetritis,  426 

^^^H 

Nervous  system,  complications  of,  in  i 

peritonitis,  425 

^^^^1 

puer peri  urn,  4 6;  J 

positions,  290 

^^^H 

diBeases  of,  62 

presentations,  28^ 

_____     _  ^  _      _                    _      ji 

J 
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Pelvis,  diameters  of,  104 

inclination  of,  105 
normal  axis  of,  107 
planes  of,  105 
congenital  dislocation  of  hips,  258 
contracted,  235  et  seq. 
coxalgic,  264 
flat  rickety,  241 

diagnosis  of,  244 
mechanism  of  labour,  244 
generally  contracted  rickety,  240 
infantile,  262 
justo  major,  289 
minor,  289 
kyphotic,  261 
malacosteon,  259 
pseudo-,  260 
male,  262 
Naegele,  264 
pseudo-malacosteon,  260 
Robert's,  261 

sarcomatous  cnchondroma  of,  265 
scoliotic.  268 
split,  258 

spondylolisthetic,  257 
Pelvimeters,  236 
Pemphigus  neonatorum,  556 
Peptonuria,  32 

Perchloride  of  iron  in  htemorrhage,  202 
Perforation,  497 

of  after-coming  head,  498 
Perforator,  Simpson's,  493 
Perimetritis,  425 
Perineum,  central  tear  of,  406 
examine,  after  delivery,  182 
how  to  support,  129 
laceration  of,  182,  406 
rigidity  of,  224 
stitching  of,  10 
Peritonitis,  general,  420,  428 

pelvic,  425 
Pernicious  anaemia,  89 

vomiting,  19 
Phlebitis,  450 

Phlegmasia  alba  dolens,  46,  451 
Phthisis,  58,  457 
l*igmentation,  9 
Placenta,  adherent,  285 
delivery  of,  181 
normal  attachment,  119 
retained,  284 
succenturiate,  285 
Placenta  pr«e\'ia.  190  et  seq. 

Ctesarian  section  in,  196 

causes  of,  192 

diagnosis  of,  198 

prognosis  of,  198 

signs  and  symptoms  of,  192 


Placenta  prsevia,  treatment  of,  194 

varieties  of,  191 
Plague,  96 
Pleurisy,  60 
Plugging  in  abortion,  168 

in  accidental  haemorrhage,  180 
in  placenta  praevia,  194 
in  post-partum  haemorrhage,  202 
Pneamonia,  56,  457 
Podalic  version,  471 
Polyuria,  32 
Porro's  operation,  512 

in  concealed  accidental 
haemorrhage,  184 
Position  of  foetus,  108 

order  of  occurrence,  115 
transverse,  298 
Post-partum  haemorrhage,  198  et  seq. 
concealed,  199 
primary,  199 
secondary,  208 
traumatic,  205 
Powers,  faults  in  first  stage,  214 
second  stage,  222 
primary,  104 

failure  in,  222 
secondary,  104 
failure  in,  223 
Pregnancy,  abdominal,  149 

complications  of,  18  et  seq, 

diagnosis  of,  13-15 

duration  of,  16 

ectopic,  148  et  seq. 

Hegar's  sign  of,  11 

infundibular,  149 

interstitial,  148 

intraligamentous,  149 

kidney  of,  31 

multiple,  308 

ovarian,  149 

risks  from  contraction  of   pelvis, 

239 
signs  and  symptoms,  6-17 
spurious,  15 

subperitoneo-pelvic,  149 
tubal,  149 

tubo-abdominal,  149 
tubo-uterine.  149 
vomiting  of,  7 
Premature   labour,  induction    of,    482 

et  seq. 
Presentation,  107 
breech,  290 
face,  278 
funic,  802 
uregular,  288 
parietal,  244 
transverse,  297 
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Prolapse  of  cord,  302 

of  uterus,  415 

of  vagina  and  cjstocele,  224 
Promontory,  double,  2H7. 
Pruritus,  67 
Pseudocyesis,  15 

malaco9teon,  200 
Ptyalisni,  8,  18 
Puerperal  convulsions,  818  et  seq. 

fever,  411  et  seq, 

insanity,  464 

septicji'niia,  419 

of  unusual  origin,  432 
Puerperium,  134 

care  of  mother,  188 

complications  of,  893 

time  in  bed,  142 
Pulmonary  embolism,  60,  448 
Pulse  and  temperature  in  puerperium, 

140 
Purpura  h Hemorrhagica,  42,  145 
Pyu'mia,  421 
Pyonephrosis,  35 
Pyosalpinx,  double,  437 
Pyuria,  82,  394 

Quickening,  8 

Rachitic  pelvis,  241 
Riimsbotham's  hook,  500 
Recto-vaginal  fistula,  405 
Renal  calculus,  83 

tumours,  85 
Respiration,  artificial,  52(5 
Respiratory  organs,  diseases  of,  56 

system,  complications  of,  457 
Restitution,  117 
Retained  placenta,  284 
Retention  of  urine,  36,  894 
Retraction  and  contraction,  189 

rin<^,  187 
Retroflexion  of  gravid  uterus,  73 
Rheumatism,  gonorrhipal,  489 
Rickets,  effect  on  the  pelvis,  241 
Robert's  pelvis,  261 
Rotation,  external,  117 

internal,  117 

lon^  internal,  277 

Rupture  of  membranes,  112 

early,  218 

of  cervix,  205,  410 

of  perineum,  132,  406 

of  uterus,  77,  868 

of  vagina,  866 

Saline  infusion,  how  to  give,  204 
Salivation,  8,  18^ 
Saprtemia,  422 


;   Sarcomatous  enchondroma  of  pelvis, 
265 
Scalp,  injiuries  to,  583 
Scarlet  fever,  98 
I   Schultze's    method    of    artificial    re- 
spiration, 526 
Scolio-rachitic  pelvis,  268 
Scurvy,  42,  145,  459 
Secretion  of  milk,  141,  562 
I  Senomelweis,  1 
Septic  complications  of    puerperium. 
417  et  seq, 
I   Septic  infection  of  cord,  558 
Septicemia,  ante-partum,  441 

puerperal,  419  c/  seq. 
Sex  of  twins,  304 
Shock,  448,  518 
Shoulder  presentation.  297 
Shows,  110 
!   Signs  of  pregnancy,  8-18 

Simpson's  basilyst,  495 
I  forceps,  475 

perforator,  498 
Skin,  diseases  of,  iSl 

pigmentation  of,  9,  67 
Skull,  injuries  to,  258,  528 

intra-uterinc  fracture  of,  527 
Small-pox,  91 
SoufHe,  funic,  18 

uterine,  12 
Sounds,  heart-,  12 
Spasmodic  rigidity  of  cervix,  217 
Spina- bifida,  275,  559 
Spinal  aniesthesia,  469  et  seq. 

Ctpsarian  section  under,  470 
in  induction  of  labour,  469 
Split  pelvis,  258 
Spondylolisthetic  pehis,  257 
Spondylotomy,  499 
Spontaneous  evolution,  300 
expulsion,  300 
rectification,  299 
rupture  of  uterus,  881 
version,  299 
Spurious  labour,  15,  153 

pregnancy,  15 
Stages  of  labour,  110 
Stenosis  of  os,  215 

mitral  prognosis  of,  811 
Sterilization  of  milk,  570 

patient,  508 
Stlrrage,  8 

Stomach,  affections  of,  19 
Stria?,  93 
Styptics,  202 
Subinvolution,  187 
Sudden  death  of  child,  560 
Sugar  in  urine  in  pregnancy,  82 
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Sugar  in  urine  in  puerperium,  894 
Super-fecundation,  804 

foetation,  144,  804 

involution,  188 
Suppression  of  urine,  396 
Suprarenal  gland,  use  of,  in  haemor- 
rhage, 202 
Surgical  operations,  effect  of,  on  preg- 
nancy, 90 
Sutures,  108 
Symphysiotomy,  508  et  seq. 

open  method,  504 

subcutaneous  method,  505 
Syncope,  447 
Syphilis,  87 

effect  upon  fcetus,  88 
placenta,  88 
Syphilitic  eruptions,  555 

Temperature  in  puerperium,  140 
Tetanus,  444 

neonatorum,  557 
Thrombosis,  47,  451 
Thrush,  552 

Thyroid  or  thymus,  enlarged,  causing 
asphyxia,  «525 
face  presentation,  278 
Tongue,  traction  on,  in  asphyxia,  526 
Transfusion,  204 
Transverse  presentations,  297 

treatment  of,  800 
Triplets,  806 
Triradiate  pelvis.  259 
Tubal  abortion,  151 

pregnancy,  149 
Tuffier,  spinal  anaesthesia,  467 
Tumours,  fibroid,  227 

of  Fallopian  tubes,  280 
pelvis,  265 

ovarian,  69,  231 

parovarian,  69,  230 
Turning,  471 
Twin  labour,  treatment  of,  807 

pregnancy,  course  of,  805 
Twins,  binovular,  804 

locked,  808 

malpresentations  of,  808 

presentations,  806 

uniovular,  804 
Typhus,  9 
Tyrosin,  83 

Ulcer,  puerperal,  409 
Umbilical  cord,  dressing  of,  142 

haemorrhage  from,  557 

ligature  of,  180 

prolapse,  180,  802 

round  neck,  180,  524 


Umbilical  cord,  separation  of,  148 
septic  infection  of,  558 
shortness  of,  276 
Unavoidable  hsemorrhage,  187 
Uretero-vaginal  fistula,  404 
Urine  in  pregnancy,  abnormalities  of, 
82 
dribbling  of,  86 
incontinence  of,  86 
retention  of,  86 
in  puerperium,  abnormalities  of, 
898 
acetone  in,  894 
albumin  in,  898 
bile  in,  894 
blood  in,  898 
dribbling  of,  895 
incontinence  of,  400 
leucin  in,  894 
peptones  in,  894 
pus  in,  894 
retention  of,  894 
sugar  in,  894 
suppression  of,  896 
Urticaria,  67 

Uterine  contractions,  irregular,  222 
inertia,  first  stage,  214 
second  stage,  222 
third  stage,  284 
segment,  lower,  187 
souffle,  12 
Uterus,  anteflexion  of,  78 
auscultation  of,  12 
conditions  of,  in  early  months  of 

pregnancy,  157 
displacements  of,  72,  415 
extirpation  of,  in  septicaemia,  421 
fibroid  tumours  of,  69 
hour-glass  contraction  of,  287 
incision  in  Caesarian  section,  510 
inversion  of,  411 
causes  of,  418 
treatment  of,  414 
involution  of,  184 

rate  of,  186 
malposition     of,     delaying     first 

stage,  217 
malformations  of,  860 
bicomis  duplex,  860 

unicollis,  800 
cordiformis,  860 
didelphys,  860 

labour  in,  861 
subseptus,  860 
unicornis,  860 
prolapse  of,  72,  415 
removal  of,  in  Caesarian  section, 
512 
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Uterus,  retro-displacements,  73,  415 
rupture  of,  77,  368 
cause  of,  369 
diagnosis  of,  871 
frequency  of,  368 
prognosis  of,  871 
seat  of,  369 
symptoms  of,  370 
treatment  of,  871 
by  drainage,  873 
by  removsJ,  374 
by  suture,  878 
varieties  of,  869 
size  of,  after  delivery,  184 
spontaneous  rupture  of,  381 
Munro  Kerr's  case  of,  884 
Murray's  case  of,  882 
Poroschin's,  882 
subinvolution  of,  187 
superinvolution,  138 
tumours    of,   obstructing    labour, 

226 
vaginal  fixation  of,  217 

Vagina,  changes  in,  11 

cicatricial  contraction  of,  225 

double,  362 

lacei-ations  of,  207,  409 

prompse  of,  224 

rigidity  of,  224 

rupture  of,  366 

tumours  of,  69,  225 
Vaginal  discharge,  68 

of  blood  in  infant,  552 

examination,  126 

fixation  of  uterus,  217 
Vaginismus,  225 


Valve,  Eustachian,  524 
Varicose  veins,  46 
Veins,  thrombosis  of,  47,  451 
Venereal  disease,  86 

warts,  225 
Venesection  in  eclampsia,  326 

in  heart  disease,  312 
Version,  bipolar,  472 

cephalic,  471 

combined  internal  and  external, 
474 

external,  471 

internal,  473 

podalic,  471 

risks  to  mother  and  child,  475 
Vertex,  108 
Vesical  calculus,  36 
Vesico-uretero -vaginal  fistula,  404 
Vesico-uterine  fistula,  404 

utero-vaginal  fistula,  403 

vaginal  fistula.  400    . 
Vestibule,  haemorrhage  from,  147,  205, 

409 
Vomiting  of  pregnancy,  7 

pernicious,  19 

cases  of,  20-25 
treatment  of,  26 
Vulva,  lacerations  of,  147,  205 

pruritus,  67 

oedema,  320 

tumours  of,  225 

Walcher's  position,  238,  480 
Warts,  venereal,  225 
Weaning,  562 
Wet  nurse,  568 
Williams,  Dr.  Whitridge,  3 
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